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AMYTAL 
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DAYTIME 
ANXIETY 
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Amytal  is  a moderately  long-acting  barbiturate  that  takes 
the  edge  off  daytime  anxiety  and  tension  without  significant 
change  in  mood  and  attitude.  Since  Amytal  is  metabolized 
in  the  liver  within  twenty-eight  hours,  overlapping  of  effect 
is  minimized,  and  renal  damage  does  not  constitute  an 
absolute  contraindication. 


Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the 
barbiturates  may  occur. 


Precautions  and  Contraindications:  Amytal  should  be 
used  with  caution  in  patients  with  decreased  liver  function, 
since  a prolongation  of  effect  may  occur.  Administration  in 
the  presence  of  uncontrolled  pain  may  produce  excitement. 
Warning— May  be  habit-forming. 


Dosage:  Doses  should  be  individualized  for  each  patient. 
The  usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2 
grain)  to  50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly 
and  Company,  Indianapolis  6,  Indiana. 
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epilepsy  may  limit 
opportunity... 


PARKE,  DAVIS  <C  COMPANY,  Detroit,  Michigan  49232 


This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.and0.03  Gm. 

*Roseman,  E.:  Neurology  1 1 :912,  1961.  33664 
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Five  Years  Experience  W itli 
Open-Heart  Surgery 

JAMES  W.  PATE,  M.D.,*  Memphis,  Tenn. 


The  author  emphasizes  the  advances 
which  have  been  made  in  cardiac  sur- 
gery over  the  years.  These  must  be 
kept  in  mind  when  evaluating  prog- 
nosis in  the  given  individual  with  and 
without  the  benefit  of  operation. 

Open-heart  surgery  has  engaged  the  at- 
tention of  both  the  surgical  researcher  and 
layman  for  the  past  seven  or  eight  years. 
This  dramatic  and  pioneering  type  of  sur- 
gery is  now  routine  in  most  major  teaching 
hospitals  and  has  a well-established  place 
in  modern  practice.  After  these  years  of 
development,  it  is  appropriate  that  we  sum- 
marize the  knowledge  gained  during  this 
period.  This  report  recapitulates  five  years’ 
experience  at  the  John  Gaston  Hospital,  the 
major  teaching  unit  of  the  University  of 
Tennessee,  College  of  Medicine. 

Equipment  and  Materials.  The  pump-ox- 
ygenator used  for  the  first  two  years  of  this 
period  was  made  locally  by  the  University 
and  various  machine  and  electronics  shops 
with  a few  parts  purchased  from  national 
concerns.  It  was  a rotating  disc  oxygenator 
with  180°  rotating  pump  heads.  Fifty  con- 
secutive perfusions  were  carried  out  on 
dogs,  with  two  deaths,  before  it  was  used  in 
the  first  human  case.  One  resident,  one  un- 


*From the  Department  of  Surgery,  Section  of 
Thoracic  Surgery,  University  of  Tennessee  Col- 
lege of  Medicine,  and  the  Rawitser  Memorial 
Cardiovascular  Center,  City  of  Memphis  Hospi- 
tals, Memphis,  Tenn. 

This  work  supported  by  the  Memphis  Heart 
Association. 


trained  technician  and  one  faculty  member 
made  up  the  initial  “pump  team.”  Only  the 
electrocardiogram  and  temperature  have 
been  monitored.  Results  of  the  first  300  un- 
selected cases  operated  upon  since  July  of 
1959  are  shown  in  Table  1.  As  expected,  re- 
sults have  shown  improvement  in  recent 
years. 

From  this  small  beginning,  the  Depart- 
ment of  Surgery  now  uses  nine  rotating 
disc  oxygenators  and  roller-pump  systems, 
one  membrane  oxygenator  system  and  a 
disposable  bubble-oxygenator  apparatus  at 
four  hospitals.  Coronary  and  venous  re- 
turn equipment  is  of  the  small  volume  type 
(Pate  Reservoirs,  Medical  Division,  Ameri- 
can Optical  Company) . 

The  amount  of  blood  necessary  to  prime  the 
entire  system  is  4 pints  for  adults  and  3 pints  for 
children.  The  bubbler  apparatus  and  infant  sys- 
tems use  either  none,  or  one  pint  of  blood.  Freshly 
drawn  heparinized  blood  in  plastic  bags  has  been 
used  throughout.  We  do  not  hesitate  to  use 
banked  blood  for  emergency  procedures.  Hemodi- 
lution  with  low  molecular  weight  dextran  was 
used  in  about  50  cases,  but  was  discarded.  Partial 
hemodilution  with  glucose  is  used  routinely  for 
adults  and  in  cyanotic  children.  There  has  been 
one  transfusion  reaction  and  one  case  of  serum 
hepatitis  in  five  years. 

Polybrene  was  used  for  heparin  neutralization 
until  it  was  removed  from  the  market.  Since 
then,  protamine  sulfate  has  been  used.  Glucose 
50%  and  Ca  gluconate  are  added  to  the  system. 
Oxygen  97.5%  and  COa,  2.5%  are  used  in  the  oxy- 
genator. Fluromar  anesthesia  is  given  into  the 
extracorporeal  circuit.  Blood  chemical  studies, 
including  fibrinogen,  free  plasma  hemoglobin  and 
arterial  pH  are  carefully  followed  after  operation. 

Perfusion  rates  are  at  2. 2-2. 3 L/M2  surface  area 
at  34-37°  C.  For  poor  risk  patients  and  aortic 
valve  surgery,  hypothermia  of  23-28°  C.  is  used, 
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with  flow  rates  based  on  temperature  (1.2  L/M2 
at  24°  C.). 

Instances  of  left-sided  cardiac  by-pass, 
used  for  aortic  surgery  and  emergency  pro- 
cedures, are  not  included  in  this  report. 

Congenital  Disease 

(1.)  Atrial  Septal  Defect.  Most  atrial  sep- 
tal defects  are  seen  in  children  presenting 
clinically  with  limitation  of  exercise  toler- 
ance and  frequent  respiratory  infections. 
However,  several  patients  have  been  seen 
from  50  to  60  years  of  age  with  intractable 
heart  failure,  and  younger  adults  may  re- 
quire surgery.  Operative  mortality  in  chil- 
dren and  young  adults  following  open-heart 
surgery  for  this  lesion  is  no  greater  than 
that  for  tonsillectomy,  which  argues  strong- 
ly for  surgical  repair  in  all  of  these  patients. 
(Table  1).  In  older  adults,  evidence  of  any 
cardiomegaly,  abnormalities  in  the  electro- 
cardiogram, pulmonary  hypertension  or 
progression  of  symptoms  are  considered  in- 
dications for  surgery. 

Rarely,  absence  of  the  atrial  septum  pro- 
duces symptoms  in  infants.  In  such  in- 
stances, closure  of  the  defect  by  prosthetic 
materials  may  be  necessary.  Obviously  the 
risk  is  higher  in  such  cases. 

Drainage  of  part  of  the  pulmonary  ve- 
nous return  into  the  right  atrium  is  fairly 
common  in  association  with  atrial  septal  de- 
fects. Seven  such  cases  were  encountered 
among  66  atrial  defects  in  this  series.  While 
operation  in  these  cases  is  more  time-con- 
suming and  requires  meticulous  technic,  re- 
sults have  been  good. 

Rarely  total  pulmonary  venous  return  en- 
ters the  right  atrium.  Our  single  instance 
with  this  lesion  occurred  in  a small  infant 
early  in  our  series  and  ended  fatally.  With 
present  technics  and  staging  of  the  proce- 
dure, such  an  outcome  is  less  likely. 

Onset  of  failure  in  elderly  patients  is  a 
pressing  indication  for  immediate  operation. 
Cardiac  failure  resulting  from  atrial  septal 
defects  occurs  from  a loss  of  myocardial 
reserve  resulting  from  long-standing  vol- 
ume overload;  it  is  resistant  to  medical 
therapy  and  postponement  of  operation  for 
continued  medical  care  simply  increases  the 
risk. 

(2.)  Ventricular  Septal  Defects.  Small 
benign  defects  through  the  muscular  por- 


tion of  the  interventricular  septum  produce 
loud  murmurs  and  thrills  (maladie  de  Rog- 
er) but  little,  if  any,  physiologic  impair- 
ment. However,  this  benign  nature  of  some 
ventricular  septal  defects  is  a two-edged 
sword,  since  it  offers  an  excuse  to  neglect 
patients,  some  of  whom  will  have  membra- 
nous ventricular  septal  defects  and  progress 
to  irreversible  disease.  All  patients  who 
are  suspected  of  having  this  lesion  should 
be  evaluated  by  a competent  cardiologist. 
Procrastination  in  surgical  therapy  may  al- 
low development  of  pulmonary  arterial  hy- 
pertension which  will  not  respond  to  medi- 
cal or  surgical  treatment.  Indications  for 
operation  include  a shunt  of  large  volume, 
progressive  electrocardiographic  abnormali- 
ties, cardiomegaly,  or  a history  of  subacute 
endocarditis. 

Ventricular  septal  defects  without  valvu- 
lar involvement  or  pulmonary  hypertension 
were  repaired  surgically  in  44  patients, 
with  no  deaths.  Ten  patients  who  had  al- 
ready developed  pulmonary  arterial  hy- 
pertension were  operated  upon  with  2 
deaths.  Even  more  tragically,  several  pa- 
tients who  had  already  developed  high, 
fixed  pulmonary  arterial  hypertension  were 
denied  surgery  because  of  the  intolerable 
risk. 

Large  ventricular  septal  defects  produc- 
ing heart  failure  in  young  infants  are  not 
repaired  by  open  technic,  but  palliative 
“banding”  of  the  pulmonary  artery  is  done 
to  decrease  flooding  of  the  lungs  and  bal- 
ance the  pressure  in  the  two  ventricles, 
thus  alleviating  the  large  shunt. 

Spontaneous  closure  of  septal  defects 
have  been  reported  in  a handful  of  cases;  so 
has  spontaneous  cure  of  cancer.  Wishful 
thinking  is  no  substitute  for  correct  thera- 

py- 

(3.)  Pulmonary  Stenosis.  “Pure”  pulmo- 
nary stenosis  may  be  relieved  by  closed 
technics  (without  cardiopulmonary  by- 
pass) in  critically  ill  small  infants.  Howev- 
er, open-heart  surgery  is  indicated  in  all 
other  instances.  The  procedure  is  quite 
safe.  (Table  1.)  Some  pulmonary  systolic 
murmurs  may  be  “functional”  but,  again, 
this  benign  diagnosis  should  not  be  used  to 
justify  neglect  of  adequate  study.  We  be- 
lieve a gradient  of  over  25  mm.  Hg.  across 
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the  pulmonic  valve,  right  ventricular  pres- 
sure over  60  mm.  Hg.,  or  enlarged  right 
ventricle  as  shown  by  electrocardiogram  or 
x-ray  is  an  indication  for  surgical  repair. 

(4.)  Tetralogy  of  Fallot.  All  patients 
with  tetralogy  of  Fallot  are  candidates  for 
surgical  evaluation.  Enthusiasm  for  com- 
plete surgical  repair  soon  after  the  pump- 
oxygenator  was  perfected  led  to  a high  sur- 
gical mortality  rate.  In  the  last  three  years 
more  patients  were  treated  by  creation  of  a 
Blalock-Taussig  shunt,  followed  by  com- 
plete repair  six  to  eighteen  months  later. 
Results  of  this  more  conservative  approach 
have  been  more  acceptable.  Complete  re- 
pair in  one  stage  is  indicated  only  for  pa- 
tients who  meet  the  following  criteria:  (a) 
arterial  oxygen  saturation  above  80%  at 
rest  and  (b)  angiographic  demonstration  of 
an  adequate  pulmonary  arterial  tree  and 
adequate  size  of  the  left  ventricle.  In  spite 
of  this  more  conservative  approach  there  is 
still  a significant  mortality  rate,  due  to  the 
severity  of  the  malformation  in  some  cases 
(such  as  virtual  absence  of  left  ventricle  or 
pulmonary  arteries) . However,  results  of 
medical  therapy  alone  are  predictably  far 
worse. 

(5.)  Anomalies  of  the  Aortic  and  Mitral 
Valves.  Congenital  valve  lesions  may  be  fa- 
tal soon  after  birth  or  may  be  associated 
with  such  marked  hypoplasia  of  a ventricle 
as  to  be  incompatible  with  life.  Neverthe- 
less a significant  proportion  of  patients  with 
aortic  or  mitral  valve  lesions  can  be  cured 
by  open-heart  surgery.  (Table  1.) 

Table  I 

Congenital  Disease  (Good  Risk) 

No.  of  Total  Hospital 


Lesion 

Cases 

Deaths 

Atrial  septal  defects 

59 

0 

Atrial  with  partial  anomalous 
pulmonary  venous  return 

7 

0 

Ventricular  septal  defects, 
isolated 

44 

0 

Pulmonic  stenosis,  isolated 

17 

0 

Aortico-pulmonary  window 

2 

0 

(6.)  Miscellaneous  Lesions.  Atrioventric- 
ular canals,  transposition  of  the  great  ves- 
sels, tricuspid  atresia,  hypoplasia  of  the  left 
heart  and  other  such  lesions  usually  result 
in  death  within  the  first  few  months  of  life. 
Either  palliative  or  curative  closed  or  open- 
heart  surgery  is  indicated  in  these  cases  as 
a salvage  effort,  since  death  is  otherwise 
certain.  However,  the  surgical  mortality  is 


high,  although  some  progress  is  being  made 
(Table  2.) 

Table  2 


Congenital  Disease 

(Poor  Risk) 

No.  of  Total  Hospital 

Lesion 

Cases 

Deaths 

Tetralogy  of  Fallout 

31 

7 

23% 

A-V  Canal 

VSD  with  pulmonary 

13 

4 

31% 

hypertension 

10 

2 

20% 

Aortic  Stenosis 

9 

1 

11% 

Mitral  Regurgitation 

7 

0 

0% 

Septum  Primum  Defects 

3 

0 

0% 

Miscellaneous 

5 

2 

40% 

Acquired  Disease 

(1.)  Mitral  Valve.  Most  patients  with 
pure  mitral  stenosis  without  evidence  of 
peripheral  emboli  are  still  managed  best  by 
operation  using  the  closed  technic.  How- 
ever, secondary  procedures,  atrial  thrombi, 
or  known  mitral  regurgitation  are  indica- 
tions for  open-heart  surgery.  Late  results 
in  patients  with  open-heart  mitral  commis- 
surotomy appear  better  than  those  by 
closed  procedures.  The  open-heart  approach 
for  this  lesion  soon  will  probably  be  rou- 
tine. 

During  the  first  two  years  of  our  expe- 
rience, mitral  regurgitation  was  treated  by 
“plasty”  procedures  on  the  leaflets,  annulus 
and  chordae  tendinae.  Several  of  these 
patients  re-developed  regurgitation  at  a la- 
ter date.  Therefore  the  trend  more  often 
has  been  to  use  prosthetic  replacement  of 
the  valve.  Since  the  mortality  rate  for 
valve  replacement  has  dropped  significantly 
within  the  last  two  years,  but  still  remains 
about  15%,  we  accept  for  operation  only 
Class  III  or  IV  patients,  or  those  who  show 
significant  progress  of  disease.  Long-term 
antibiotic  and  anticoagulant  therapy  is  em- 
ployed after  operation.  (Table  3.) 

Table  3 


Acquired  Disease 

No.  of  Total  Hospital 


Lesion 

Cases 

Deaths 

Mitral  Stenosis 

8 

0 

0% 

Mitral  Regurgitation 

28 

0 

29% 

Aortic  Stenosis 

10 

3 

30% 

Aortic  Regurgitation 
(some  with  MS) 

24 

9 

37% 

A1  + Ml  (both  open) 

12 

9 

75% 

Ml  + Tricuspid  (both  open) 

2 

0 

0% 

A1  + Tricuspid  (both  open) 

1 

0 

0% 

Miscellaneous 

8 

3 

37% 

TOTALS 

93 

32 

34% 

(2.)  Aortic  Valve.  Corrective  surgery  for 
diseases  of  the  aortic  valve  carries  the 
highest  risk  of  any  routine  heart  surgery. 
Again,  because  of  poor  late  results  with 
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“plasty”  procedures  or  cusp  replacement, 
the  trend  is  strongly  towards  total  replace- 
ment of  the  valve  by  a prosthesis.  Protec- 
tion of  the  myocardium  by  coronary  perfu- 
sion and  local  hypothermia  has  done  much 
to  lower  the  mortality.  The  presence  of  coro- 
nary artery  disease  or  other  associated  val- 
vular disease  increases  the  risk  of  surgery. 
Recently  the  mortality  of  replacement  of 
the  aortic  valve  in  the  absence  of  disease  of 
the  coronary  artery  or  mitral  valve  disease 
has  been  about  15  per  cent.  This  will  be 
lowered  further.  Patients  with  aortic 
stenosis  are  selected  for  operation  shortly 
after  the  first  episode  of  frank  congestive 
failure  since  prognosis  is  so  poor  with  medi- 
cal therapy.  With  aortic  regurgitation,  op- 
eration is  recommended  in  Class  III  or  IV 
patients  or  in  those  showing  significant 
progress  of  their  disease. 

(3.)  Combined  Valve  Disease.  Disease  of 
the  aortic  and  mitral  valve  is  frequently 
seen  in  the  same  patient.  Fortunately,  the 
mitral  valve  can  usually  be  opened  by 
finger  fracture  with  acceptable  risk.  In 
some  cases  the  open  approach  or  even  re- 
placement of  both  valves  is  necessary.  Al- 
though this  increases  the  surgical  risk, 
these  patients  are  usually  without  hope  and 
near  death  at  the  time  of  operation.  With 
experience,  the  mortality  is  expected  to  be 
low  enough  to  allow  selection  of  better  risk 
patients  with  still  better  results.  To  see 
these  seriously  ill  patients  rehabilitated  is 
extremely  gratifying.  Tricuspid  regurgita- 
tion, unsuspected  before  operation,  has  re- 
quired operative  repair  in  addition  to  re- 
placement of  the  mitral  valve  in  2 patients 
and  concomitant  with  replacement  of  the 
aortic  valve  in  one  case.  All  of  these  pa- 
tients had  good  results. 

Discussion 

Accurate  diagnosis  is  mandatory  for  good 
results  following  open-heart  surgery.  Ap- 
preciation of  the  fact  that  patients  who  die 
under  medical  therapy  are  as  dead  as  those 
who  die  at  operation  is  an  important  philos- 
ophy which  needs  further  promulgation. 
Comparison  of  the  ten  year  survival  rate  of, 
say,  patients  having  tetralogy  of  Fallot  or 
aortic  regurgitation  and  treated  medically, 
as  opposed  to  the  mortality  in  patients 


treated  surgically,  emphasizes  this  point. 
Modern  catherization  and  angiocardio- 
graphic equipment  and  technics  are  an  ab- 
solute necessity.  The  excellent  Pediatric 
Cardiology  Section  and  Division  of  Cardiol- 
ogy of  the  University  of  Tennessee  are  re- 
sponsible for  the  correct  diagnosis  in  almost 
all  cases  (96%).  All  patients  with  signs  of 
heart  disease  (excluding  coronary  artery 
disease  and  essential  hypertension)  should 
be  carefully  evaluated  for  possible  surgical 
treatment.  (Tables  1-3.) 

The  basic  technics  of  extracorporeal  cir- 
culation have  not  changed  in  the  past  five 
years  and  have  proven  to  be  satisfactory. 
Protection  of  the  myocardium  during  opera- 
tion upon  the  aortic  valve  has  improved 
considerably,  which  is  reflected  in  better 
results;  though,  further  improvement  is  de- 
sirable. 

Postoperative  care  demands  an  excellent 
intensive  care  unit  and  personnel.  This 
function  is  equally  as  important  as  events 
in  the  operating  room.  Attention  to  venti- 
lation, clear  bronchi,  central  venous  pres- 
sure, cardiac  rhythm,  electrocardiogram  and 
arterial  pH  affect  the  results. 

Complications 

Some  degree  of  incompleteness  in  pre- 
operative diagnosis  was  present  in  12  pa- 
tients (4%);  however,  in  only  2 patients 
(0.7%)  did  the  diagnostic  error  affect  the 
results  of  surgical  repair. 

Wound  infection  was  the  most  common 
complication  (3.3%)  but  resulted  in  fatal 
mediastinitis  in  only  2 cases  (0.7%).  Post- 
operative hemorrhage  was  serious  in  six  pa- 
tients (2.1%)  and  was  associated  with  fibri- 
nolysins  in  4 cases.  Three  patients  had 
massive  pulmonary  emboli  (all  died).  In  2 
of  these  the  emboli  were  present  before  op- 
eration and  making  the  surgical  attack 
urgent  to  prevent  death  on  the  ward.  The 
other  fatal  embolus  occurred  unsuspected 
during  the  post-operative  period  in  a pa- 
tient who  had  had  a prosthetic  replace- 
ment of  the  aortic  valve  and  open  mitral 
valvuloplasty.  Cerebral  air  embolism  oc- 
curred in  4 patients;  2 made  a complete  re- 
covery and  2 succumbed  to  brain  damage. 
This  complication  is  now  preventable  in 
most  cases.  Subdural  hematomas  were 
found  in  2 patients;  one  occurred  after  op- 
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eration  and  the  other  was  present  before 
operation.  Permanent  heart  block  occurred 
in  2 patients;  one  died  of  heart  failure,  the 
other  (A-V  canal)  has  an  implantable 
artificial  pacemaker  and  is  in  excellent 
health  four  years  later.  One  patient  each 
developed, — staphlococcal  pneumonia,  cere- 
bral infarction,  femoral  artery  thrombosis, 
renal  shut-down,  empyema,  and  ruptured 
cerebral  aneurysm.  Thus,  33  patients 
(11%)  had  known  postoperative  complica- 
tions which  were  followed  by  death  in  16 
instances  (5.3%).  In  several  patients,  the 
complication  was  present  before  operation. 
Some  complications  are  now  preventable. 
Most  complications  were  related  to  the  se- 
verity of  disease  before  operation. 


Summary 

Experience  with  300  cases  of  open-heart 
surgery  over  five  years  has  been  summa- 
rized. Results  have  improved  and  indica- 
tions have  changed  somewhat.  The  present 
status  of  common  lesions  is  discussed. 

We  would  like  to  express  our  appreciation  to: 
Drs.  B.  Frank  Scott,  John  Beard,  and  Sidney 
Birdsong  for  their  help  in  development  of  equip- 
ment, and  Mr.  Calvin  Beasley,  Mrs.  Jo  Murphey, 
and  Miss  Virginia  Stumpf,  our  pump  technicians. 
Especially,  we  owe  a debt  to  Drs.  Lorin  Ainger, 
Dan  Copeland,  and  Robert  Rainey  and  their  Resi- 
dent and  Fellow  Staffs  for  diagnostic  and  medical 
care.  Operations  were  performed  by  the  author. 
Dr.  William  Lee,  and  Dr.  Paul  Sherman,  Assist- 
ant Professor  of  Surgery,  Dr.  Orin  Butterick, 
Clinical  Instructor,  and  many  Resident  Thoracic 
Surgeons. 
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It  is  peculiarly  fitting  that  this  biographic  sketch  should  appear  in  the  JOURNAL.  Not  only  was  A1 
Blalock  a founding  member  of  the  Nashville  Surgical  Society  and  one  of  the  city’s  medical  profession, 
but  it  may  truly  be  said  that  he  laid  the  roots  of  his  career  in  Nashville.  A career  which  was,  in  its 
growth,  to  influence  without  end  the  works  of  those  who  were  his  students,  and  the  advances  in 
cardiovascular  surgery  contributed  by  many  outside  his  immediate  influence. 

Alfred  Blalock:  The  Nashville  Surgical 
Society’s  Most  Distinguished  Member* 

H.  WILLIAM  SCOTT,  JR.,  M.D.,  Nashville,  Tenn. 


Gentlemen — Please  accept  my  sincere 
thanks  for  permitting  me  to  serve  as  your 
President  during  the  last  year.  This  is  an 
honor  which  I shall  always  treasure.  The 
glory  of  the  office,  however,  is  somewhat 
diluted  by  the  necessity  of  presenting  the 
annual  presidential  address.  Earlier  this 
year  in  thinking  over  the  possible  subjects 
for  discussion  with  you  I had  tentatively 
decided  to  present  a summary  of  a clinical 
investigation  which  had  enough  breadth  to 
be  of  posssible  interest  to  most  of  the  mem- 
bers of  the  Society.  Recently,  however,  an 
event  occurred  which  has  prompted  me  to 
reject  this  earlier  choice  and  to  devote  this 
presidential  address  to  the  memory  of  one 
of  the  world’s  great  surgeons  and  a found- 
ing member  of  the  Nashville  Surgical  So- 
ciety. 

On  September  15,  1964  Dr.  Alfred  Blalock 
died  of  cancer  in  his  65th  year.  Only  two 
and  one-half  months  before  his  death  he  re- 
tired from  the  positions  he  had  long  held  as 
Professor  of  Surgery  and  Director  of  the 
Department  of  Surgery  at  the  Johns  Hop- 
kins University  School  of  Medicine  and 
Surgeon-in-Chief  of  the  Johns  Hopkins 
Hospital.  With  his  death  the  Nashville  Sur- 
gical Society  has  lost  its  most  distinguished 
former  member  and  those  of  us  who  are 
currently  members  of  the  Society  have  lost 
a most  devoted  friend. 

Alfred  Blalock  had  many  warm  and  long 
standing  connections  with  the  members  of 
this  Society.  Some  of  you  knew  him  and 
were  associated  with  him  from  the  time  he 
first  came  to  Nashville  in  1925,  others  of 


*Presidential  Address,  delivered  before  the 
Nashville  Surgical  Society,  November  24,  1964. 
From  the  Department  of  Surgery,  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  Tenn. 


you  have  subsequently  been  influenced  by 
his  magnetic  qualities  as  a surgical  col- 
league, and  still  others  of  us  have  known 
and  revered  him  in  his  capacity  as  a surgi- 
cal teacher  and  service  chief.  The  lives  of 
all  of  us  have  been  enriched  and  our  ca- 
reers influenced  in  some  measure  by  the  ex- 
traordinary personal  and  professional  attri- 
butes of  this  remarkable  man. 

It  is  impossible  to  summarize  in  anything 
like  adequate  fashion  the  powerful  impact 
of  Alfred  Blalock’s  influence  in  American 
surgery,  the  rich  and  scholarly  productivity 
of  his  scientific  accomplishments,  the 
strength  of  his  vivid  and  forceful  personal- 
ity as  a teacher,  and  often  personal  advisor 
of  hundreds  of  medical  students,  research 
fellows,  house  officers,  and  residents,  and 
the  immense  value  of  his  effective  work  as 
a surgeon  for  thousands  of  patients  both  on 
his  own  services  at  Vanderbilt  and  Hopkins 
and  throughout  the  world. 

Alfred  Blalock  was  born  at  Culloden, 
Georgia  on  April  5,  1899.  He  attended  the 
University  of  Georgia  where  he  obtained 
the  A.B.  degree  in  1918.  He  then  entered 
medical  school  and  earned  his  M.D.  degree 
at  Johns  Hopkins  with  the  class  of  1922.  As 
a medical  student  he  apparently  had  little 
interest  in  any  type  of  laboratory  or  other 
investigative  work,  and  outside  of  doing 
the  routine,  required  academic  chores,  his 
interest  seemed  to  have  been  stimulated 
only  mildly  by  the  usual  “curricular  activi- 
ties.” During  this  period  he  developed  a 
fast  friendship  with  Tinsley  Harrison,  a Nu 
Sigma  Nu  fraternity  brother  and  a person 
who  was  to  have  a profound  influence  on 
his  later  life.  When  he  finished  medical 
school  in  1922  he  apparently  was  disap- 
pointed not  to  have  a surgical  internship  on 
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the  Halsted  Service  in  the  Johns  Hopkins 
Hospital  but  instead  served  his  internship 
at  Hopkins  in  urology.  However,  at  the 
end  of  this  year  his  work  had  been  so  ex- 
cellent he  was  asked  to  stay  on  as  Assistant 
Resident  in  Surgery.  It  was  during  this 
period  as  assistant  resident  that  he  pre- 
pared his  first  two  scientific  articles  which 
reviewed  all  the  gallbladder  cases  in  which 
operation  had  been  done  at  the  Hopkins 
Hospital  up  until  that  time.  At  the  end  of 
his  first  year  as  an  assistant  resident,  in 
1924,  he  again,  through  a most  unusual 
chain  of  circumstances  and  through  no 
fault  of  his  own,  found  himself  without  a 
further  appointment.  He  appealed  to  his 
close  and  lasting  friend,  Dr.  Samuel  J. 
Crow,  Chief  of  Otolaryngological  Service  at 
Hopkins,  and  received  a rather  unusual  ap- 
pointment as  “extern  in  Laryngology”  from 
September  1,  1924  to  June  30,  1925.  During 
this  year,  Dr.  Crow,  through  his  acquaint- 
ance with  Harvey  Cushing,  arranged  for 
Dr.  Blalock  to  have  a residency  position  at 
the  Peter  Bent  Brigham  Hospital  in  Boston. 
Apparently  A1  Blalock  went  to  Boston  to 
fill  this  position  but  never  actually  un- 
packed his  trunk,  for  in  the  meantime  he 
was  offered  and  accepted  a position  as  resi- 
dent surgeon  in  the  reorganized  program  of 
the  then  newly  constructed  Vanderbilt  Uni- 
versity Hospital  in  Nashville.  His  old 
friend,  Tinsley  Harrison,  had  been  given  a 
similar  residency  position  in  internal  medi- 
cine. 

Alfred  Blalock  thus  came  to  Nashville  in 
1925  to  become  the  first  resident  surgeon 
under  Dr.  Barney  Brooks  at  the  then  new 
Vanderbilt  University  Hospital.  Apparent- 
ly, during  the  first  year  of  the  opening  of 
the  new  hospital,  many  of  the  beds  were 
not  filled  and  many  of  its  facilities  were  not 
available.  These  factors  tended  to  limit  clin- 
ical activity  for  the  surgical  service  and  it 
was  during  this  period  that  Alfred  Bla- 
lock’s interest  in  laboratory  investigation 
was  stimulated  largely  by  his  good  friend 
and  collaborator,  Tinsley  Harrison.  A1  and 
Tinsley  also  joined  forces  as  tennis  partners 
to  win  the  Nashville  City  doubles  cham- 
pionship in  1925.  The  following  year,  ac- 
cording to  Fred  Russell,  they  were  beaten 
in  the  finals  by  John  Thomas  and  Bob 
Alexander.  After  completing  two  years  as 


Dr.  Brooks’  resident  surgeon,  A1  Blalock  re- 
mained on  the  full  time  staff  of  the  Depart- 
ment of  Surgery  at  Vanderbilt  and  threw 
himself  into  a vigorous  program  of  laborato- 
ry investigation  concentrated  in  the  field  of 
circulatory  physiology.  (Figure  1).  He  also 


Fig.  1.  Alfred  Blalock  as  resident  surgeon  at 
Vanderbilt  University  Hospital  (1925-1927). 


threw  himself  with  equal  or  greater  en- 
thusiasm into  the  many  social  activities  of 
the  Nashville  of  the  prohibition  period,  and 
possibly  as  a result  of  this  “work  hard,  play 
hard”  period  of  his  life  he  contracted  pul- 
monary tuberculosis.  After  this  diagnosis 
was  established  he  took  the  “cure”  at  Sara- 
nac Lake  with  bedrest  for  a year  and  was 
then  discharged  with  seemingly  arrested 
disease.  However,  his  insurance  company 
took  a dim  view  of  his  condition  and  appar- 
ently cancelled  his  policy  and  paid  him  off 
as  being  totally  disabled. 

With  the  money  from  his  insurance  poli- 
cy and  with  the  help  of  Dr.  Barney  Brooks 
he  financed  a trip  to  Switzerland  as  a trav- 
eling fellow  to  continue  a program  of  par- 
tial bedrest  and  to  work  part  time  in  lab- 
oratories of  physiology.  This  gave  him  an 
opportunity  also  to  visit  many  of  the  surgi- 
cal clinics  of  Great  Britain  and  the  Euro- 
pean continent,  and  his  intense  interest  in 
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surgical  research  was  further  stimulated  by 
this  experience.  During  his  European 
travels,  however,  his  pulmonary  disease  be- 
came symptomatic  and,  following  advise  he 
had  been  given  at  Saranac  and  by  Dr. 
Brooks,  he  went  to  the  hospital  of  the  Uni- 
versity of  Berlin  where  he  became  a private 
patient  of  the  famous  German  thoracic  sur- 
geon, Ferdinand  Sauerbruch.  He  was  in 
the  hospital  as  one  of  Sauerbruch’s  private 
patients  for  almost  two  weeks  during  which 
time  the  Obergeheimrat  Professor,  who  was 
never  noted  for  friendliness  toward  Ameri- 
cans, visited  the  ward  on  numerous  occa- 
sions but  never  acknowledged  Blalock’s  ex- 
istence nor  paid  him  the  slightest  heed. 
Blalock  became  totally  fed  up  with  this  dis- 
dainful treatment,  signed  out  of  the  hospi- 
tal and  went  to  England  where,  at  Oxford, 
he  found  friendly  interest  in  his  condition 
and  received  immediate  help  from  the  then 
new  pneumothorax  treatment.  After  his 
return  to  Nashville  and  Vanderbilt,  Dr. 
Hollis  Johnson  continued  his  collapse  thera- 
py with  frequent  refills  of  the  pneumotho- 
rax for  about  a year  and  a half.  A cavity  in 
the  left  upper  lung  field  was  closed  success- 
fully by  this  therapy. 

Following  his  return  to  Vanderbilt  and 
resumption  of  his  faculty  position  he  be- 
came involved  in  an  intensive  program  of 
investigation  which  was  concentrated  in 
the  field  of  circulatory  physiology.  Despite 
his  pulmonary  lesion,  or  perhaps  because  of 
it  and  its  implications,  he  became  a dynamo 
of  hard  work  and  resumed  his  program  of 
equally  hard  play.  He  continued  his  fine 
game  of  tennis  even  while  he  had  the  pneu- 
mothorax, and  remained  one  of  Nashville’s 
top  players  in  the  late  20’s.  During  this  pe- 
riod he  met  and  fell  in  love  with  Mary  O’- 
Bryan, a very  popular  Nashville  girl.  A1 
and  Mary  were  married  in  1930. 

As  a natural  outgrowth  of  his  interest  in 
circulatory  physiology  he  began  a series  of 
studies  of  hemorrhagic  shock  and  his  basic 
investigations  of  phenomena  associated 
with  shock  occupied  much  of  his  time  dur- 
ing the  decade  of  the  1930’s.  Years  later  he 
said  of  his  work  in  this  period,  “I  think  by 
far  the  best  work  I have  ever  done  is  the 
work  on  shock  when,  as  just  a young  man 
of  a few  years  out  of  medical  school  I 
bucked  the  leaders  in  the  field  of  physiolo- 


gy, Cannon,  Bayliss  and  others.  I could  see 
where  I thought  their  experiments  were  in 
error  and  I was  able  to  prove  their  ideas 
had  been  wrong.”  His  contributions  in 
this  series  of  studies  clearly  established  the 
fundamental  mechanisms  of  hypovolemic 
shock  and  formed  the  basis  for  the 
beneficial  and  extensive  use  of  blood  and 
plasma  in  the  care  of  wounded  men  in 
World  War  II,  and  the  rational  use  of 
blood  and  blood  substitutes  in  the  replace- 
ment of  volume  deficits  in  modern  surgery. 
The  principles  he  established  in  the  man- 
agement of  shock  have  probably  saved 
more  lives  than  any  other  scientific  contri- 
bution made  by  a surgeon. 

During  the  mid-thirties  Dr.  Blalock  also 
became  greatly  interested  in  hypertension 
and  in  collaboration  with  Sanford  Leeds,  in 
1939,  in  an  attempt  to  produce  pulmonary 
hypertension,  he  carried  out  the  experimen- 
tal study  of  anastomosing  the  subclavian 
artery  to  the  pulmonary  artery  which 
formed  the  background  for  his  subsequent 
brilliant  clinical  successes  in  the  treatment 
of  tetralogy  of  Fallot  and  other  forms  of 
congenital  cyanotic  heart  disease.  During 
this  period  at  Vanderbilt  he  ascended  the 
academic  ladder  from  Assistant  Professor  of 
Surgery  to  Associate  Professor  and  finally, 
in  1938,  became  a full  Professor  of  Surgery 
in  the  Vanderbilt  University  School  of 
Medicine. 

In  addition  to  his  productive  work  in  the 
experimental  laboratory  at  Vanderbilt,  he 
developed  an  early  clinical  interest  in 
thoracic  and  cardiovascular  surgery.  He 
made  important  observations  concerning 
the  pathophysiology  and  surgical  manage- 
ment of  constrictive  pericarditis,  cardiac 
wounds,  cardiac  tamponade,  myasthenia 
gravis  and  pulmonary  tuberculosis. 

In  1941,  he  was  appointed  Professor  of 
Surgery  and  Director  of  the  Department  of 
Surgery  at  Johns  Hopkins  School  of  Medi- 
cine and  Surgeon-in-Chief  of  the  Johns 
Hopkins  Hospital.  In  this  new  capacity, 
while  continuing  his  investigative  work,  he 
revitalized  the  teaching  and  service  pro- 
grams of  his  department  and  developed  a 
vigorous  and  active  staff.  Two  Nashvil- 
lians accompanied  Dr.  Blalock  to  Hopkins  in 
1941.  These  were  his  secretary,  Frances 
Grebel  and  his  laboratory  technician  Vivi- 
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an  Thomas.  Both  of  these  talented  individ- 
uals proved  to  be  of  enormous  help  to  him 
in  his  new  position  and  continued  to  work 
for  him  during  his  entire  career  at  Hopkins. 

I first  met  Dr.  Blalock  in  1941  when 
shortly  after  his  move  to  Baltimore  he  paid 
a visit  to  Boston  where  he  made  rounds 
with  us  at  the  Boston  Children’s  Hospital. 
Those  of  us  on  the  house  staff  at  Children’s 
at  the  time  were  much  impressed  by  his 
youthful  appearance,  his  fund  of  informa- 
tion and  his  affable  manner.  At  a formal 
lecture  which  he  presented  before  the  New 
England  Medical  Society  during  his  visit  I 
was  further  impressed  by  the  simple  clarity 
and  logic  of  his  presentation  and  his  mat- 
ter-of-fact and  precise  delivery. 

One  of  the  first  jobs  which  confronted 
Alfred  Blalock  at  Hopkins  was  that  of  re- 
vising the  surgical  residency  program, 
which  during  the  previous  decade  had  come 
to  be  an  extremely  long  drawn  out  affair  of 
nine  to  ten  years  duration.  In  his  zeal  to 
shorten  this  period  and  revitalize  the  resi- 
dency program,  one  of  his  first  official  acts 
was  to  terminate  the  appointments  of  some 
of  the  junior  residents.  One  of  these  was 
none  other  than  Dr.  William  P.  Longmire, 
Jr.,  who,  despite  being  fired  in  his  initial 
encounter  with  the  new  Professor,  was  sub- 
sequently to  rejoin  the  residency  during 
the  early  part  of  the  war  and  to  complete 
the  program  and  became  Dr.  Blalock’s  stel- 
lar pupil  and  his  closest  friend. 

During  a pediatric  conference  at  Hopkins 
in  1944,  Dr.  Blalock  described  his  experi- 
mental studies  of  anastomosis  of  the  sub- 
clavian and  pulmonary  arteries.  Dr.  Helen 
Taussig,  the  pediatric  cardiologist,  who  had 
previously  observed  that  children  with 
tetralogy  of  Fallot  frequently  became  much 
worse  when  their  ductus  arteriosus  closed, 
made  the  suggestion  that  an  artificial  duc- 
tus such  as  Dr.  Blalock  described  might  be 
quite  beneficial  for  these  cyanotic  young- 
sters with  pulmonic  stenosis.  Accordingly, 
Dr.  Blalock  and  his  technician,  Vivian 
Thomas,  began  an  intensive  revivial  and 
reappraisal  of  subclavian-pulmonary  arteri- 
al anastomosis  in  the  laboratory  in  dogs. 
After  several  months  spent  in  improving 
and  perfecting  the  technic,  Blalock  was 
ready  to  try  the  new  procedure  in  patients. 
In  late  1944  the  first  operation  was  attempt- 


ed in  an  intensely  cyanotic  two  year  old 
child — a left  subclavian-pulmonary  arterial 
anastomosis  of  the  end-to-  side  type  was 
constructed.  Despite  the  foreboding  of  the 
anesthesiologist,  the  baby  survived  the  oper- 
ation and  after  a stormy  postoperative  re- 
covery showed  definite  improvement.  Two 
subsequent  children  with  similar  problems 
were  then  operated  on  with  even  more  im- 
pressive degrees  of  improvement.  On  a vis- 
it which  I made  to  Baltimore  in  March, 
1945,  Dr.  Blalock  showed  me  the  third  pa- 
tient in  this  series  just  as  she  was  about  to 
be  discharged  from  the  hospital.  As  I re- 
member it,  she  still  appeared  rather  cyanot- 
ic to  me  but  he  assured  me  that  she  was 
much  pinker  than  before  the  operation.  The 
good  results  in  these  three  children  were 
described  in  the  famous  report  in  1945  by 
Blalock  and  Taussig  entitled,  “The  Surgical 
Treatment  of  Malformation  of  the  Heart  (in 
which  there  is  pulmonary  stenosis  or  pul- 
monary atresia)”.  JAMA  128:  189,  1945). 
In  collaborating  with  Helen  Taussig  to 
apply  the  artificial  ductus  procedure  to 
patients  with  congenital  cyanotic  heart  dis- 
ease who  had  pulmonary  stenosis,  Blalock 
embarked  on  a new  phase  of  his  career  and 
became  rapidly  engaged  in  a massive  pro- 
gram of  clinical  cardiovascular  surgery.  By 
the  autumn  of  1945,  over  50  of  the  opera- 
tions had  been  done  at  Hopkins  and  by  ear- 
ly 1946,  when  I had  the  privilege  of  joining 
Dr.  Blalock’s  resident  staff,  the  full  press  of 
patients  with  pulmonary  stenosis  had  be- 
gun and  throngs  of  cyanotic  babies,  chil- 
dren and  adults  from  all  over  this  nation 
and  from  other  countries  came  to  Baltimore 
for  diagnosis  and  surgical  treatment.  Soon 
two  or  more  “Blalock  operations”  were 
being  done  each  day,  and  almost  every  day 
the  operating  rooms  were  filled  with  distin- 
guished visiting  surgeons  from  all  over  the 
world  who  came  to  see  this  new  type  of 
surgical  procedure  and  to  see  Dr.  Bla- 
lock carry  out  the  operation.  With  this 
large  operating  load  thrust  upon  him  he 
rapidly  became  a truly  superlative  sur- 
gical technician.  Those  of  us  who  had  the 
opportunity  to  work  in  his  department  dur- 
ing this  period  were  fully  aware  of  the 
great  tensions  which  were  placed  on  him 
and  the  magnificent  way  in  which  he  coped 
with  them.  He  was  under  pressure  to  ap- 
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pear  and  talk  on  cardiovascular  surgery  at 
hundreds  of  institutions.  In  the  many  invi- 
tations which  he  finally  accepted,  it  was 
clear  that  he  kept  in  mind  the  value  of 
the  visiting  professor  to  undergraduate 
education  and  house  staff  training.  Dr.  Bla- 
lock was  widely  honored  for  his  work  and 
the  tremendous  acclaim  that  became  his 
(and  which  probably  exceeded  that  of  any 
previous  surgeon)  was  always  humbly  and 
modestly  received.  A great  deal  of  pres- 
sure was  placed  on  him  during  1946  by 
Columbia  University  in  New  York  to  leave 
Hopkins  and  to  become  Dr.  Allen  Whipple’s 
successor  as  Professor  of  Surgery  at  Colum- 
bia’s College  of  Physicians  and  surgeons, 
and  Surgeon-in-Chief  at  Presbyterian  Hos- 
pital in  New  York  City.  However,  because 
of  his  loyalty  to  Hopkins  and  to  his  staff,  he 
turned  down  the  considerably  more  lucra- 
tive opportunity  at  the  wealthier  and  larger 
institution  to  remain  at  his  Alma  Mater. 

In  1947  Dr.  Isaiah  Bowman,  president  of 
the  Johns  Hopkins  University,  wrote  to  Dr. 
Alfred  Blalock  congratulating  him  upon  his 
achievements.  The  letter  stated  in  part,  “It 
is  with  growing  pride  and  deep  personal 
satisfaction  that  I have  witnessed  your 
growth  in  this  environment  and  your  steady 
advance  to  the  first  position  in  surgery  in 
the  United  States.  If  these  sentiments 
seem  to  be  extravagant  please  remember 
that  I do  not  see  you  as  often  as  I 
would  like  and  it  is  sometimes  a little  em- 
barrassing on  both  sides  when  things  like 
these  are  spoken  by  one  man  to  another.” 
Dr.  Bowman’s  complimentary  opinion  was 
shared  by  large  numbers  of  Alfred  Bla- 
lock’s friends  and  colleagues.  In  the  early 
phase  of  his  professional  life  he  was  elected 
to  membership  in  many  of  the  surgical  so- 
cieties of  our  country.  He  was  a member 
of  the  group  which  founded  the  Nashville 
Surgical  Society  in  1940.  At  the  height  of 
his  brilliant  career  his  colleagues  and 
friends  showered  him  with  the  honors  of 
elective  office  in  these  societies.  In  sequen- 
tial fashion  he  became  president  of  the 
Southern  Surgical  Association,  the  Ameri- 
can Association  for  Thoracic  Surgery,  the 
Society  of  Clinical  Surgery,  the  Society 
for  Vascular  Surgery,  the  American  Col- 
lege of  Surgeons  and  the  American  Surgi- 
cal Association.  He  was  awarded  hono- 


rary membership  in  numerous  surgical 
and  physiologic  societies  all  over  the 
world  and  was  the  recipient  of  a large 
number  of  awards  recognizing  his  contribu- 
tions. These  included  the  Gordon  Wilson 
Medal,  the  Charles  Mickle  Fellowship,  the 
Passano  Award,  the  Rene  Leriche  Award, 
the  Matas  Award,  the  Distinguished  Serv- 
ice Award  of  the  AMA,  the  International 
Feltrinelli  Prize  for  Medicine,  the  Lasker 
Award,  the  Gairdner  Award  and  many  oth- 
ers. He  received  honorary  degrees  from  the 
Universities  of  Turin,  Yale,  Rochester,  Chi- 
cago, Lehigh,  Emory,  Hampden-Sidney,  and 
Georgetown.  He  was  on  the  editorial 
boards  of  the  Archives  of  Surgery  and  the 
Journal  of  Thoracic  Surgery  and  was  Asso- 
ciate Editor  of  Surgery  for  eighteen  years. 
His  personal  publications  number  over  two 
hundred  scientific  articles  and  one  book. 
(Figs.  2 and  3.) 

In  his  presidential  address  before  the 
American  Surgical  Association  in  1956,  Dr. 
Blalock  summarized  his  long  interest  in  the 
background  or  nature  of  discoveries  in 
medicine  and  this  formed  the  subject  of 
his  address.  This  address  was  published 
(Continued  on  page  14) 


Fig.  2.  Dr.  Alfred  Blalock  in  the  early  1950’s  at 
work  on  the  surgical  wards. 


TO: 

All  Members  of  Tennessee 
Medical  Association 

The  Editorial  Board  of  the  JOURNAL  joins  in  urging 
all  members  of  the  State  Association  to  take  the 
time  to  complete  the  questionnaire  on  the  reverse 
side  of  this  page.  If  you  don't  have  the  time,  at 
least  instruct  your  secretary  to  tear  out  the  page, 
add  your  name  and  mail  the  uncompleted  form  to 
the  State  office.  Even  this  will  help.  The  welfare 
and  continuing  improvement  in  your  state  medical 
journal  is  dependent  upon  your  cooperation. 


The  Editor 
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Doctor:  We  Urgently  Need  Your  Opinion! 

It  is  of  considerable  importance  to  your  State  Medical  Journal  that  the  fol- 
lowing questionnaire  be  completed  and  mailed  to  your  state  medical  association. 
We  urge  you  to  take  just  a moment  for  this  task,  with  the  assurance  that  your  ef- 
fort will  help  us  produce  a better  journal  for  you. 

1.  My  chief  professional  interest  is 

general  practice  ( ) or  specialty 


2.  I rate  the  scientific  papers  in  the  Journal  of  the  Tennessee  Medical  Associa- 
tion as: 

( ) Excellent  ( ) Fair  ( ) Poor 

3.  I read  the  pharmaceutical  advertising  in  the  Journal: 

( ) Regularly  ( ) Sometimes  ( ) Rarely 

4.  I have  referred  to  the  local  advertising  in  the  Journal: 

( ) Often  ( ) Sometimes  ( ) Never 

5.  Please  give  the  name  of  one  local  service,  firm  or  institution  (professional  or 
commercial)  which  you  have  referred  to,  or  purchased  from,  as  a result  of  see- 
ing its  advertising  in  your  journal: 


6.  Please  list  the  professional  journals  you  read  in  order  of  preference.  (You 
may  show  your  opinion  of  your  state  medical  journal  by  its  position  on  this 
list.) 

1.  4. , 

2.  5.  

3.  6.  

7.  When  examining  your  journal,  do  you  more  often  read  papers  by  authors  or 
from  hospitals  with  which  you  are  personally  familiar,  than  articles  from 
other  sources? 

( ) Yes  ( ) No 

8.  What  feature  do  you  like  best  in  your  Journal? 


9.  What  do  you  like  least? 

10.  What  is  missing  that  you  would  like  added?  

Tennessee  Medical  Association 
PLEASE  RETURN  TO:  112  Louise  Avenue 

Nashville,  Tennessee  37203 

Please  reply  only  if  you  have  not  replied  to  a similar  questionnaire  sent  to  you  by 
by  mail. 
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• OUTSTANDING  GUEST  SPEAKERS 
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in  Annals  of  Surgery  in  September,  1956, 
and  I think  it  is  one  of  his  most  interesting 
and  penetrating  contributions. 

In  it  he  analyzes  the  background  and 
fundamental  mechanism  of  a varied  assort- 
ment of  important  scientific  discoveries  of 
the  last  several  hundred  years  with  an  em- 
phasis on  those  of  a biologic  and  medical 
nature.  These  are  classified  under  the  prin- 
ciple headings  of, — (1)  discoveries  by 
chance  or  accident,  (2)  discoveries  by  de- 
sign or  intention,  and  (3)  discoveries  by  in- 
tuition, imagination  or  hunch.  Much  of 
Alfred  Blalock’s  philosophy  of  scientific  in- 
vestigation permeates  this  splendid  essay 
and  I would  like  to  read  to  you  its  last  sec- 
tion: 

“In  concluding,  I will  enumerate  a few  general 
principles  that  may  be  helpful  to  young  scientists 
applying  themselves  to  research  in  experimental 
medicine.  Contrary  to  popular  belief,  there  is 
nothing  magical  about  science  or  scientific  investi- 
gators. The  conception  of  the  scientist  as  an  intel- 
lectual superman,  achieving  important  results 
through  sheer  mental  brilliance,  is  quite  unfound- 
ed. Too  often  in  talking  to  a bright  young  sur- 
geon I have  heard  the  statement  that  he  does  not 
wish  to  go  into  academic  work  because  he  has  no 
originality,  when  as  a matter  of  fact  he  has  not 
had  the  opportunity  or  the  inspiration  to  demon- 
strate his  ability.  The  only  way  an  interested 
person  can  determine  whether  or  not  he  has  apti- 
tude in  research  is  to  give  it  a trial.  Some  who 
were  previously  uninterested  in  investigative 
work  become  fascinated  if  exposed  to  it.  Please 
understand  I do  not  think  that  every  young  sur- 
geon should  be  encouraged  or  expected  to  go  into 
research.  My  point  is  that  he  should  not  shy 
away  from  it  because  of  a misconception  and  the 
fear  that  he  does  not  have  originality.  As  a medi- 
cal student  I felt  pity  for  the  investigator,  but  la- 
ter this  changed  to  admiration  and  envy. 

“Without  attempting  to  weigh  their  relative 
values,  Cannon  lists  the  following  traits  as  impor- 
tant for  a career  of  investigation:  Curiosity,  ima- 
ginative insight,  critical  judgment,  thorough  hon- 
esty, a retentive  memory,  patience,  good  health, 
generosity  and  humility.  He  hastens  to  add  that 
a beginner,  who  seriously  plans  a life  of  produc- 
tive scholarship,  should  not  be  disheartened  if  he 
thinks  his  qualifications  do  not  meet  all  require- 
ments. Training  and  practice  and  hard  work  may 
not  lead  to  perfection  but  they  will  compensate 
for  early  inadequacy. 

“As  emphasized  by  Claude  Bernard,  investiga- 
tors must  have  philosophic  doubt,  must  avoid 
fixed  ideas  and  must  always  maintain  freedom  of 
mind.  It  is  difficult  to  strike  a happy  medium 
between  imaginative  enthusiasm  and  the  proper 
critical  attitude  toward  a problem  and  the  means 


of  solving  it.  Some  investigators  are  so  critical 
of  their  own  work  as  well  as  of  that  of  others 
that  they  remain  unproductive.  An  occasional 
worker  makes  interesting  observations  but  never 
gets  around  to  recording  them.  A frequent  mis- 
take is  over-enthusiasm  leading  to  the  publish- 
ing of  observations  as  facts  when  they  are  as  yet 
unproved.  It  is  particularly  important  that  the 
older  investigator  should  avoid  fixed  ideas  and 
especially  so  since  these  may  be  passed  on  to  his 
younger  associates.  Fortunate  are  those  who 
have  the  proper  combination  of  enthusiasm,  criti- 
cal judgment,  and  an  open  mind. 

“It  has  been  said  that  to  make  discoveries  one 
must  be  ignorant.  Loewi  stated,  ‘In  order  to  be- 
come a discoverer  one  has  to  be  a naive  ignora- 
mus,’ but  I suspect  he  had  his  tongue  in  his 
cheek.  What  is  meant  is  that  it  is  better  to  know 
nothing  than  it  is  to  be  surrounded  by  fixed  ideas 
and  to  assume  that  everything  has  been  tried  and 
accomplished.  Banting  was  certainly  not  igno- 
rant of  his  subject,  but  it  may  very  well  be  that 
he  would  not  have  discovered  insulin  had  he  read 
extensively  about  the  previous  attempts.  In  the 
initial  period  of  an  investigation  it  may  be  better 
not  to  read  every  article  that  has  been  written  on 
the  subject,  I must,  however,  agree  with  those 
who  maintain  that  the  better  educated  we  are 
and  the  more  information  we  have,  the  better 
prepared  we  find  our  minds  for  making  great  and 
fruitful  discoveries.  The  scientist  should  be  gen- 
erally well-informed  but  not  so  widely  read  that 
he  will  be  overawed  by  his  predecessors. 

“The  great  men  who  have  made  important 
discoveries  should  be  respected  and  admired,  but 
we  should  not  accept  their  results  without  ques- 
tion. Great  men  in  the  medical  sciences  never 
claim  to  be  the  promoters  of  absolute  and  un- 
changeable truths.  These  men  did  not  accept  un- 
questionably the  authority  of  their  predecessors, 
and  they  would  not  expect  us  to  treat  them  oth- 
erwise. Claude  Bernard  said,  ‘When  we  meet  a 
fact  which  contradicts  a prevailing  theory,  we 
must  accept  the  fact  and  abandon  the  theory, 
even  when  the  theory  is  supported  by  great 
names  and  generally  accepted.’ 

“I  would  place  first  among  the  requisites  of  an 
investigator  the  willingness  and  the  desire  to 
work.  No  amount  of  brilliance  or  good  fortune  re- 
lieves one  of  the  necessity  of  hard  work.  Even 
the  brilliant  accidental  observation  has  to  pass 
rigorous  tests  before  it  is  proved  and  accepted.  I 
cannot  refrain  from  quoting  some  of  Dr.  William 
Osier’s  comments  about  the  master  word  work:  ‘It 
is  the  open  sesame  to  every  portal,  the  great 
equalizer  in  the  world,  the  true  philosopher's 
stone,  which  transmutes  all  the  base  metal  of  hu- 
manity into  gold.  The  stupid  among  you  it  will 
make  bright,  the  bright  man  brilliant,  and  the 
brilliant  student  steady.  With  the  magic  word  in 
your  heart  all  things  are  possible,  and  without  it 
all  study  is  vanity  and  vexation.’  The  keen  ob- 
server who  is  willing  to  work  will  likely  make 
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important,  even  if  not  monumental,  discoveries 
and  in  so  doing  he  will  have  a great  deal  of  plea- 
sure. I agree  with  Henderson  that  the  important 
contributor  to  advances  in  medicine  will  experi- 
ence the  contentment  that  comes  from  work  well 
done,  the  pleasure  of  masterly  performance,  the 
satisfaction  that  comes  from  aiding  the  sick  and 
stimulating  others  in  the  same  endeavor,  the  ap- 
preciation of  the  value  of  science  for  its  own 
sake,  the  answer  to  his  curiosity,  and  the  exhilara- 
tion that  comes  at  the  conclusion  of  the  hunt  or 
the  chase.  He  will  be  unlike  the  lazy  medical 
student  described  by  Sigmund  Freud  in  the  Inter- 
pretation of  Dreams  who,  to  save  himself  the 
trouble  of  getting  up,  dreamed  he  was  already 
at  work  in  the  hospital. 

“It  is  incumbent  on  you  and  me  to  try  to  pro- 
vide favorable  conditions  under  which  the  young 
surgeon  interested  in  research  may  work.  He 
should  be  encouraged  but  not  spoon-fed.  He 
should  be  given  adequate  laboratory  facilities  but 
they  need  not  be  palatial.  Claude  Bernard  laid 
the  foundation  of  modern  physiology  in  a ‘sep- 
ulchre-like cellar.’  An  attempt  should  be  made 
to  see  that  the  young  surgeon  does  not  have 
financial  worries,  which  unfortunately  is  not  al- 
ways possible.  Freedom  of  action  should  include 
the  right  to  choose  his  own  project  and  an  ab- 
sence of  pressure  to  produce  definite  results  in  a 
short  time.  He  should  have  access  to  pertinent 
literature.  It  is  important  that  he  should  be  free 
of  excessive  routine  clinical  and  administrative 
duties  which  too  frequently  interrupt  his  research 
program.  The  person  who  provides  good  oppor- 
tunities for  young  associates  derives  great  plea- 
sure from  it. 

“No  satisfaction  is  quite  like  that  which  accom- 
panies productive  investigation,  particularly  if  it 
leads  to  better  treatment  of  the  sick.  The  impor- 
tant discoveries  in  medicine  are  generally  simple 
and  one  is  apt  to  wonder  why  they  were  not 
made  earlier.  I believe  that  they  are  made  usual- 
ly by  a dedicated  person  who  is  willing  to  work 
and  to  cultivate  his  power  of  observation  rather 
than  by  the  so-called  intellectual  genius.  Discov- 
eries may  be  made  by  the  individual  worker  as 
opposed  to  the  current  practice  of  large  team  re- 
search; simple  apparatus  may  suffice;  all  of  the 
analyses  need  not  be  performed  by  technicians; 
large  sums  of  money  are  not  always  necessary. 
Important  basic  ideas  will  probably  continue  to 
come  from  the  individual.  Whether  by  accident, 
design  or  hunch,  the  diligent  investigator  has  a 
fair  chance  of  making  an  important  discovery.  If 
he  is  unwilling  to  take  this  chance,  he  should 
avoid  this  type  of  work  as  well  as  horse  races,  the 
stock  market  and  Las  Vegas.  John  Shaw  Billings, 
the  great  educator,  statesman,  medical  bibliogra- 
pher and  imaginative  organizer  of  libraries,  re- 
plied to  a query  regarding  the  secret  of  his  suc- 
cess, ‘There’s  nothing  really  difficult  if  you  only 
begin;  some  people  contemplate  a task  until  it 
looms  so  big,  it  seems  impossible,  but  I just  begin 


and  it  gets  done  somehow.  There  would  be  no 
coral  islands  if  the  first  bug  sat  down  and  began 
to  wonder  how  the  job  was  to  be  done.’  ” 

Dr.  Blalock  always  gave  basic  credit  for 
his  own  personal  achievements  to  the  op- 
portunities which  were  afforded  him  in 
Nashville  and  at  Vanderbilt  by  his  chief, 
Dr.  Barney  Brooks.  Many  of  the  men  who 
were  taught  and  trained  by  Barney  Brooks 
and  Alfred  Blalock  at  Vanderbilt,  and 
many  others  who  were  influenced  by  these 
two  men  while  Blalock  was  with  Dr. 
Brooks  here  in  Nashville  have  made  distin- 
guished contributions  to  medical  knowledge 
and  have  advanced  surgical  education  and 
training. 

A large  number  of  the  men  who  were  as- 
sociated with  Dr.  Blalock  in  the  Department 
of  Surgery  at  Johns  Hopkins  or  who  com- 
pleted their  residency  training  under  his 
direction  there  have  devoted  their  careers 
to  academic  surgery.  Many  of  these  have 


Fig.  3.  Copy  of  the  painting  of  Dr.  Blalock  in  the 
robes  of  office  as  President  of  the  American  Col- 
lege of  Surgeons  (1954-1955). 


gone  to  other  universities  to  become  pro- 
fessors of  surgery  and  heads  of  departments. 

Included  in  this  group  are  Dr.  Phillip  Price, 
University  of  Utah;  Dr.  Henry  Harkins,  Universi- 
ty of  Washington;  Dr.  Harris  B.  Shumacker,  Jr., 
Indiana  University;  Dr.  William  P.  Longmire,  Jr., 
University  of  California  in  Los  Angeles;  Dr.  C. 
Rollins  Hanlon,  St.  Louis  University;  Dr.  H.  Wil- 
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liam  Scott,  Jr.,  Vanderbilt  University;  Dr.  W.  H. 
Muller,  Jr.,  University  of  Virginia;  Dr.  Henry  T. 
Bahnson,  University  of  Pittsburgh,  and  Dr.  David 
C.  Sabiston,  Jr.,  Duke  University.  Others  among 
his  residents  have  assumed  prominent  positions 
as  Directors  of  Surgical,  Thoracic,  Cardiovascular 
or  other  specialty  services  and  training  programs 
in  universities  and  allied  institutions.  These  in- 
clude Dr.  Mark  Ravitch,  Surgeon-in-Chief,  Balti- 
more City  Hospitals;  Dr.  Kenneth  Pickrell,  Pro- 
fessor of  Plastic  Surgery  at  Duke  University;  Dr. 
Denton  Cooley,  Professor  of  Surgery  at  Baylor 
University  College  of  Medicine;  Dr.  A.  G.  Mor- 
row, Chief  of  the  Surgical  Clinic  of  the  National 
Heart  Institute;  Dr.  Herbert  E.  Sloan,  Professor 
of  Surgery  and  Director  of  Thoracic  Surgery, 
University  of  Michigan;  Dr.  Frank  Spencer,  Pro- 
fessor of  Surgery  and  Director  of  Thoracic  Sur- 
gery at  the  University  of  Kentucky;  Dr.  Richard 
Kieffer,  Surgeon-in-Chief,  Baltimore  V.  A.  Hospi- 
tal; Dr.  James  Maloney,  Professor  of  Surgery  and 
Director  of  Thoracic  Surgery  at  U.C.L.A.;  Dr. 
Rainey  Williams,  Professor  of  Surgery  at  the  Uni- 
versity of  Oklahoma;  Dr.  Dwight  McGoon,  Surgi- 
cal Section,  Mayo  Clinic;  Dr.  James  Cantrell,  Pro- 
fessor of  Surgery,  University  of  Washington;  Dr. 
James  Jude,  Director  of  Thoracic  Surgery  at  the 
University  of  Miami  and  many  others. 

A still  larger  number  of  his  former  house 


officers  and  students  have  entered  the  prac- 
tice of  surgery  or  the  surgical  specialties 
and  have  in  most  instances  maintained  an 
academic  affiliation. 

Dr.  Blalock  is  survived  by  his  widow,  Al- 
ice, a daughter,  Mary  Elizabeth  and  two 
sons,  William  and  Alfred  Dandy  Blalock. 
His  first  wife,  the  former  Mary  O’Bryan, 
died  in  1958.  His  last  major  public  appear- 
ance was  in  May,  1964  when  he  spoke  at 
the  75th  Anniversary  ceremonies  at  the 
Johns  Hopkins  Hospital  at  the  time  of  the 
dedication  of  the  new  Children’s  Medical 
Center.  At  that  time  he  was  honored  by  the 
Johns  Hopkins  institutions  when  it  was  an- 
nounced that  the  hospital’s  Clinical  Science 
Building  would  be  named  the  Alfred  Bla- 
lock Building. 

Apart  from  the  numerous  scientific  con- 
tributions, academic  kudos,  awards,  and  dis- 
tinctions and  trainees  which  constitute  his 
rich  legacy,  we  who  knew  him  well  will 
cherish  most  the  memory  of  his  personal 
charm,  his  generosity,  his  kindliness  and  his 
warm  friendship. 
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Vanderbilt  University  Hospital* 

von  Willebrand's  Disease 

DR.  JAMES  E.  HANCHETT:  This  23-year-old 
white  married  woman  entered  Vanderbilt  Univer- 
sity Hospital  for  the  3rd  time  on  March  28,  1964, 
because  of  severe  vaginal  bleeding.  An  abdominal 
hysterectomy  had  been  done  in  this  hospital  16 
days  before  this  admission  because  of  a lifelong 
history  of  severe  vaginal  “flooding.”  One  hour 
before  the  present  admission,  the  patient  had  had 
a severe  and  sudden  vaginal  hemorrhage  and  was 
admitted  in  peripheral  vascular  collapse. 

The  patient  gave  a lifelong  history  of  easy 
bruisability,  prolonged  bleeding  after  trauma,  and 
frequent  epistaxis.  Throughout  childhood  she 
had  taken  iron  for  a chronic  blood  loss  anemia. 
The  menses  began  at  12,  were  regular,  every  30 
days,  lasting  8 to  10  days,  and  were  always  quite 
“heavy”.  She  sometimes  required  as  many  as  two 
boxes  of  large  napkins.  The  patient  was  mar- 
ried at  15  and  at  16  had  a spontaneous  abortion 
which  required  a number  of  transfusions,  the  pa- 
tient having  gone  into  circulatory  vascular  col- 
lapse. In  1963,  at  the  age  of  22,  an  explorative 
laparotomy  was  done  at  Vanderbilt  University 
Hospital  for  continual  pain  in  the  R.L.Q.  and 
the  finding  of  an  ovarian  mass  on  pelvic  exami- 
nation. Paradoxically  at  this  time  the  patient  re- 
quired only  one  unit  of  blood,  and  there  was  no 
post  operative  bleeding.  Later  in  1963  she  bled 
for  a week  following  dental  extraction  and  re- 
quired continual  dental  care  and  suturing  of  her 
gums.  Subsequent  iron  replacement  was  neces- 
sary. In  Sept.  1963,  following  a severe  bout  of 
menorrhagia,  the  patient  appeared  at  Emergency 
Room  again  in  a state  of  shock,  and  required  4 
units  of  blood.  Dilatation  and  curettage  revealed 
no  uterine  lesion.  In  Dec.  1963  the  patient  had  a 
similar  episode,  once  more  requiring  a D.  and  C. 
again  with  negative  results.  Because  of  recurrent 
bouts  of  uterine  and  vaginal  bleeding,  the  patient 
was  admitted  to  the  Hospital  in  March  of  1964  for 
elective  hysterectomy.  Attempts  to  ameliorate  the 
menorrhagia  by  cyclic  estrogen  therapy  had 
failed.  It  was  believed  the  patient’s  bleeding  epi- 
sodes were  threatening  the  life  and  that  a hys- 
terectomy should  be  done.  The  patient  stated  she 
had  received  approximately  40  units  of  blood  dur- 
ing her  life  to  this  time.  Total  hysterectomy  was 
done  on  March  12.  Initially  the  postoperative 
course  was  fairly  smooth  and  the  patient  required 
only  one  unit  of  whole  blood.  She  was  dis- 


*From the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 
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charged  11  days  postoperatively.  One  week  later 
severe  vaginal  hemorrhage  led  to  the  present  hos- 
pitalization. 

Past  History  was  noncontributory. 

Family  History  revealed  the  patient  had  a 
brother  who  had  required  over  250  transfusions 
during  his  lifetime  for  gastrointestinal  bleeding  of 
unknown  etiology.  When  the  definitive  diagnosis 
of  our  patient’s  hemorrhagic  disorder  was  estab- 
lished, the  brother  also  was  studied  and  found 
to  have  a prolonged  bleeding  time  of  over  30 
minutes  and  an  antihemophilic  factor  assay  of 
only  7%.  The  remainder  of  the  family  history 
was  unremarkable  for  bleeding  as  far  as  could  be 
ascertained. 

Physical  Examination:  The  patient  was  a well- 
developed,  23-year-old  white  woman  who  was 
pale  and  clammy  at  the  time  of  admission.  The  B. 
P.  was  115/70,  P.  88,  and  T.  98.6°.  There  were  no 
obvious  bruises  nor  petechiae,  nor  palpable  nodes, 
or  hepatosplenomegaly  and  no  deformity  of 
joints.  There  was  moderate  pallor  of  the  conjunc- 
tivae  and  mucous  membrane. 

Significant  laboratory  data  on  admission  includ- 
ed a normal  urinalysis,  a PCV  of  29%,  with  nor- 
mochromic normocytic  indices,  a WBC  count  of 
3700  per  cmm.  with  a normal  differential  picture. 
The  platelet  count  was  183,000  per  cmm.  Bone 
marrow  examination  revealed  adequate  mega- 
karyocytes which  seemed  to  be  producing  plate- 
lets, and  a normal  erythroid  and  myeloid  morpho- 
logic picture.  Serum  iron  was  22  ug./lOO  ml.  with 
a total  iron-binding  capacity  of  648  ug./lOO  ml. 
and  a 3%  saturation.  The  bleeding  time  was  over 
30  minutes.  Assay  of  antihemophilic  factor  done 
on  the  second  day  following  admission,  was  16%. 
A screening  test  for  fibrinogen  indicated  a quan- 
tity greater  than  100  mg./ 100  ml.  Partial  thrombo- 
plastin time  was  within  normal  limits.  SGOT  was 
18  Karman  units;  cephalin  flocculation  was  2 — ; 
thymol  turbidity  was  4 units;  total  serum  protein 
was  7.0  Gm„  with  an  albumin  to  globulin  ratio  of 
5. 0/2.0  Gm./lOO  ml. 

Hospital  Course:  The  patient  was  admitted  on 
the  16th  postoperative  day  in  borderline  shock 
following  only  one  hour’s  bleeding.  In  the  operat- 
ing room  exploration  showed  arterial  bleeding 
from  the  vaginal  cuff.  The  ruptured  artery  was 
successfully  sutured.  The  patient  was  given  plas- 
ma and  fresh  whole  blood  at  this  time  and  he- 
mostasis was  complete.  However,  on  the  21st, 
26th,  29th  and  42nd  postoperative  days  severe  va- 
ginal bleeding  required  continuous  administration 
of  fresh  whole  blood  and  fresh  frozen  plasma. 
Figure  1 shows  that  during  an  8 weeks’  hospitali- 
zation, 164  units  of  fresh  frozen  plasma  and  43 
units  of  whole  blood  were  necessary  to  replace 
the  severe  losses  from  bleeding.  The  patient’s 
bleeding  time  remained  over  30  mintues  in  spite 
of  continuous  treatment  with  plasma,  though  the 
assay  of  antihemophilic  factor  was  raised  to  a 55- 
70%  range  with  plasma  therapy.  It  was  found 
that  when  the  assay  of  antihemophilic  factor  was 
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Fig.  1.  Summary  of  hospital  course. 


30%  or  less,  major  hemorrhage  recurred  from  the 
incomplete  healed  vaginal  cuff.  During  hospitali- 
zation the  complications  of  transfusion  included  a 
“platelet  washout”  phenomenon  with  a concomi- 
tant fall  in  platelets  to  20,000  per  cmm.  In  addi- 
tion, the  great  quantities  of  plasma  caused  a cir- 
culatory overload  which  brought  about  cardiac 
failure  on  two  occasions.  Throughout  the  hospi- 
tal course  the  patient  maintained  her  weight  and 
was  discharged  in  apparently  good  health.  There 
was  complete  hemostasis  at  the  time  of  discharge 
and  to  this  date  she  has  done  very  well. 

DR.  JOHN  M.  FLEXNER:  In  1924  a 5 
year  old  girl  with  a severe  hemorrhagic 
diathesis  presented  to  Dr.  Erik  von  Wille- 
brand  of  Helsingfors,  Finland.  She  came 
from  Foglo,  one  of  the  Aland  Islands  and 
one  of  a small  group  of  islands  in  the  Baltic 
Sea  between  Sweden  and  Finland.  (Fig.  2.) 
The  30,000  inhabitants  are  Swedish-speak- 
ing, although  the  islands  belong  to  Finland. 
This  child  had  a remarkable  family  history 


of  bleeding.  Both  the  mother  and  father 
were  bleeders.  The  oldest  daughter  of  this 
family  died  of  intestinal  hemorrhage  at  age 
two.  The  next  daughter  died  of  a hemor- 
rhage following  trauma  at  age  four.  One 
son  was  stillborn,  and  the  third  daughter 
died  of  intestinal  hemorrhage  at  age  two.  A 
thorough  investigation  of  this  family  by  von 
Willebrand  revealed  that  23  of  the  66  fam- 
ily members  were  severe  bleeders.  Of 
23,  16  were  females  and  7 males.  This  fami- 
ly was  studied  by  the  geneticist  at  the  Uni- 
versity of  Helsingfors,  who  proposed  that 
the  mode  of  inheritance  was  autosomal 
dominant  with  equal  sex  distribution.  Doc- 
tor von  Willebrand  found  no  cytologic  ab- 
normalities in  blood  smears  of  the  family 
members  and  platelets  appeared  normal. 
Their  bleeding  time  was  strickingly  pro- 
longed and  the  coagulation  time  was  nor- 
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Fig.  2.  Map  showing  location  of  Aland  Islands. 


mal.  This  bleeding  disorder  was  unlike  any 
previously  described,  and  von  Willebrand 
labeled  it  pseudohemophilia,  comparing  it 
to  classical  hemophilia  which  was  then 
prominently  discussed  in  the  contemporary 
literature.  Shortly  thereafter,  Dr.  George 
Minot  of  Boston  found  similar  bleeding 
problems  in  5 patients  from  2 families.  He 
also  commented  on  the  abnormal  bleeding 
time  and  noted  the  normal  appearance  of 
the  platelets  and  their  function,  and  clot  re- 
traction. 

In  1930,  Morawitz  and  Jurgens  described 
a crude  method  for  quantitating  the  clot- 
ting process  with  an  instrument  known  as 
the  “capillary  thrombometer.”  They  ap- 
plied this  technic  to  all  clotting  defects 
known  at  the  time  and  found  “abnormali- 
ties” in  virtually  every  condition  they  stud- 
ied. Because  capillary  thrombometry  was 
predominantly  related  to  platelets  virtually 
all  their  analyses  demonstrated  presumably 
abnormal  functions  of  platelet.  (At  this 
time  most  of  the  plasma  coagulants,  save 
fibrinogen  and  prothrombin,  were  still  not 
well  described.)  In  1933,  Jtirgens  studied 
pseudohemophilia  on  the  Aland  Islands  in 
collaboration  with  von  Willebrand.  In  two 
publications  they  attempted  to  show  the  de- 


fect in  von  Willebrand’s  original  patients 
was  not  in  the  plasma  but  in  the  platelets 
themselves.  Thereafter  the  hemorrhagic  di- 
athesis became  known  as  von  Willebrand’s 
disease  or  von  Willebrand-Jiirgens  syn- 
drome. Their  description  was  not  unlike 
that  of  the  hemorrhagic  diathesis  by  Glanz- 
man,  in  which  prolonged  bleeding  time  was 
caused  by  a basic  abnormality  of  platelets 
and  which  he  had  called  “constitutional 
thrombopathy”  Jurgens  and  von  Wille- 
brand in  their  paper  compared  the  defect 
found  on  the  Aland  Islands  to  that  de- 
scribed in  Glanzman’s  original  paper.  How- 
ever, in  1934  von  Willebrand  noted  that  his 
patients  were  decidedly  different  from 
those  reported  in  Glanzman’s  original  de- 
scription in  1918,  though,  in  the  literature 
there  remained  the  enigma  of  the  platelet 
defect  in  this  disorder.  Jurgens  described 
many  categories  and  subclasses  of  this  dis- 
ease and  continued  to  characterize  the 
hemorrhagic  defect  as  a platelet  dysfunc- 
tion with  poor  clot  retraction,  poor  pro- 
thrombin utilization,  and  deficient  function 
of  platelets  in  thromboplastin  generation. 

In  1953.  Drs.  Alexander  and  Goldstein  in 
Boston  and  Dr.  Soulier  in  France  simultane- 
ously described  patients  with  a hemorrhag- 
ic diatheses  similar  to  the  diatheses  origi- 
nally described  by  von  Willebrand.  These 
patients  were  also  noted  to  have  prolonged 
bleeding  times  and  normal  coagulation 
times.  In  addition,  the  Boston  group  de- 
scribed abnormal  capillaries  in  the  nail 
beds.  A new  and  startling  abnormality, 
found  both  by  the  Boston  and  French 
groups,  was  a markedly  decreased  level  of 
antihemophilic  factor;  in  Alexander  and 
Goldstein’s  patient  it  was  only  5-10%  nor- 
mal. In  1955,  Shulman  and  his  co-workers 
reporting  on  several  cases  with  this  vascular 
abnormality,  confirmed  the  presence  of  in- 
creased bleeding  time  and  depressed  anti- 
hemophilic factor.  He  coined  the  phrase 
“vascular  hemophilia”  to  describe  the  dis- 
order in  these  patients.  In  1956,  Matter 
studied  a similar  group  of  patients  in  Eng- 
land and  found  the  antihemophilic  factor  to 
range  from  3%  to  as  high  as  75%  (normal 
range  80-160%).  Singer  and  Ramot,  in  1956, 
found  19  cases  in  the  available  literature 
and,  in  addition,  reported  one  of  their  own. 
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They  proposed  the  term  “pseudohemophilia 
B”  to  describe  this  defect  (pseudohemo- 
philia A had  been  used  heretofore  to  de- 
scribe a hemorrhagic  diathesis  which  was 
etiologically  a pure  vascular  defect). 

Until  1956  the  defect  in  von  Willebrand’s 
patients  was  still  unclear.  Whether  it  fell 
into  the  group  of  disorders  characterized  by 
abnormal  platelets,  as  described  by  Glanz- 
man  and  Jurgens,  remained  a moot  ques- 
tion. Inga  Nilsson  of  Malmo,  Sweden,  final- 
ly clarified  this  point.  In  1956  she  studied 
a 17-year-old  girl  with  increased  bleeding 
time  and  a marked  depression  of  antihemo- 
philic factor  (less  than  5%).  The  remainder 
of  her  coagulation  studies  (including  plate- 
let count,  platelet  morphology  clot  retrac- 
tion, and  platelet  function  as  measured  in  a 
thromoboplastin  generation  test)  were  ab- 
solutely normal.  Dr.  Nilsson’s  patient  had 
severe  bleeding  at  the  menarche  as  well  as 
very  troublesome  transfusion  reactions.  At 
the  same  time,  also  at  Malmo,  Drs.  Blom- 
back and  Blomback  concentrated  and  puri- 
fied a serum  fraction,  labeled  1-0,  which 
contained  the  antihemophilic  factor.  Dr. 
Nilsson  infused  her  patient  with  the  Blom- 
backs’  fraction  1-0  and  found  that  it  cor- 
rected not  only  the  low  AHF  level  but  also 
the  abnormality  in  the  bleeding  time.2  Fol- 
lowing infusion  of  this  material,  the  patient 
successfully  underwent  hysterectomy.  In 
1957,  Dr.  Nilsson  reported  9 additional  pa- 
tient’s with  vascular  hemophilia  or  von 
Willebrand’s  disease.  Six  of  these  were  fe- 
males and  three  males.  All  had  depressed 
AHF  levels  and  prolongation  of  their  bleed- 
ing times.  Furthermore,  all  had  normal 
platelets  and  platelet  function  as  measured 
in  the  thromboplastin  generation  test.  All  9 
patients  responded  to  infusion  of  the  Blom- 
backs’  fraction  1-0  as  had  her  initial  case. 
The  following  year  when  Blomback  and 
Nilsson  restudied  von  Willebrand’s  original 
family  from  the  Aland  Islands,  they  found 
that  all  the  family  members  had  low  as- 
sayable  AHF  levels  in  a range  of  30-60%  all 
had  prolonged  bleeding  times,  and  all  had 
perfectly  normal  platelet  function. 

In  summary,  von  Willebrand  first  ob- 
served among  inhabitants  of  the  Aland  Is- 
lands a hemorrhagic  diathesis  characterized 
by  prolongation  of  the  bleeding  time  and 


low  plasma  levels  of  antihemophilic  factor. 
This  disorder  has  been  called  von  Wille- 
brand’s disease,  vascular  hemophilia,  pseu- 
dohemophilia (B)  and  angiohemophilia.  To- 
day we  prefer  the  first  or  second  term.  Con- 
trary to  Jurgens  erroneous  assertions,  the 
platelet  function  in  the  Aland  Islanders  is 
normal. 

However,  in  contrast  to  the  abnormality 
in  classical  hemophilia,  which  has  a sex- 
linked  recessive  mode  of  inheritance,  the 
defect  in  von  Willebrand’s  disease  is  trans- 
mitted as  an  autosomal  dominant.  Figure 
3 gives  a typical  pedigree  for  von  Wille- 


Fig.  3.  Pedigree  of  a typical  case  of  von  Wille- 
brand’s disease.  Darkened  squares  and  circles 
indicate  affected  males  and  females;  the  propositus 
is  indicated  by  an  arrow. 


brand’s  disease.  The  fact  that  the  Blom- 
backs’  purified  plasma  fraction  both  restores 
the  AHF  level  and  corrects  the  bleeding 
time  indicates  that  the  pathogenesis  of 
von  Willebrand’s  disease  is  somewhat 
more  complex  than  that  of  a straight  for- 
ward plasma  deficiency,  such  as  classical 
hemophilia.  Typically  prolongation  of  the 
bleeding  time  is  seen  with  defects  in  plate- 
lets, either  in  number  of  function,  and  with 
disorders  characterized  by  increased  capil- 
lary permeability,  whether  acquired  or  he- 
reditary. However,  in  von  Willebrand’s  dis- 
ease, the  infusion  of  plasma,  rich  in  anti- 
hemophilic factor,  corrects  this  vascular  de- 
fect. The  response  of  von  Willebrand’s  pa- 
tients to  plasma  infusions  is,  in  another 
way,  unusual.  Figure  4 shows  a typical  de- 
cay curve  of  antihemophilic  plasma  levels 
in  a dog  (with  classical  hemophilia)  follow- 
ing plasma  infusion.  From  the  work  of 
Brinkhouse  and  others  at  the  University  of 
North  Carolina,  it  has  been  shown  that 
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HEMOPHILIC  DOG  GIVEN  CURATED  NORMAL  PLASMA 

( 21  ml/K  g ) 


Fig.  4.  Disappearance  ol'  AHF  activity  after  trans- 
fusion. Taken  from  Langdell.6 


AHF  turns  over  in  hemophiliac  patients  in 
a rapid  fashion,  usually  with  a half  life  of 
6-8  hours.  Figure  5 depicts  the  typical 
reaction  seen  when  one  infuses  plasma  into 
a patient  with  classical  hemophilia.  From 
this  figure  it  is  seen  that  these  patients 
must  be  infused  about  every  4-6  hours  to 
keep  the  AHF  levels  up  around  5%,  the  lev- 


AHF  LEVELS  FOLLOWING  SINGLE 
OR  DIVIDED  DOSES  OF  PLASMA 
(ILLUSTRATIVE  MODEL) 


Fig.  5.  Model  illustrating  fall  in  AHF  level  after 
single  large  transfusion  (dotted  line)  and  multiple 
small  transfusions  (solid  line).  Taken  from  Brink- 
hous  et  al.7 

el  of  hemostasis.  Figure  6 shows  that  when 
one  infuses  antihemophiliac  factor  into  a 
patient  with  von  Willebrand’s  disease,  in- 
stead of  falling  in  a short  period  of  time, 
the  level  of  AHF  remain  static  and  even 
continues  to  rise  over  a 24  hour  period. 
Cornu  and  Larriew  transfused  a patient 


Effects  of  transfusions  of  normal  or  hemophilic  plasma  on  bleeding 
time  and  AHF  level. 

Fig.  6.  Taken  from  Lewis.4 

with  von  Willebrand’s  disease  with  plasma 
from  a patient  with  known  classical  hemo- 
philia. This  caused  a rise  in  the  antihemo- 
philic level  of  the  patient  with  von  Wille- 
brand’s disease,  and  in  addition,  a correc- 
tion of  the  bleeding  time.  Just  what  factor 
is  deficient  in  patients  with  von  Wille- 
brand’s disease?  In  addition  to  AHF,  is 
there  a vascular  factor  necessary  to  correct 
the  prolonged  bleeding  time?  Are  we  deal- 
ing here  with  a deficiency  in  precursors  of 
AHF  production  or  do  these  patients  lack 
the  enzymes  necessary  for  the  elaboration 
of  both  antihemophilic  factor  and  a vascu- 
lar factor?  However,  the  work  of  Nilsson 
and  her  co-workers  as  well  as  that  of  Dr. 
Rosemary  Biggs  has  shown  the  following 
to  be  true: 

(1)  Plasma  from  a patient  with  von  Wille- 
brand’s disease  will  not  correct  the  defect  in  an- 
other patient  with  von  Willebrand’s  disease. 

(2)  Plasma  from  a patient  with  von  Wille- 
brand’s disease  will  not  correct  the  defect  (that  is 
the  low  AHF  levels)  in  a patient  with  classical 
Hemophilia. 

(3)  Purified  AHF,  the  Blombacks’  fraction  1-0, 
fibrinogen  (impure),  serum,  and  fibrinogen  ob- 
tained from  old  blood  will  correct  both  the  pro- 
longed bleeding  time  and  the  AHF  levels  in  pa- 
tients with  von  Willebrand’s  disease. 

(4)  Purified  fibrinogen  will  not  correct  these 
defects. 

(5)  If  one  removes  the  antihemophilic  protein 
from  the  Blombacks’  fraction  1-0,  the  remaining 
fraction,  when  infused  into  patients  with  classical 
von  Willebrand’s  disease,  will  also  correct  the  pro- 
longed bleeding  time  as  well  as  the  low  assayable 
AHF  levels. 

(6)  The  infusion  of  albumin  or  gamma  globu- 
lin has  no  effect  on  this  disorder. 

The  bleeding  time  is  generally  but  not  in- 
variably correlated  with  the  level  of  as- 
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sayable  AHF.  The  level  of  AHF,  however, 
is  a much  more  sensitive  index  of  hemosta- 
sis than  is  the  bleeding  time.  In  addition  it 
has  been  reported  by  some  that  the  Duke 
method  of  determining  the  bleeding  times 
of  these  patients  is  a more  discriminating 
technic  than  the  commonly  used  Ivy 
method. 

It  is  thought  that  patients  with  von  Wil- 
lebrand’s  disease  lack  some  factor  which 
controls  antihemophilic  factor  synthesis. 
This  regulator  or  controlling  substance  is 
present  not  only  in  plasma  but  also  in  se- 
rum and  in  serum  and  plasma  fractions.  It 
has  further  been  observed  that  exercise  and 
adrenalin  stimulate  the  production  of  anti- 
hemophilic factor  in  normal  individuals. 
Similarly,  when  patients  with  von  Wille- 
brand’s  disease  exercise  or  are  stimulated 
with  adrenalin,  their  levels  of  AHF  respond 
in  a normal  fashion.  This  is  in  contrast  to 
patients  with  classical  hemophilia  in  whom 
AHF  levels  do  not  rise  under  similar  cir- 
cumstances. Figure  7 summarizes  the 


Fig.  7.  Response  of  von  Willebrand’s  disease  to 
various  treatments.  Taken  from  Nilsson  et  al." 


findings  from  one  of  Nilsson’s  cases  and 
shows  the  effect  of  various  forms  of  treat- 
ment. As  we  can  see,  the  responses  to  nor- 
mal plasma  and  to  1500  cc  of  plasma  (con- 
taining only  1-2%  of  AHF)  obtained  from 
patients  with  classical  hemophilia  were  sim- 
ilar. 

A final  problem  concerns  the  turnover 
and  synthesis  of  antihemophilic  factor.  It  is 
not  known  with  certainty  which  cells  or 
tissues  elaborate  this  plasma  protein.  The 
consensus  of  opinion  is  that  this  material  is 
produced  by  the  reticuloendothelial  system, 


especially  the  liver.  It  has  been  shown  by 
Pool  that  in  a normal  animal  reticuloen- 
dothelial blackade  with  ethionine  interferes 
with  the  production  of  antihemophilic  fac- 
tor. Penick  and  others  have  obtained  simi- 
lar results  from  experimental  liver  damage. 
Langdell  in  further  studies  has  shown  that 
the  spleen  plays  a vital  role  in  AHF  syn- 
thesis. In  studies  of  parabiosis  between  a 
normal  dog  and  a dog  with  classical  hemo- 
philia, he  found  that  the  donor  animal  is 
able  to  maintain  an  almost  normal  AHF 
level  when  connected  by  cross  circulation 
with  a hemophilic  dog.  In  addition,  the 
hemophilic  dog’s  AHF  level  rises  from  a 
low  of  5-10%  to  somewhere  around  50-65%. 
However,  if  the  spleen  of  the  normal  ani- 
mal is  removed  and  the  experiment  repeat- 
ed, the  level  of  assayable  AHF  in  the  donor 
dog  falls  very  rapidly  to  about  50%,  while 
the  level  in  the  hemophilic  animal  is  ap- 
proximately 30-50%.  The  exact  interpreta- 
tion of  this  experiment  remains  unclear. 
However,  it  is  certain  that  multiple  factors 
are  involved  in  the  synthesis  of  AHF. 

There  is  a sensitive  interaction  among  syn- 
thesis, storage,  utilization  and  degradation. 
It  is  also  certain  that  plasma  AHF  levels  are 
in  constant  equilibrium  both  with  the  plas- 
ma and  with  the  lymph  and  extravascular 
spaces.  Dr.  Nance  will  now  tell  us  about  the 
fascinating  and  complex  genetic  aspects  of 
this  disease. 

DR.  WALTER  E.  NANCE:  Before  I dis- 
cuss the  specific  proposals  that  have  been 
made  to  account  for  the  fascinating  inter- 
actions Dr.  Flexner  has  just  described,  it 
might  be  appropriate  to  review  very  briefly 
some  of  the  ways  in  which  genes  are  known 
to  interact.  Most  genetically  conditioned 
traits  that  are  of  interest  to  the  layman, 
such  as  body  size,  hair,  skin,  and  eye  color, 
intelligence,  and  a host  of  anthropometric 
features,  are  determined  in  general  not  by 
single  genes  but  by  the  interaction  of  many 
separate  genes.  When  more  than  three  or 
four  separate  loci  are  involved  in  the  deter- 
mination of  a trait,  the  genetic  interactions 
can  become  so  complex  that  they  may  defy 
specific  analysis.  Nevertheless  the  exis- 
tence of  genetic  interaction  has  long  been 
recognized  and  mathematical  models  have 
been  formulated  to  describe  the  results  of 
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such  interaction.  In  recent  years,  more- 
over, advances  in  protein  chemistry  and 
genetics  have  led  to  the  recognition  of  spe- 
cific ways  in  which  genes  and  their  products 
can  interact. 

The  simplest  model  of  polygenic  inheri- 
tance (Fig.  8)  is  the  assumption  that  a giv- 
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Fig.  8.  Additive  polygenic  inheritance. 

en  trait  is  determined  by  the  additive 
effects  of  many  separate  genes.  The  total 
effect,  or  departure  from  the  mean,  in  this 
model  is  simply  the  sum  of  the  small  effects 
of  many  genes.  The  model  of  additive  in- 
heritance leads  to  testable  predictions;  for 
example,  one  can  predict  and  verify  the 
mean  correlations  in  height  between  indi- 
viduals of  known  relationship,  such  as  fa- 
thers and  sons.  Additive  inheritance  ad- 
quately  accounts  for  many  quantitative 
traits  in  man  and  experimental  animals. 
This  simple  model  forms,  in  fact,  the  basis 
of  scientific  animal  breeding.  Unfortunately 
the  model  lacks  predictive  power  in  spe- 
cific cases,  and  it  is,  therefore,  of  somewhat 
limited  usefulness  when  applied  to  human 
genetics. 

Many  situations  are  known,  however,  in 
which  the  effects  of  the  separate  genes  are 
clearly  not  additive  and  one  gene  is  depend- 
ent upon  the  presence  of  another  for  its 
normal  action.  The  general  term  that  is 
used  to  describe  nonadditive  interactions  of 
this  sort  is  epistasis.  Figure  9 shows  one  of 
the  many  possible  biochemical  mechanisms 
which  can  readily  account  for  certain  ex- 
amples of  epistasis.  Here  we  have  a series 


of  biochemical  reactions  leading  to  certain 
end  products.  Each  step  is  controlled  by  a 
separate  enzyme  which  in  turn  is  deter- 
mined by  a separate  gene.  Mutations  of  any 
one  of  these  genes  may  result  in  quanti- 
tative or  qualitative  alteration  of  end  prod- 
ucts. The  expression  of  genes  controlling 
distal  reactions  in  the  pathway  is  depend- 
ent, however,  upon  the  integrity  of  the  en- 
zymes controlling  proximal  reactions  in  the 
pathway.  Even  such  simple  systems  as  this 
have  been  exceedingly  difficult  to  recognize 
in  man.  One  outstanding  example,  howev- 
er, is  afforded  by  the  interactions  of  the 
Lewis,  ABO,  and  secretor  blood  group  sys- 
tems. Very  briefly,  in  this  system  the  ex- 
pression of  the  ABO  blood  group  genes  is 
dependent  upon  the  presence  of  at  least  one 
normal  gene  at  the  so-called  Bombay  locus. 
In  the  presence  of  two  mutant  genes  at  the 
Bombay  locus  a proximal  reaction  is 
blocked,  and  no  ABO  blood  group  antigens 
are  formed  despite  the  presence  of  normal 
genes  at  the  ABO  blood  group  locus  in  indi- 
viduals showing  the  Bombay  phenotype.8 

Figure  10  shows  a specific  way  in  which 
genes  may  interact  at  the  level  of  protein 
structure.  It  is  known  that  many  proteins 
are  composed  of  more  than  one  polypeptide 
chain.  The  term  “quaternary  structure”  is 

Genes  Subunits  Isozymes 


Fig.  10.  Protein  subunits. 
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used  to  refer  to  this  association  of  subunits. 
It  is  now  recognized  that  these  subunits 
may  be  determined  by  separate  and  distinct 
genetic  loci.  The  factors  which  govern  the 
way  in  which  the  subunits  of  proteins  are 
assembled  are  not  completely  understood.  It 
is  clear,  however,  that  the  several  species 
of  protein — known  as  isozymes  in  the  case 
of  enzymes — which  can  be  formed  from 
different  combinations  of  subunits  may 
have  strikingly  different  physical  and 
biochemical  properties.  In  such  a system  it 
is  not  difficult  to  imagine  how  a mutation  of 
a single  gene  could  profoundly  affect  the 
properties  of  several,  perhaps  many, 
different  proteins. 

Figure  11  shows  another  mechanism  of 


Genes 

Products 

1 nteraction 

G i 

> E 

° l 

Enzyme 

+ 

> ° i 

Go 

>.  5 

Altered 

Substrate 

Substrate 

Fig.  11.  Kinin  systems. 

gene  interaction  that  has  recently  been  re- 
cognized. In  this  situation  the  product  of 
one  gene  is  the  substrate  for  an  enzyme 
produced  by  a second  gene.  Under  appro- 
priate conditions  the  substrate  is  cleaved 
by  the  enzyme  into  an  altered  substrate 
molecule  and  a small  polypeptide  frag- 
ment, one  or  both  of  which  may  have  bio- 
logic activity.  Examples  of  this  type  of 
interaction  include  the  angiotensin9  and 
bradykinin10  systems,  one  of  the  comple- 
ment systems,11  and  in  all  probability  the 
conversion  of  fibrinogen  to  fibrin.  Again, 
one  can  readily  imagine  the  diverse  effects 
that  specific  mutations  in  either  one  of  the 
two  genes  involved  or  in  specific  regions  of 
one  or  the  other  gene  might  have  in  the 
regulation  of  these  reactions. 

A final  regulatory  mechanism  is  illustrat- 
ed in  figure  12.  Evidence  obtained  from 
studies  of  inducible  enzyme  systems  in  bac- 
teria has  led  to  the  concept  that  there  are 
two  fundamentally  different  classes  of 
genes.12  By  this  hypothesis,  one  class  of 
genes  is  concerned  with  the  determination 
of  protein  structure,  while  the  other  class 
of  genes  functions  to  regulate  the  activity 
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Fig.  12.  Operator  gene  model. 


of  the  structural  genes.  According  to  this 
model  of  gene  interaction,  the  product  of  a 
repressor  gene,  probably  RNA,  interacts 
reversibly  with  a second  control  gene,  the 
operator  gene.  The  transcription  of  mes- 
senger RNA  for  a group  of  closely  linked 
structural  genes  is  thought  to  be  initiated 
at  the  site  of  the  operator  gene.  The  entire 
functional  unit  of  structural  and  operator 
genes  is  known  as  the  operon.  In  the  pres- 
ence of  the  repressor  substance,  transcrip- 
tion— that  is  to  say,  activity — of  the  struc- 
tural genes  is  suppressed.  The  repressor 
substance  itself  can  be  inhibited  by  interac- 
tion with  a cytoplasmic  inducer,  however. 
Under  these  circumstances  the  operator  lo- 
cus is  uncovered  and  the  structural  genes 
may  become  active.  Two  types  of  muta- 
tions may  occur  at  either  regulator  gene  lo- 
cus. The  first  type  results  in  increased  pro- 
duction of  enzyme,  irrespective  of  the  pres- 
ence of  inducer;  the  second,  in  the  absence 
of  enzyme  activity  without  response  to  in- 
ducer. The  two  classes  of  regulator  genes 
are  distinguished  by  the  fact  that  the  oper- 
ator gene  is  closely  linked  to  the  structural 
genes  that  it  controls  and  acts  only  on 
genes  lying  on  the  same  chromosome,  while 
the  repressor  gene  is  not  linked  to  the 
structural  genes  it  modifies  and  can  interact 
with  both  operator  loci.  This  is  an  elegant 
and  internally  consistent  system,  but  cer- 
tain points  remain  unproved  even  in  bac- 
terial systems,  despite  several  years  of 
painstaking  research  since  the  formulation 
of  the  hypothesis.  I think  one  of  its  weak- 
nesses when  applied  to  human  genetics  is 
its  great  flexibility.  As  we  have  seen,  it 
can  account  for  mutations  leading  to  too 
much  or  too  little  enzyme  and  these  mu- 
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tants  may  either  be  closely  linked  or  not 
linked  to  the  structural  locus.  It  will  be 
difficult,  I think,  to  perform  critical  tests  of 
this  system  in  man.  In  the  case  of  sex- 
linked  genes,  for  example,  it  will  be  espe- 
cially difficult  to  distinguish  between  iso- 
chromosomal  modifiers  (operator  genes) 
and  conventional  epistasis,  since  males  have 
only  one  X chromosome  and  evidence  is  ac- 
cumulating that  in  females  only  one  of  the 
two  X chromosomes  is  physiologically  ac- 
tive in  somatic  cells.13  Finally,  plausible 
mechanisms  have  been  suggested  by  which 
a point  mutation  of  a structural  gene  could 
result  in  less  efficient  transcription  of  its 
genetic  message  during  protein  synthesis.14 
It  is  therefore  no  longer  necessary  to  invoke 
the  operator  hypothesis  to  account  for  all 
gene  mutations  which  appear  to  alter  the 
rate  of  synthesis  but  not  the  structure  of 
the  proteins  they  determine.15 

In  regard  to  von  Willebrand’s  disease.  Mc- 
Lester  and  Graham  at  the  University  of 
North  Carolina10 17  have  suggested  several 
provocative  mechanisms  by  which  some  of 
the  models  we  have  discussed  might  reason- 
ably account  for  the  intriguing  interactions 
between  von  Willebrand’s  disease  and  he- 
mophilia that  Dr.  Flexner  has  described. 
The  hypothesis  they  favor  is  based  on  the 
operator  gene  model  and  is  illustrated  in 
figure  13.  They  suggest  that  the  normal  von 
Willebrand’s  gene  produces  a vascular  fac- 
tor which  has  two  functions.  The  first  func- 
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Fig.  13.  Application  of  operator  gene  model  to 
account  for  AHF-von  WillebrancTs  disease  inter- 
action. Adapted  from  McLester  and  Graham.10 


tion  of  the  vascular  factor  is  to  act  in  he- 
mostasis. Its  second  function  is  to  act  as  the 
specific  inducer  of  the  anti-hemophilic  fac- 
tor (AHF)  locus  located  on  the  X chromo- 
some. In  the  presence  of  normal  amounts  of 
vascular  factor,  the  antihemophilic  facto" 
repressor  substance  is  inhibited,  and  there- 
fore antihemophilic  factor  is  produced  in 
normal  amounts.  In  von  Willebrand's  di- 
sease there  is  a deficiency  of  vascular  fac- 
tor, possibly  as  a consequence  of  a mutation 
involving  one  of  its  regulator  genes.  The 
decrease  in  circulating  vascular  factor  re- 
sults not  only  in  a defect  of  hemostasis  but 
also  in  decreased  inhibition  of  the  AHF  re- 
pressor substance.  Therefore,  levels  of 
AHF  are  also  low.  The  transfusion  of 
blood  containing  vascular  factor  from  a he- 
mophilic to  a von  Willebrand's  patient  stim- 
ulates AHF  production  by  inhibiting  the 
repressor  of  AHF.  The  reciprocal  trans- 
fusion does  not  result  in  an  increase  in  AHF 
because  the  hemophilia  mutation  presuma- 
bly involves  the  structural  gene  for  anti- 
hemophilic factor  and  no  amount  of  inducer 
can  result  in  the  production  of  normal  pro- 
tein. McLester  and  Graham  are  well  aware 
of  the  speculative  nature  of  their  proposals. 
Even  if  they  prove  to  be  incorrect  in  spe- 
cific detail,  however,  hypotheses  such  as 
this  one  are  valuable  if  they  stimulate  fur- 
ther research.  The  practical  implications 
of  the  possible  existence  of  a single  factor 
which  would  correct  all  of  the  known  he- 
matologic abnormalities  of  von  Willebrand’s 
disease  are  obvious. 

DR.  DAVID  ROGERS:  Why  is  the  dis- 
ease so  common  in  the  Aland  Islands? 

DR.  NANCE:  Dr.  Rogers  has  brought  up 
one  of  the  most  interesting  current  prob- 
lems in  human  population  genetics.  Why  is 
it  that  certain  genes  which  appear  to  be 
deleterious  attain  such  high  frequencies  in 
some  populations?  The  high  frequency  of 
Kuru  among  the  Fore  natives  of  New 
Guinea,  amyotrophic  lateral  sclerosis  among 
the  Chamarros  of  Guam,  dwarfism  and  py- 
ruvic kinase  deficiency  among  the  Amish, 
and  perhaps  thalassemia,  diabetes,  and  cys- 
tic fibrosis  among  certain  Caucasian  popula- 
tions may  be  cited  as  other  examples  of  this 
phenomenon.  Selective  advantage  of  the 
heterozygote  and  “gene  drift”  (random 
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changes  in  gene  frequency)  in  small, 
inbred  population  isolates  are  the  two  alter- 
native explanations  that  are  usually 
offered.  Marked  differences  in  “mutation 
rate”  could  lead  to  a similar  result,  how- 
ever. 
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In  the  pre-election  heat,  there  came  to  my  attention  an  occa- 
sional murmur  of  displeasure  with  members  of  the  professional 
community  who  supported  the  figurehead  of  a philosophy  not  en- 
tertained by  most  members  of  the  medical  profession.  Alignments 
are  often  based  on  unrealistic  idealism  with  a large  dash  of  the 
ulterior,  consciously  or  subconsciously,  varying  with  the  social  or 
economic  sphere,  whether  it  relate  to  the  Taft-Hartley  Law,  gov- 
ernmental grants,  price  support  of  cotton,  tax  relief,  protective 
tariff,  or  a monthly  bureau  check.  Freedom  of  belief  and  expres- 
sion is  the  essence  of  democracy  and  who  would  have  it  otherwise. 
Who  would  not  say  with  Voltaire,  “I  disapprove  of  what  you  say,  but  I will  defend  to 
the  death  your  right  to  say  it” — a spark  Ben  Franklin  may  have  brought  from  France 
as  one  of  the  foundation  stones  for  our  Constitution.  Not  only  are  Voltaire’s  words  the 
essence  of  democracy  but  of  liberalism  too!  In  today’s  political  climate,  it  is  well  to 
keep  in  mind  that  liberalism  is  defined  as  “emphasizing  individual  freedom  from  re- 
straint especially  by  government  regulation  . . .”,  that  conservatism  “is  based  on  a 
strong  sense  of  tradition  and  social  stability,  stressing  the  importance  of  established 
institutions  and  preferring  gradual  development  with  preservation  of  the  best  elements 
of  the  past  to  abrupt  changes,”  and  that  socialism  “advocates  or  aims  at  collective  or 
governmental  ownership  and  administration  of  the  means  of  production  and  control 
of  the  distribution  of  goods.”  (Webster  Unabridged) 

I quarrel  not  with  an  honest  difference  of  opinion,  but  do  with  a flaunted  bastardized 
version  of  liberalism.  Above  all  I quarrel  with  ignorance.  This  I expect  from  a party 
hack.  But  I must  admit  to  being  shocked  by  the  unawareness  of  the  social  and  economic 
issues  involved  in  the  Gore  Amendment  to  “Medicare”  on  the  part  of  many  who  ex- 
pressed themselves  strongly  on  this  issue. 

I have  written  many  words  in  the  past  decade  in  an  attempt  to  point  up  the  inevita- 
ble results  of  governmental  medicine  of  which  “Medicare”  would  surely  be  the  first 
step.  It  is  as  a result  of  this  unacquaintance  of  some  of  our  profession  with  the  current 
proposed  legislation  that  I try  again  on  the  Editorial  Page  in  this  issue. 

As  citizens  we  should  at  least  be  politically  literate.  We  of  the  profession  pride 
ourselves  upon  our  critical  analysis  of  the  scientific  and  its  application  in  the  practice  of 
medicine.  Would  that  the  same  might  be  said  of  our  analysis  of  political  trends. 


President 
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Erratum.  It  is  with  apologies  to  Dr.  Wil- 
liam H.  Gardner  of  Knoxville,  that  we  call 
attention  to  the  error  in  listing  his  name 
under  “Deaths,”  J.  Tennessee  M.A.  Dec. 
1964.  (Information  was  quoted  from  clip- 
ping Knoxville  Journal,  Oct.  10.) 


READERSHIP  SURVEY 

Osier  commented  that  “we  doctors  do  not 
‘take  stock’  often  enough  and  are  apt  to 
carry  on  our  shelves  stale  out-of-date 
goods”.  So  too,  upon  occasion  in  the  past, 
the  Journal  of  the  Tennessee  Medical  Asso- 
ciation has  taken  stock  with  the  help  of  its 
readers.  These  occasions  follow  thoughts 
and  questions  of  those  interested  in  its  pub- 
lication. 

We  need  not  be  apprised  that  the  Journal 
cannot  compete  scientifically  with  the  jour- 
nals for  the  specialists.  However,  it  has 
functions  not  met  by  any  other  journal.  It 
permits  a record  of  some  of  what  goes  on  in 
Tennessee  in  the  field  of  clinical  science 


and  practice  through  published  papers  by 
its  doctors.  It  provides  a record  of  the 
meetings  of  the  Association’s  component  so- 
cieties and  of  medical  events  in  the  state.  It 
records  the  personal  doings  of  its  members 
as  well  as  of  the  inevitable  deaths.  The  bus- 
iness affairs  of  the  Association  are  set  down 
in  print.  For  the  future  historian  a state 
journal  is  his  primary  source. 

Nevertheless,  though  the  primary  objec- 
tives of  the  Journal  are  spelled  out,  the 
officers  of  the  Association  should  be  ac- 
quainted from  time  to  time  with  the  recep- 
tion this  organ  is  given  by  the  reader. 

Advertising  contributes  heavily  to  the 
constantly  rising  cost  of  publication  of  all 
journals  and  magazines.  Our  advertisers 
too  are  interested  in  the  reception  of  the 
Journal  and  we  should  appreciate  their 
support  in  keeping  up  a month  by  month 
history  of  Tennessee’s  medicine. 

Your  officers,  the  headquarters  staff,  and 
your  editors  plead  with  you  to  give  a few 
thoughtful  moments  to  filling  out  the  ques- 
tionnaire which  reached  your  desk  recent- 
ly, and  if  it  was  mislaid  please  use  the  one 
inserted  in  this  issue  of  the  Journal  and  re- 
turn it  promptly,  please. 

R.  H.  K. 

* 

A COMPARISON  OF  BENEFITS  UNDER  CUR- 
RENT LAW  AND  PRIVATE  INSURANCE  AND 
AS  PROPOSED  BY  THE  GORE  AMENDMENT 

The  President’s  Page  alluded  to  what  is 
to  follow.  In  the  recent  political  campaign 
one  encountered  everything  from  just  com- 
ments to  outright  polemic  arguments  about 
“Medicare”,  a defined  word  stolen  for  its 
emotional  appeal.  The  American  Medical 
Association  had  attempted  through  its  pub- 
lications and  its  component  state  associa- 
tions to  make  physicians  knowledgeable  on 
this  topic.  This  had  evoked  one  of  two  re- 
sponses,— (1)  blind  acceptance,  and  (2),  in- 
fluenced by  the  press,  complete  disbelief 
on  the  assumption  that  the  AMA  could  be 
nothing  but  dishonest  in  its  opposition  to 
Medicare. 

This  Journal  too  attempted  to  educate  the 
physician  about  this  bill  and  its  implica- 
tions. After  a careful  study  word  by  word 
of  H.  R.  11865  (King- Anderson  Bill)  an 
effort  was  made  to  point  up  its  hazards  in 
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IN-PATIENT  HOSPITALIZATION 

Gore  Amendment:  Provides  for  90  days  of  in-patient  hospitalization  after  a $10  deductible  for 

each  of  the  first  9 days  of  confinement  with  a minimum  deductible  of  $20. 
(180-day  plan  with  a deductible  equal  to  2 1/2  times  the  average  per  diem 
charges  or  45  days  with  no  deductible  could  be  elected  but  failure  to  do  so 
would  be  deemed  an  election  of  the  90-day,  $90  deductible  plan.) 

Kerr-Mills:  Provides  for  20  days  hospitalization  per  year  after  a $25  deductible. 

Private  Insurance:*  Provides  for  $10  per  day  allowance  for  30  days,  after  a $25  deductible.  Con- 
tract provides  for  full  payment  of  hospital  services  for  use  of  operating  room, 
cystoscopic  room,  all  drugs,  dressings,  plaster  casts,  splints,  all  necessary 
clinical  and  pathological  laboratory  examinations,  electrocardiograms,  x-ray, 
oxygen,  and  central  supply  room  services.  Benefit  period  renewed  after  pa- 
tient has  been  out  of  hospital  for  six  consecutive  months. 

NURSING  HOME  CARE 

Gore  Amendment:  Provides  for  60  days  in  skilled  nursing  home  facility  if  hospital-affiliated 

upon  transfer  from  a hospital  for  further  treatment. 

Kerr-Mills:  Provides  for  90  days  of  nursing  home  care  per  year  with  no  conditions  other 

than  being  recommended  by  a physician. 

Private  Insurance:  No  provision. 

OUT-PATIENT  DRUGS 

Gore  Amendment:  No  provision. 

Kerr-Mills:  Provides  necessary  supply  of  drugs  from  formulary  recommended  by  medical 

profession. 

Private  Insurance:  No  provision. 

SURGICAL  AND  ANESTHESIA  FEES 

Gore  Amendment:  No  provision. 

Kerr-Mills:  No  provision. 

Private  Insurance:  Fees  for  surgery  and  administering  of  anesthesia  as  listed  on  schedule  up  to 

$270.  In-hospital  medical  benefit  fees  included  for  visits  as  well  as  intensive 
medical  care  in  hospital,  nursing  home  visits  and  radiotherapy,  diagnostic 
medical  benefits  schedule  and  pathological  benefits  schedule. 

HOME  HEALTH  SERVICES 

Gore  Amendment:  Up  to  a maximum  of  240  visits  during  a calendar  year  by  a home  health 

agency  which  provides  part-time  or  intermittent  nursing  care  provided  by  or 
under  the  supervision  of  a registered  professional  nurse;  physical,  occupa- 
tional, or  speech  therapy;  medical  social  services;  part-time  or  intermittent 
home  health  aid  services  as  prescribed  in  regulations;  medical  supplies  other 
than  drugs  and  biologicals. 

Kerr-Mills:  No  provision. 

Private  Insurance:  No  provision. 

OUT-PATIENT  HOSPITAL  DIAGNOSTIC  SERVICES 

Gore  Amendment:  Provides  for  out-patient  hospital  diagnostic  services  during  a period  of  30 

consecutive  days  subject  to  a deductible  of  $20  but  could  not  include  services 
for  which  payment  would  not  be  made  to  a hospital. 

Kerr-Mills:  No  provision. 

Private  Insurance:  Radiation  therapy  service  wherever  rendered;  diagnostic  x-ray  service  pro- 

vided when  the  service  is  performed  by  a physician  who  customarily  bills  for 
his  services;  laboratory  and  pathology  service  provided  when  the  service  is 
performed  by  a physician  who  customarily  bills  for  his  services. 


^Senior  Citizens  Health  Insurance  Policy  underwritten  in  Tennessee  by  Blue  Cross-Blue  Shield. 


terms  of  governmental  controls.1  A lengthy 
statement  of  the  TMA  position  on  the 
Kerr-Mills  Law  as  well  as  its  concern  for 
medical  care  for  the  aged  was  published  in 
1963.2  Because  politicians  and  newspapers 
were  distorting  facts  to  build  up  political 
support  for  the  King-Anderson  Bill,  this 
page  carried  in  two  successive  issues  an  an- 
alysis of  the  facts  involved,  the  first  the 
prevalence  of  disease  and  disability  in  the 
aged  population,  and  secondly  the  medical 
needs  of  the  aged.34  They  represented 
analyses  of  governmental  statistics  and 
from  sources  other  than  AM  A!  The  purpose 
of  all  this  was  to  give  educated  readers  an 
honest  summary  of  the  problems  which 


were  to  be  answered,  according  to  its  pro- 
ponents, by  King-Anderson  legislation. 

Finally,  on  the  President’s  Page  in  Octo- 
ber, I attempted  to  put  in  realistic  terms 
the  implications  of  the  Gore  Amendment 
to  the  King-Anderson  Bill  in  dollars  and 
cents,  using  myself  as  an  eligible  candidate 
if  the  bill  had  passed.5 

Now,  since  the  election,  having  encoun- 
tered doctors  who  are  obviously  quite  hazy 
in  their  minds  about  the  needs  of  the  aged 
and  the  provisions  of  Kerr-Mills  and  the 
meaning  of  medical  costs  tied  to  social  secu- 
rity, I make  another  attempt  at  education. 
The  TMA  staff  has  prepared  the  following 
table  comparing  the  benefits  provided  by 
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Medical  Aid  for  the  Aged  (Kerr-Mills)  and 
privately  purchased  Senior  Citizens  Health 
Insurance  as  underwritten  in  Tennessee  by 
Blue  Cross-Blue  Shield,  and  what  would 
have  been  provided  by  the  Gore  Amend- 
ment to  the  King- Anderson  Bill. 

It  is  assumed  that  the  reader  knows  that 
none  of  these  provide  for  the  payment  of 
the  practicing  physician’s  fee,  except  Ten- 
nessee’s Senior  Citizens  Health  Insurance 
because  of  which  it  is  relatively  expensive. 

The  reader  must  recognize  that  some  60% 
of  persons  over  age  65  hold  privately  pur- 
chased health  insurance,  with  the  number 
increasing  each  year  as  persons  retiring 
carry  on  the  insurance  purchased  as  one  of 
a group. 

The  Kerr-Mills  Law,  which  is  an  ena- 
bling act,  allows  states  to  provide  the  fol- 
lowing medical  services  under  an  MAA 
program:  in-patient  hospital  services; 

skilled  nursing  home  services;  physicians’s 
services;  out-patient  hospital  or  clinic  serv- 
ices; home  health  care  services;  private 
duty  nursing  services;  physical  therapy  and 
related  services;  dental  services;  laboratory 
and  x-ray  services;  prescribed  drugs,  eye- 
glasses, dentures  and  prosthetic  appliances; 
diagnostic,  screening  and  preventive  serv- 
ices and  any  other  medical  or  remedial  care 
recognized  under  state  law,  with  approxi- 
mately 80%  of  the  cost  borne  by  the  fed- 
eral government. 

This  is  an  extension  of  the  age-old  phi- 
losophy of  providing  care  for  the  medically 
indigent,  as  commonly  provided  in  the  ur- 
ban tax-supported  hospitals  for  the  past 
several  hundred  years,  but  now  available 
irrespective  of  geographic  residence. 

And  finally  the  King-Anderson  Bill  with 
its  Gore  Amendment  would  have  provided 
for  care  as  described  above  for  all  persons 
over  65  whether  millionaire  or  pauper,  sup- 
ported by  an  increase  in  the  Social  Securi- 
ty withholding  tax  of  those  working  cur- 
rently, matched  by  an  equal  amount  from 
the  employer,  the  self-employed,  of  course, 
paying  a proportionately  increased  tax  as 
well.  In  other  words,  taxation  of  the 
younger  generation  which  is  raising  and 
supporting  a family  for  the  hospitalization 
of  the  older  generation,  unrelated  to  need, 


is  the  essence  of  the  King-Anderson  type  of 
legislation. 

What  will  be  proposed  in  the  approaching 
89th  Congress  is  unknown  at  the  moment. 
That  there  will  be  something  for  the  aged 
is  a foregone  conclusion.  Responsible  Sen- 
ators and  Representatives  have  feared 
marrying  medical  care  of  the  aged  to  Social 
Security  whose  benefits  represent  primarily 
a pension.  The  acceptance  of  a $35  billion 
commitment  based  on  the  present  popula- 
tion above  the  age  of  65,  and  the  apprecia- 
tion that  the  estimates  of  the  costs  of  medi- 
cal care  are  most  probably  grossly  under- 
estimated— for  who  can  predict  utilization, 
history  points  to  the  underestimation  of  all 
current  health  plans  in  Europe — may  lead 
to  other  proposals  to  safeguard  Social  Secu- 
rity against  bankruptcy. 

No  matter  what  comes  up,  we  hope  the 
intelligent  voter  will  analyze  the  content  of 
proposed  bills  and  whether  the  needs  justify 
the  taxation. 

R.  H.  K. 
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DEATHS 


Dr.  Frank  A.  Moore,  60,  Jackson,  died  Novem- 
ber 5th  at  the  Jackson-Madison  County  General 
Hospital. 

Dr.  David  F.  Seay,  74,  Englewood,  died  Novem- 
ber 8th  in  a Knoxville  hospital. 

Dr.  John  Jackson,  78,  general  practitioner  in 
Dyer,  died  at  his  home  on  October  24th. 

Dr.  Edward  E.  Reisman,  Sr.,  79,  Chattanooga, 
died  November  9th. 

Dr.  Paul  R.  Marsh,  45,  Oak  Ridge,  died  Novem- 
ber 13th  after  an  illness  of  several  months. 

Dr.  John  Logan  Hankins,  88,  Johnson  City,  died 
October  24th  at  Memorial  Hospital. 

Dr.  George  J.  Sells,  Sr.,  95,  Bristol,  died  Octo- 
ber 21st  at  his  home. 

Dr.  James  T.  Fuller,  63,  Mayfield,  Kentucky, 
died  in  a private  plane  while  en  route  to  a St. 
Louis  hospital  on  October  29th  after  he  had 
suffered  an  accidental  gunshot  wound. 
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Dr.  Robert  Lee  Sanders,  82,  Memphis,  died  sud- 
denly on  November  25th  at  Hot  Springs,  Arkan- 
sas, where  he  had  been  visiting.  Death  was 
caused  by  myocardial  infarction. 
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The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

The  Food  and  Drug  Administration  has 
started  enforcing  the  prescripton  drug  ad- 
vertising provisions  of  the  new  law. 

Sales  of  ethical  drugs  are  now  exceeding 
$2  billion  a year  in  the  United  States.  The 
Bureau  of  the  Census  reported  ethical  drug 
sales  at  $2.05  billion  in  1963,  the  first  year 
that  they  had  gone  over  the  $2  billion 
mark.  The  Pharmaceutical  Manufacturers 
Association’s  figure  was  $2.39  billion. 

The  law  requires  that  prescription  drug 
advertisements  show: 

— The  “established  name”  of  the  drug,  if 
one  exists,  in  type  at  least  half  as  large  as 
that  used  for  the  brand  name; 

— The  drug’s  quantitative  formula,  and 

— A true  and  non-misleading  brief  sum- 
mary of  information  about  adverse  side 
effects,  contraindications,  and  effectiveness 
of  the  drug  for  the  guidance  of  physicians. 

In  enforcing  these  requirements,  FDA 
said  it  would  seek  to  determine  whether  a 
fair  balance  exists  between  the  information 
on  effectiveness  and  that  on  side  effects  and 
contraindications.  The  FDA’s  Bureau  of 
Medicine  has  started  monitoring  profession- 
al journal  advertising  for  prescription 
drugs.  It  will  forward  violative  advertise- 
ments with  appropriate  recommendations  to 
the  FDA  Bureau  of  Regulatory  Compliance. 

Dr.  Joseph  F.  Sadusk,  Jr.,  Medical  Direc- 
tor of  FDA,  said  that  it  is  the  duty  of  physi- 
cians to  keep  fully  informed  of  the  composi- 
tion, mode  of  action,  efficacy  and  potential 
toxicity  of  drugs  because  as  the  potency  of 
drugs  increases,  “so  generally  does  their 
complexity  and  their  potentiality  for 
harm.” 

Violations  of  prescription  drug  advertis- 
ing will  be  evaluated  in  two  categories: 
(1)  Positive  claims  or  omissions  concern- 
ing the  product  which  present  potential 
danger  to  the  patient  in  varying  degrees. 


Examples  include  omission  of  some  of  the 
pertinent  side  effects,  precautions  or  con- 
traindications; improper  statements  about 
the  effectiveness  of,  or  indications  for,  the 
drug  or  antibiotic;  omission  of  some  of  the 
information  on  various  dosage  forms,  in- 
gredients, or  directions  for  use  where  re- 
quired. (2)  Claims  which  may  or  may  not 
involve  danger  to  patient  health  but  which, 
in  the  selling  message,  can  seriously  mis- 
lead as  to  the  proper  place  of  the  drug  or 
antiobiotic  in  the  total  spectrum  of  products 
available  to  meet  a specific  disease  situa- 
tion. 

* 

The  American  Medical  Association  and 
the  Food  and  Drug  Administration  have 
warned  that  two  fever  and  pain-relieving 
drugs  are  causing  fatal  agranulocytosis,  a 
blood  disorder,  in  some  patients.  The  drugs 
are  aminopyrine  and  dypyrone,  closely  re- 
lated compounds  which  have  been  dis- 
pensed widely  by  prescription  for  many 
years.  Drastic  label  changes  restricting  the 
recommended  uses  for  the  drugs  were  an- 
nounced by  FDA.  An  editorial  supporting 
the  FDA  action  was  carried  in  the  AMA’s 
journal,  JAMA. 

The  FDA  ruling  was  based  on  case  re- 
ports collected  by  AMA  and  on  recommen- 
dations of  a special  committee  of  medical 
experts  in  the  fields  of  hematology,  internal 
medicine,  neurology,  pediatrics  and  phar- 
macology. 

Nearly  one  million  more  people  were  ad- 
mitted to  hospitals  in  the  U.  S.  in  1963  than 
in  the  previous  year,  according  to  the 
Health  Insurance  Institute.  The  Institute 
said  that  American  Hospital  Association 
statistics  showed  a record  25,267,000  Ameri- 
cans, or  one  of  every  seven,  were  hospital- 
ized last  year.  This  represented  an  in- 
crease of  960,000  over  1962.  This  meant  that 
each  day  more  than  69,000  persons  entered 
non-federal  short-term  general  and  other 
special  hospitals,  and  that  on  an  average 
day  in  1963  there  were  530,000  patients — 2.8 
persons  per  1,000  population — under  hospi- 
tal confinement. 

There  were  698,000  beds  available  for  pa- 
tients in  1963,  an  average  of  3.7  beds  per  1,- 
000  population. 
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The  AHA,  which  includes  terminal  hospi- 
talizations in  its  survey,  found  the  average 
hospital  stay  for  all  ages  to  be  7.7  days.  A 
study  conducted  by  the  U.  S.  National 
Health  Survey,  which  included  federal  hos- 
pitals, and  was  based  on  representative 
household  interviews,  put  the  average  hos- 
pital stay  at  9.4  days.  It  did  not  include 
terminal  hospital  stays. 

The  NHS  report  shows  that  persons  with 
health  insurance  protection  averaged  short- 
er hospital  stays  than  those  with  no  insur- 
ance protection  at  all.  This  may  indicate, 
the  report  suggested,  that  persons  with 
health  insurance  protection  will  seek  hospi- 
tal care  more  often  for  diagnosis  or  for  less 
serious  illness  than  the  uninsured. 

The  number  of  persons  protected  by  hos- 
pital expense  insurance  provided  by  insur- 
ance companies,  Blue  Cross,  Blue  Shield 
and  other  health  care  plans,  rose  to  145,329,- 
000  by  the  end  of  1963,  the  Institute  said. 

Benefits  paid  by  these  organizations  to- 
ward the  costs  of  hospital  care  totaled 
$4,544,000,000,  or  an  average  of  $12.5  million 
a day.  Total  health  insurance  benefits 
amounted  to  $7.8  billion. 

* 

A Presidential  Study  Commission  has  re- 
commended a $2.9  billion  program  on  heart 
disease,  cancer  and  stroke.  The  research 
and  treatment  plan  would  be  built  around  a 
network  of  regional  centers  designed  to 
learn  more  about  these  diseases  which 
cause  70  percent  of  American  deaths. 

The  study  group  was  set  up  by  President 
Johnson  in  March  and  commissioned  to 
draw  up  a blueprint  for  improving  national 
facilities  for  fighting  these  diseases.  At 
present  the  government  is  spending  about 
$220  million  in  the  research  and  treatment 
areas  covered  by  the  report. 

The  group  urged  establishment  of  a net- 
work of  regional  heart  disease,  cancer  and 
stroke  centers  “for  clinical  investigation, 
teaching  and  patient  care.”  These  would 
be  located  in  universities,  hospitals,  re- 
search institutes  and  other  institutions.  In- 
cluded would  be  25  centers  for  heart  dis- 
ease, 20  for  cancer  and  15  for  stroke  to  be 
established  over  a five-year  period. 

The  program  also  would  include  a second 
national  network  of  “diagnostic  and  treat- 


ment stations”  located  in  communities 
throughout  the  nation.  The  purpose  of  this 
would  be  “to  bring  the  highest  medical 
skills  in  heart  disease,  cancer  and  stroke 
within  reach  of  every  citizen.”  This  plan 
envisions  over  a five-year  period  150  sta- 
tions for  heart  disease,  200  for  cancer  and 
100  for  stroke. 

The  group  also  urged  “a  broad  and  flexi- 
ble program  of  grant  support”  to  stimulate 
more  advanced  research  efforts  in  universi- 
ty medical  schools,  hospitals  and  other 
health  care  centers.  It  suggested  that  the 
Public  Health  Service  receive  $25  million 
for  such  grants  the  first  year  which  would 
be  raised  to  $75  million  the  fifth  year  of  op- 
eration. 

The  American  Medical  Association  with- 
held comment  on  the  report  for  the  time 
being.  “If,  however,  legislation  is  intro- 
duced in  the  Congress  calling  for  implemen- 
tation of  the  program,  the  AMA  will  react 
at  that  time,”  a spokesman  said. 
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State  Physician  Ratio 
Near  the  Top  in  South 

Tennessee  Ranks  higher  than  any  other 
state  in  the  South,  except  Florida,  in  the 
ratio  of  physicians  to  residents.  Tennessee 
has  1,112  people  per  practicing  physician 
Florida  has  1,043.  Only  27  states  have 
more  physicians  per  unit  of  population  than 
Tennessee.  The  figures  are  from  the  Amer- 
ican Medical  Association  Directory  Report 
Service,  U.  S.  Department  of  Commerce. 
They  show  New  York  first  with  a ratio  of 
623  people  per  doctor.  Seventeen  states 
with  greater  per  capita  income  than  Ten- 
nessee, have  fewer  physicians. 

Tennessee  has  a full-time  specialist  in 
some  branch  of  medicine  for  every  1,687 
people.  Twenty-five  states  rank  below  this 
figure.  For  each  general  practitioner,  it  has 
3,266  people. 

Vanderbilt  University 
School  of  Medicine 

The  Vanderbilt  University  School  of 
Medicine  has  announced  a radical  curricu- 
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lum  revision  designed  to  grant  students 
greater  responsibility  while  at  the  same 
time  increasing  their  freedom.  The  new 
program,  which  takes  effect  this  term,  re- 
sulted from  proposals  presented  to  Dean 
Randolph  Batson  by  a curriculum  commit- 
tee composed  of  Dr.  Wm.  J.  Darby,  chair- 
man, Drs.  Rollin  A.  Daniel,  Robert  Hart- 
mann, Murray  Heimberg,  Robert  Merrill 
and  John  L.  Shapiro. 

Under  the  new  course  of  study  the  medi- 
cal school  now  offers:  (1)  approximately 

150  new  elective  courses;  (2)  reorganized 
required  courses,  and  fewer  required 
courses;  (3)  a faculty-student  advisory  pro- 
gram; and  (4)  an  almost  complete  resched- 
uling of  the  school  year  to  conform  to  the 
semester  system,  allowing  medical  students 
to  take  many  graduate  and  undergraduate 
courses. 

* 

The  new  medical  library  was  dedicated 
in  November.  Upon  the  occasion,  Dr.  Martin 
M.  Cummings,  director  of  the  National  Li- 
brary of  Medicine,  Bethesda,  gave  an  ad- 
dress entitled  “Books  and  Computers.” 

* 

Three  Vanderbilt  University  professors 
have  been  promoted:  Dr.  Robert  D.  Collins, 
recently  named  as  assistant  dean  for  medi- 
cal education,  was  promoted  to  associate 
professor  of  pathology;  Dr.  Mildred  Stahl- 
man,  an  authority  on  pulmonary  diseases  in 
babies,  was  promoted  to  associate  professor 
of  pediatrics;  and  Dr.  Robert  Merrill,  direc- 
tor of  the  Birth  Defects  Study  Center,  was 
promoted  to  associate  professor  of  pedi- 
atrics. 

Society  for  Clinical  Surgery 

The  111th  consecutive  meeting  of  the  So- 
ciety for  Clinical  Surgery  was  held  at  Van- 
derbilt University  Hospital,  October  30-31. 
The  Society,  considered  one  of  the  most  ex- 
clusive of  all  medical  organizations,  has  a 
membership  of  fewer  than  100  persons  from 
the  surgical  teaching  staffs  of  the  nation’s 
87  medical  colleges.  Two  members  of  the 
Vanderbilt  University  faculty,  Dr.  Rollin  A. 
Daniel,  Jr.,  clinical  professor  of  surgery, 
and  Dr.  H.  William  Scott,  Jr.,  professor  of 
surgery  and  chairman  of  the  department, 
served  as  hosts  for  the  meeting.  The  Socie- 


ty meets  twice  each  year  at  a teaching  hos- 
pital, with  the  faculty  of  the  host  institu- 
tion presenting  the  scientific  papers.  Dr. 
William  A.  Altemeier,  professor  of  surgery 
at  the  University  of  Cincinnati  School  of 
Medicine,  currently  serves  as  president. 

University  of  Tennessee 
College  of  Medicine 

Dr.  L.  W.  Diggs,  acting  chairman  of  the 
Department  of  Medicine  has  been  chosen 
for  the  highest  honor  of  the  American  So- 
ciety of  Clinical  Pathologists.  He  was  se- 
lected to  give  the  Ward-Burdick  address  at 
the  annual  meeting  of  the  Society  of  Bal 
Harbour,  Florida.  The  physician  selected 
for  the  honor  is  one  who,  in  the  opinion  of 
the  Research  Committee  of  the  Society,  has 
through  the  years  been  a major  contributor 
to  knowledge  in  the  field  of  pathology. 

* 

A portrait  of  Dr.  Douglas  H.  Sprunt, 
chairman  of  the  department  of  pathology 
since  1944,  was  presented  to  the  University 
on  November  29th  by  Dr.  C.  C.  Erickson, 
professor  of  pathology.  The  portrait  will 
hang  in  the  auditorium  of  the  Institute  of 
Pathology. 

Dr.  Sprunt  has  made  many  vital  contribu- 
tions to  the  development  of  the  UT  Medical 
Center.  He  has  been  president  of  the 
American  Society  for  Experimental  Pathol- 
ogy and  the  American  Association  of  Patho- 
logists and  Bacteriologists.  He  is  now 
chairman  of  the  American  co-ordinating 
committee  of  the  International  Council  of 
Societies  of  Pathology. 

The  Medical  Division  of  the  Oak  Ridge 
Institute  of  Nuclear  Studies  at  Oak  Ridge 
and  the  UT  Medical  Units  have  worked  out 
a collaborative  program  which  will  further 
improve  graduate  training  in  biochemistry 
at  the  latter.  Two  members  of  the  Institute 
have  been  given  faculty  appointments, — Dr. 
Fred  Leonard  Snyder  and  Dr.  Arthur  L. 
Kretchmar,  who  will  be  associate  professor 
and  professor  of  biochemistry,  respectively. 
Selected  graduate  students  may  complete 
their  formal  course  work  at  the  University 
and  then  elected  to  complete  their  doctoral 
thesis  research  at  Oak  Ridge  under  either 
of  the  two  new  staff  members. 
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The  following  faculty  appointments  have 
been  announced: 

Dr.  Samuel  E.  Pitner,  as  assistant  profes- 
sor of  pediatrics  and  neurology;  Drs.  Aram 
S.  Hanissian  and  Ethel  A.  Harrell  as  in- 
structors in  pediatrics;  and  Dr.  Roger  Lew 
Hiatt,  currently  a fellow  in  pediatric 
ophthalmology  at  Georgetown  University. 
Dr.  Harry  L.  Davis,  Associate  Director  of 
the  Cardio-pulmonary  Laboratories  at  Bap- 
tist Hospital,  has  joined  the  staff  as  an  as- 
sistant professor  of  medicine,  section  of  pul- 
monary diseases. 

Southern  Medical  Association 

With  his  installation  as  President  of  the 
Southern  Medical  Association  on  November 
18th,  Dr.  R.  H.  Kampmeier,  Nashville,  well 
known  internist  and  leader  in  civic  and 
medical  affairs,  has  added  another  office  to 
the  other  responsible  positions  held  in  nu- 
merous medical  organizations. 

A member  of  SMA  since  1935,  Dr.  Kamp- 
meier has  been  Editor  of  the  Southern  Med- 
ical Journal  since  1954,  First  Vice-President, 
1962-63,  and  a member  of  the  Executive 
Committee,  1963-64.  He  is  also  Editor  of  the 
Southern  Medical  Bulletin.  It  is  unique 
that  the  current  president  of  the  Tennessee 
Medical  Association  also  holds  this  official 
post  in  the  Southern  Medical  Association  in 
the  same  year. 

The  Southern  Medical  Association,  the 
second  largest  general  medical  organization 
in  the  country,  including  the  District  of  Co- 
lumbia, Alabama,  Arkansas,  Florida,  Geor- 
gia, Kentucky,  Louisiana,  Maryland,  Missis- 
sippi, Missouri,  North  Carolina,  Oklahoma, 
South  Carolina,  Tennessee,  Texas,  Virginia 
and  West  Virginia  held  its  58th  Annual  Ses- 
sion in  Memphis  in  November,  the  first  time 
in  this  city  since  1939.  Its  total  attendance 
was  3,703,  of  whom  764  were  Tennessee 
physicians.  General  chairman  was  Dr.  Har- 
well Wilson,  of  Memphis.  As  councilor  for 
Tennessee,  Dr.  Benjamin  F.  Byrd,  Jr.,  of 
Nashville,  is  assisted  by  Associate  Council- 
lors, Drs.  Roy  A.  Douglas,  Sr.,  Guy  M. 
Francis,  William  A.  Garrott,  I.  Frank  Tullis 
and  Charles  P.  Wofford.  Drs.  Robert  N.  Bu- 
chanan, Jr.,  Nashville,  and  Cyrus  C.  Erick- 
son, Memphis,  are  members  of  the  Editorial 
Board  of  the  Southern  Medical  Journal. 
Twelve  of  Tennessee’s  physicians  and  sur- 


geons were  section  officers  in  the  22  sec- 
tions which  provided  the  more  than  200 
items  of  the  scientific  program. 

Middle  Tennessee  Medical  Association 

The  140th  semiannual  meeting  of  the 
Middle  Tennessee  Medical  Association  was 
held  November  19th  in  Cookeville.  Dr.  J.  T. 
Moore,  Jr.  of  Algood  was  arrangements 
chairman.  The  scientific  sessions,  held  at 
the  library  auditorium  of  Tennessee  Poly- 
technic Institute,  included: 

“Experiences  with  Treatment  of  Carcinoma  of 
the  Tongue,”  Dr.  Herschel  Graves,  Nashville; 
“Special  Problems  in  Management  of  Acute 
Myocardial  Infarction”,  Dr.  Fred  Ownby,  Nash- 
ville; “Methods  in  Tendon  Repair”,  Major  Robert 
C.  Coddington,  USA,  Fort  Campbell,  Ky.;  “Sym- 
posium on  Hypertension” — Moderator:  Dr.  John 
Oates,  Nashville, — Panelists:  Dr.  Jack  Bailey, 

Murfreesboro;  Drs.  William  Pettinger  and  Craw- 
ford Adams,  Nashville;  “Rapid  Diagnosis  of  Com- 
mon Pediatric  Illness”,  Dr.  William  B.  Wadling- 
ton,  Donelson;  “Retrograde  Arteriogram”,  Dr. 
John  Foster,  Nashville;  “Hospital  Gangrene:  A 
Civil  War  Surgical  Infection”,  Dr.  Glenn  Koenig, 
Nashville;  “Spontaneous  Rupture  of  the  Renal 
Pelvis”,  Dr.  John  M.  Tudor,  Nashville;  “Iatrogen- 
ic Illnesses — Current  Problems”.  Dr.  Ben  J.  Al- 
per,  Nashville;  “Oral  Contraceptives,”  Dr.  Edwin 
L.  Williams,  Nashville;  “Status  and  Experience 
with  Kidney  Transplants,”  Dr.  Fred  Goldner, 
Nashville;  “Production  of  X-Ray  Changes  in  Pul- 
monary Infarction,”  Dr.  William  Stoney,  Nash- 
ville. 

A social  hour  (sponsored  by  the  Putnam 
County  Medical  Society)  and  the  Presiden- 
tial Banquet  were  held  at  the  Cookeville 
Country  Club.  Dr.  William  A.  Hensley, 
Cookeville,  was  installed  as  President  suc- 
ceeding Dr.  Joseph  L.  Willoughby  of 
Franklin. 

Tennessee  Academy  of  General  Practice 

Members  of  the  Tennessee  Academy  of 
General  Practice  gathered  in  Gatlinburg 
for  a three  day  meeting,  November  4-6.  The 
meetings  included  the  16th  annual  Scien- 
tific Assembly  and  Congress  of  Delegates. 

At  the  banquet  on  the  evening  of  Novem- 
ber 5th,  Dr.  Wendell  Wilson,  Nashville,  as- 
sumed the  presidency  of  th  TAGP.  Presi- 
dent-elect to  succeed  Dr.  Wilson  in  1965  is 
Dr.  John  Saffold,  Knoxville,  current  presi- 
dent of  the  East  Tennessee  Heart  Associa- 
tion. Other  officers  include  Dr.  K.  M.  Kres- 
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senberg,  Pulaski,  vice-president,  and  Dr. 
John  Derryberry,  Shelbyville,  secretary- 
treasurer.  Dr.  Amos  Johnson,  Garland, 
North  Carolina,  president-elect  of  the 
American  Academy  of  General  Practice 
was  guest  speaker  for  the  occasion. 

Dr.  John  H.  Burkhart,  Knoxville,  presi- 
dent of  the  Knoxville  Academy  of  Medicine 
and  president-elect  of  the  Tennessee  Medi- 
cal Association,  was  named  “General  Prac- 
titioner of  the  Year”  in  Tennessee  by  the 
Academy. 

Middle  Tennessee  Heart  Association 

The  1963-64  Memorial  Gift  Fund  will  be 
used  for  the  support  of  the  first  MTH A Fel- 
low in  Cardiovascular  Research.  Dr.  Jean 
Roughgarden  will  conduct  investigations  in 
the  Laboratories  of  Clinical  Physiology  at 
Vanderbilt  University  School  of  Medicine, 
under  the  supervision  of  Dr.  Elliot  New- 
man, professor  of  experimental  medicine. 
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Dr.  W.  A.  DeSautelle  has  been  reelected  chief  of 
the  medical  staff  of  Fountain  View  Nursing  Cen- 
ter in  Knoxville,  and  Dr.  John  H.  Burkhart  was 
re-elected  secretary-treasurer. 

Dr.  Clarence  L.  Jones  has  opened  his  office  for 
practice  of  medicine  in  Cookeville. 

Dr.  James  Hicks  Corey,  Jr.,  Chattanooga,  has 
been  elected  to  Fellowship  in  the  American  Acad- 
emy of  Pediatrics.  Dr.  Corey  was  one  of  313 
pediatricians  in  the  country  to  be  accorded  this 
honor. 

Dr.  L.  Spires  Whitaker,  Chattanooga,  has  been 
elected  a vice-president  of  the  Associated  Alumni 
of  the  University  of  the  South.  His  work  on  the 
alumni  executive  committee  will  be  concerned 
principally  with  corporation  support  of  the  insti- 
tution. 

Dr.  W.  Powell  Hutcherson,  Chattanooga,  was  a 
guest  speaker  at  the  18th  annual  fall  postgraduate 
clinic  of  the  Michigan  Academy  of  General  Prac- 
tice in  Detroit,  November  11-12.  His  topic  was 
“Long  Term  Use  of  Oral  Progestin  Ortho-No- 
vum.” 

Dr.  Gerald  I.  Jones  has  opened  his  office  for  the 
practice  of  obstetrics  and  gynecology  in  Chatta- 
nooga. 

Dr.  Paul  W.  WTilson,  Dresden,  has  been  elected 
chairman  of  the  Weakley  County  Board  of  Health. 

Dr.  R.  L.  DeSaussure,  Memphis  neurosurgeon, 
has  been  named  president-elect  of  the  Baptist 
Hospital  medical  staff  and  will  assume  office  Janu- 
ary 1,  1966.  Dr.  H.  K.  Turley  will  take  over  as 


president  in  1965  succeeding  Dr.  Charles  B.  Olim. 
Other  officers  are:  Dr.  Prentice  A.  Turman,  secre- 
tary; Dr.  S.  Gwin  Robbins  and  Dr.  John  C.  Tur- 
ley, members-at-large  of  the  executive  committee. 
Other  members  of  the  executive  committee  are 
Dr.  John  D.  Young  and  Dr.  Winston  Braun. 

Dr.  James  W.  Ellis  has  been  named  president  of 
the  Obstetrical  and  Gynecological  Society  in 
Nashville.  Other  officers:  Dr.  Thomas  F.  Warder, 
president-elect;  Dr.  Swan  B.  Burrus,  secretary; 
and  Dr.  Charles  M.  Gill,  treasurer. 

Dr.  James  G.  Hughes,  chairman  of  the  pediatrics 
department  at  the  University  of  Tennessee  College 
of  Medicine,  will  become  president  of  the  Ameri- 
can Academy  of  Pediatrics  next  October.  Dr. 
Hughes  has  served  for  five  years  on  the  executive 
board  of  the  international  organization,  represent- 
ing the  Southeastern  states. 

At  the  annual  meeting  of  the  American  Heart 
Association  in  Atlantic  City,  October  23-27,  Dr. 
Elliot  V.  Newman  served  as  chairman  of  the  ses- 
sion on  “Hemodynamics  ”,  and  Dr.  Lloyd  H.  Ram- 
sey was  chairman  of  the  session  entitled  “Homo- 
grafts— Coronary  Flow-Digitalis.”  Both  are  from 
Nashville.  Other  Tennessee  cardiologists  and 
physicians  attending  the  AHA  annual  meeting 
were:  Drs.  Kirk  Bowman,  Daniel  A.  Brody,  John 
P.  Conway,  G.  Daniel  Copeland,  N.  Dashi,  Nancy 
C.  Flowers,  Burt  Freidman,  Walter  K.  Hoffman, 
Leo  G.  Horan,  George  Knox,  Pervis  Milnor,  Jr., 
Ralph  F.  Morton,  Thomas  N.  Stern,  and  J.  Leo 
Wright  of  Memphis;  Dr.  Blair  D.  Erb,  Jackson, 
and  Dr.  Lawrence  W.  Jones  of  Union  City. 

Dr.  Leonard  Berg  has  announced  the  opening  of 
his  office  for  the  practice  of  ophthalmology  at 
Medical  Center  Plaza,  Memphis. 

Dr.  Louis  P.  Britt,  Medical  Director  of  Les  Pas- 
sees  Rehabilitation  Center  in  Memphis,  was  elect- 
ed President  of  the  Tennessee  Society  for  Crippled 
Children  & Adults,  Inc.  at  the  annual  convention 
in  Nashville  in  October. 

Dr.  Hollis  E.  Johnson,  Nashville,  received  a spe- 
cial award  for  outstanding  contributions  to  medi- 
cine at  the  recent  annual  meeting  of  the  Southern 
Medical  Association  in  Memphis,  November  16-19. 


TO  THE  EDITOR: 

Nov.  10,  1964. 

I fear  that  the  lead  article  in  the  November  is- 
sue of  the  JTMA  (“Neoplasms  Masquerading  as 
Cerebral  Vascular  Accidents”)  may  point  to  unfor- 
tunate conclusions  unless  it  is  read  with  extreme 
caution.  Careful  study  of  the  cases  reported  sug- 
gests not  that  the  brain  tumors  masqueraded  as 
strokes,  but  rather  that  the  historical  features 
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which  suggested  that  these  patients  had  brain  tu- 
mors were  not  given  adequate  consideration.  In  3 
of  the  4 patients  (Cases  1,  2 and  4)  the  history 
was  one  of  gradually  progressing  neurologic  de- 
bility, progression  being  marked  both  in  extent 
and  severity  of  dysfunction.  Although  patients 
No.  1 and  2 presented  certain  acute  features,  nev- 
ertheless the  outstanding  symptom  was  progres- 
sive disability,  which  is  the  hallmark  of  an  ex- 
panding intracranial  mass.  In  Case  3 there  was 
nothing  by  history  to  suggest  either  brain  tumor 
or  cerebral  vascular  accident  and  must  be  regard- 
ed as  a brain  tumor  discovered  incidentally  at  au- 
topsy, not  an  unusual  situation. 

The  authors  conclude  that  there  is  “no  reliable 
way  to  differentiate  the  subdural  hematoma,  in- 
tracerebral tumor  or  aneurysm  from  an  arterio- 
sclerotic thrombosis,  except  by  contrast  studies.” 
I would  suggest  that  there  are  other  reliable 
means  to  differentiate  these  conditions  without 
having  to  resort  to  contrast  studies,  and  that  in 
the  cases  reported  attention  to  the  history  of  pro- 
gressive neurological  dysfunction  could  have  sug- 
gested the  correct  diagnosis.  Certainly  the  fact 
that  the  diagnosis  was  missed  in  these  instances 
does  not  justify  the  use  of  arteriography  and 
pneumoencephalography  in  every  patient  suspect- 
ed to  have  a cerebral  vascular  accident.  The  cost, 
both  in  morbidity  and  mortality  and  in  time  and 
money,  of  these  procedures  must  be  considered 
against  the  advantages  gained. 

Contrast  Studies  may  be  of  immense  value  to 
the  physician,  but  only  when  used  to  complement 
meticulous  attention  to  the  history  and  physical 
examination.  Arteriography  and  air  studies  may 
not  be  used  in  lieu  of  a careful  history  and  thor- 
ough examination.  They  are  neither  indicated 
nor  desirable  as  a routine  in  the  neurological  in- 
vestigation, as  this  article  might  unfortunately  be 
construed  to  suggest. 

Charles  E.  Wells,  M.D.  (Nashville) 

TO  THE  EDITOR: 

Dec.  14,  1964 

Dr.  Wells’  analysis  of  the  cases  presented,  and 
his  conclusions  favoring  the  diagnosis  of  inter- 
cranial  mass,  is  certainly  correct  for  a skilled,  ex- 
perienced neurologist.  He  would  surely  have  rec- 
ognized the  need  for  additional  studies  and  not 
have  made  the  mistake  of  accepting  the  “stroke” 
diagnosis.  It  is  a fact,  however,  that  the  majority 
of  “stroke”  patients  are  not  examined  by  neurolo- 
gists. This  paper  was  written  to  emphasize  the 
concern  we  feel  that  this  diagnosis  is  too  fre- 
quently and  too  casually  made.  We  would  em- 
phasize again  that  each  of  these  patients  was  diag- 
nosed by  his  attending  physicians  as  having  a 
“stroke”.  (The  report  of  Case  3 omitted  the  at- 
tending physician’s  diagnosis  of  stroke.) 

In  many  cases  it  is  not  difficult  to  differentiate 
mass  lesions  from  inoperable  cerebral  vascular 
disease  on  the  basis  of  history  or  physical  signs 
alone.  At  other  times  the  evidence  is  not  so  clear, 


and  may  be  misleading  to  the  inexperienced  phy- 
sician or  one  who  is  not  primarily  concerned  with 
nervous  system  disease.  Many  of  us  have  had 
the  distressing  experience  of  finding  at  autopsy 
that  our  diagnosis  of  “stroke”  was  incorrect,  that 
an  operable  tumor  or  subdural  hematoma  was 
missed.  A humble  re-assessment  of  clinical  acu- 
men in  this  circumstance  may  well  suggest  the 
need  to  supplement  our  history  and  physical 
findings  more  often  with  contrast  studies.  It  was 
not  our  intent  to  imply  that  contrast  studies 
should  be  a routine  in  the  evaluation  of  the 
“stroke”  patient.  We  do  want  to  emphasize  that 
if  the  history  and  physical  findings  leave  a reason- 
able doubt,  then  contrast  studies,  especially  ar- 
teriography, are  a relatively  safe  and  extremely 
valuable  adjunct  to  diagnosis.  Statistics  indicate 
that  the  mortality  from  cerebral  arteriography 
ranges  from  0.3  to  0.7%  with  the  serious  compli- 
cation rate  about  2-3%.  Overemphasis  of  these 
complications  has  perhaps  deterred  many  physi- 
cians from  using  contrast  studies  as  an  adjunct  to 
the  history  and  physical  examination. 

Sincerely, 

John  J.  McCutchen,  M.D.  (Memphis) 


ANNOUNCEMENTS 


Calendar  of  Meetings,  1965 

State 

Feb.  9-12  — Mid-  South  Postgraduate  Medi- 

cal Assembly,  Memphis. 

April  11-14  — Tennessee  Medical  Association 

Annual  Meeting,  Read  House 
Hotel,  Chattanooga. 

Regional 


Jan. 

25-27 

— Southern  Radiological  Confer- 
ence, Grand  Hotel,  Point  Clear, 
Alabama. 

Feb. 

13-14 

— Arthritis  Foundation,  Georgia 
Chapter,  Seminar  on  Arthritis, 
Atlanta. 

Feb. 

15-17 

— Atlanta  Graduate  Medical  As- 
sembly, Atlanta  Biltmore  Hotel, 
Atlanta,  Ga. 

March  25-27 

— Mid-Central  States  Orthopaedic 
Society,  Velda  Rose  Motel,  Hot 
Springs,  Ark. 

April  22-24 

— Medical  Association  of  the  State 
of  Alabama,  Birmingham.  Ala. 

National 

Jan. 

27-31 

— Neurosurgical  Society  of  Ameri- 
ca, The  Americana  Hotel,  San 
Juan. 

Feb. 

5-10 

— Congress  on  Medical  Education, 
Palmer  House,  Chicago. 

Feb. 

10-13 

— American  College  of  Radiology 
(members  only)  Bellevue- 
Stratford  Hotel,  Philadelphia. 
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Feb.  13-17 
Feb.  16-17 

Feb.  17-21 

Feb.  25- 
March  2 

March  19-21 

March  22-26 
March  26-27 

March  29-31 

April  4-8 

April  9-15 
April  25-29 

April  26- 
May  1 


— American  Academy  of  Allergy, 
Americana  Hotel,  Bal  Harbour, 
Fla. 

— American  College  of  Surgeons 
(sectional  Meeting),  Bellevue- 
Stratford  Hotel,  Philadelphia. 

— American  College  of  Cardiolo- 
gy, Statler  Hilton  Hotel,  Boston. 

— American  Dermatological  Asso- 
ciation, Boca  Raton  Hotel,  Boca 
Raton,  Fla. 

— American  Society  of  Internal 
Medicine,  Conrad  Hilton  Hotel, 
Chicago. 

— American  College  of  Physicians, 
Chicago. 

— National  Conference  on  Rural 
Health,  Americana  Hotel,  Mi- 
ami Beach,  Fla. 

— American  Association  for 
Thoracic  Surgery,  Roosevelt 
Hotel,  New  Orleans. 

— American  College  of  Obstetrici- 
ans and  Gynecologists,  Civic 
Auditorium,  San  Francisco. 

— American  Academy  of  General 
Practice,  San  Francisco. 

— International  Congress  of  Sur- 
geons (North  American  Federa- 
tion) Las  Vegas,  Nev. 

— American  Academy  of  Neurolo- 
gy, Sheraton  Cleveland  Hotel, 
Cleveland. 


Vanderbilt  University  School  of  Medicine 

Postgraduate  Courses 

The  Division  of  Neurology  (Medicine)  is  offer- 
ing a two-day  course  on  “Selected  Topics  in  Clin- 
ical Neurology”  on  February  8 and  9.  Neurologic 
disorders  of  clinical  importance  will  be  discussed 
informally  and  illustrated  by  case  presentations, 
lantern  slides,  and  pathologic  specimens.  Al- 
though the  orientation  will  be  primarily  clinical, 
there  will  be  full  discussion  of  the  pathophysio- 
logical mechanisms  concerned. 

The  Course  is  acceptable  for  12  accredited  hours 
by  the  American  Academy  of  General  Practice. 
Tuition  is  $40  which  includes  the  luncheons.  For 
further  information  address  the  Division  of  Con- 
tinuing Education,  B-4211  Vanderbilt  University 
School  of  Medicine,  Nashville. 

* 

The  Department  of  Pediatrics  will  present  a 
Postgraduate  Course  on  Friday,  Feb.  26,  begin- 
ning at  1 p.m.  and  Saturday,  Feb.  27,  9:30  a.m. 
This  will  be  a review  of  interesting  and  unusual 
cases.  A registration  fee  of  $5.00  will  cover  so- 
cial activities. 

For  further  information  address  the  Division 
of  Continuing  Education,  Room  B-4211  Vander- 
bilt University  School  of  Medicine. 


New  Format  for  1965  Meeting  of  ASIM 

The  program  for  the  forthcoming  annual  meet- 
ing of  the  American  Society  of  Internal  Medicine 
in  Chicago,  March  19-21,  will  include  question 
and  answer  type  symposia  with  ample  opportuni- 
ty for  discussion  from  the  full  floor  and  audience 
participation,  as  well  as  seminars  comparable  to 
the  seminars  for  component  society  officers  suc- 
cessfully conducted  at  the  last  two  annual  meet- 
ings. Among  suggested  topics  for  discussion  are, 
“The  Internist  and  the  Third  Party”;  “Managing 
the  Internists  Office”;  “The  Internist  and  His 
Hospital”;  “The  Internist  and  His  Colleagues.” 
Mark  your  calendar  now  for  the  dates  of  March 
19-21. 

Symposium  on  Fetal  and  Maternal  Welfare 

This  two-day  symposium  will  be  presented 
March  2 and  3,  at  the  Medical  College  of  Georgia 
in  Augusta.  Panel  discussions  and  didactic  lec- 
tures stress  clinical  application  to  problems  faced 
by  the  obstetrician  as  well  as  the  general  physi- 
cian who  does  obstetrics.  Further  information 
may  be  obtained  from  the  Department  of  Con- 
tinuing Education,  Medical  College  of  Georgia, 
Augusta,  Georgia. 

American  College  of  Obstetricians 
and  Gynecologists 

The  American  College  of  Obstetricians  and 
Gynecologists  will  hold  its  13th  annual  clinical 
meeting,  April  4-8,  in  San  Francisco.  Registration 
is  open  to  all  physicians,  regardless  of  whether 
they  are  Fellows  of  the  College.  Emphasis  will 
be  placed  on  discussion  and  audio-visual  aids, 
rather  than  on  formal  presentation  of  papers. 

Registration  fee  is  $25  for  the  meeting;  interest- 
ed physicians  may  write  to  the  American  College 
of  Obstetricians  and  Gynecologists,  79  West  Mon- 
roe Street,  Chicago,  Illinois,  60603. 

Seminar  on  Arthritis 

This  seminar  will  be  held  at  the  Academy  of 
Medicine  in  Atlanta  on  February  13-14,  under 
sponsorship  of  the  Georgia  Chapter  of  the  Ar- 
thritis Foundation.  A distinguished  faculty  will 
present  the  program. 

For  information,  write:  Mrs.  Gene  C.  Goslee, 
Executive  Director  of  the  Foundation,  947  Juniper 
Street,  N.E.,  Atlanta,  30309. 

Postgraduate  Program  in  Cardiology 

A 9 month  tutorial  program  in  Cardiology,  Sept. 
15,  1965  to  June  15,  1966,  will  be  offered  by  the 
Institute  for  CardioPulmonary  Diseases,  Scripps 
Clinic  and  Research  Foundation,  La  Jolla,  Cali- 
fornia. This  intensive  program  is  especially  de- 
signed for  the  physician  in  private  practice  who 
wants  a year  of  organized  instruction  with  free- 
dom from  direct  patient  responsibility.  For  de- 
tails, write:  E.  Grey  Dimond,  M.D.,  Institute  for 
CardioPulmonary  Diseases,  Scripps  Clinic  and  Re- 
search Foundation,  La  Jolla,  Calif. 
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TO  ALL  MEMBERS! 

^ Your  Memberships  in  the  Tennessee  Medical  Association  and  American 
Medical  Association,  including  subscriptions  to  The  Tennessee  Medi- 
cal Journal  and  The  Journal  oj  the  AM  A (with  other  AM  A publica- 
tions), expired  on  December  31.  Here’s  how  to  renew  them: 

^ Mail  your  check  immediately  for  1965  dues  to  the  Secretary-Treasurer 
of  Your  County  Medical  Society. 

TMA  dues  are  $40.00.  AMA  membership  dues  are  $45.00.  If  you 
don’t  know  the  amount  of  your  County  Medical  Society  dues,  check 
with  your  local  Secretary-Treasurer. 

^ Many  members  probably  will  want  to  send  one  check  to  cover  local, 
state  and  National  dues.  Make  Check  Payable  To  Your  County 
Medical  Society. 

^ Your  local  Secretary-Treasurer  will  forward  state  and  national  dues  for 
you  and  other  members  to  the  Nashville  Office  of  the  TMA.  That 
office  will  transmit  AMA  dues  to  Chicago. 

^ Remember:  As  a part  of  the  privileges  and  services  offered  to  all  mem- 
bers of  the  TMA,  you  will  receive  a year’s  subscription  to  The  Ten- 
nessee Medical  Journal,  without  extra  cost.  Dues-paying  members 
of  the  AMA  will  receieve  a year’s  subscription  to  The  Journal  of  the 
AMA,  Today’s  Health,  The  AMA  News,  and  an  AMA  Specialty 
Journal  of  choice. 

^ Memberships  and  subscriptions  are  on  a calendar  year  basis.  Renewal 
should  be  made  January  1,  1965,  to  keep  them  current. 

^ The  member  who  becomes  eligible  for  exemption  from  dues,  and  wishes 
to  take  advantage  of  exemption,  should  make  his  wishes  known  to 
the  secretary-treasurer  of  his  County  Medical  Society. 
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A New  Look  At  Whiplash  Injuries 

ODON  F.  VON  WERSSOWETZ,  M.D.,  Chattanooga,  Tenn. 


For  a number  of  years  this  topic  has 
been  the  subject  of  much  controversy. 

In  the  absence,  not  infrequently , of  ob- 
jective evidence  of  injury  there  natu- 
rally has  been  much  argument  pro  a?id 
con  especially  when  litigation  has  been 
involved.  The  author,  accepting  an 
organic  basis  for  the  complaints,  has 
revieu'ed  the  evidence  in  its  favor. 

There  is  still  prevalent  a widespread  be- 
lief that,  “whiplash  injuries  are  only  simple 
sprains  of  the  neck  that  are  transient  and 
benign,  with  the  implication  that  anyone 
who  treats  them  with  any  degree  of  seri- 
ousness is  deluding  himself  and  defrauding 
the  insurance  carrier.”  This  is  a rather 
cynical  interpretation  of  an  injury  which  is 
real,  complaints  that  are  genuine,  and  signs 
and  symptoms  which  require  thoughtful 
evaluation  in  the  light  of  recent  advances 
in  the  diagnosis  and  understanding  of  the 
extent  and  complications  of  acceleration-de- 
celeration injuries.1  These  injuries,  which 
occur  most  frequently  to  the  soft  tissues, 
will  in  the  majority  of  cases  have  no  early 
orthopedic  or  neurosurgical  findings.2  They 
involve,  in  addition  to  structures  of  the 
head  and  neck,  the  entire  spinal  column, 
trunk,  thorax  and  pelvis.  Most  often  they 
are  caused  by  rear-end  auto  collisions,  but 
may  follow  a sudden  unexpected  move- 
ment, an  abrupt  fall,  or  an  assumption  of  an 
awkward  position.  The  factor  of  greatest 
importance  is  the  rate  of  acceleration  and 
deceleration  of  bodily  segments  caused  by  a 
sudden  thrust  in  one  direction  and  the  re- 
coil in  the  opposite  direction.  Though  whip- 
lash injuries  usually  occur  in  flexion  and 


extension,  they  may  occur  in  any  direction, 
even  of  a twisting  character,  depending  on 
the  position  of  the  individual  at  the  time  of 
impact  and  the  angle  of  impressed  force. 

The  extent  of  injury  will  depend  on  the 
state  of  alertness  and  tension,  or  bracing  of 
the  protective  muscles,  before  or  during  the 
impact.  A relatively  minor  collision  or 
force  may  produce  severe  impairment  out 
of  proportion  to  the  accident  itself  when 
the  muscles  are  relaxed.  This  frequently 
happens  in  rear-end  collisions  or  accidents 
at  slow  speeds.  The  resulting  injury  is 
more  severe  if  the  head  is  rotated.  At  high- 
er speeds  the  muscles  are  more  tense  and 
braced  and  so  even  a major  crash  may  pro- 
duce only  a minor  injury. 

The  significance  of  acceleration-decelera- 
tion injuries  lies  in  the  unpredictability  of 
their  symptoms.  These  may  be  present  im- 
mediately, may  develop  within  hours  or 
days,  or  may  not  appear  until  several 
weeks  later  when  some  trivial  exertion  may 
trigger  their  onset.  The  symptoms  may  per- 
sist for  months  or  even  years  and  may  show 
considerable  variations  in  severity  in  the 
same  individual.  The ' physical  signs  and 
symptoms  characteristically  increase  in  ex- 
tent and  degree  during  the  days  and  weeks 
following  their  onset,  and  the  true  extent 
of  damage  may  not  be  known  for  many 
months  to  a year  or  more.  These  lingering 
disabilities  should  not  be  dismissed  as  traps 
to  catch  bigger  settlements  nor  should  they 
be  considered  neurosis  or  malingering.  Re- 
cently, MacNab3  reviewed  145  patients  who 
had  settled  their  litigation  two  years  or 
more  before,  and  found  that  121  still  com- 
plained of  pain. 

The  difficulty  with  this  involvement  is 
that  there  is  often  no  real  evidence  of  inju- 


40 


A NEW  LOOK  AT  WHIPLASH  INJURIES— von  Werssowetz 


February  1965 


ry,  no  universal  treatment  and  no  schedule 
for  recovery.  The  injury  is  essentially  one 
of  the  soft  tissues,  the  ligaments,  joint  cap- 
sules and  periarticular  tissues,  muscles  and 
intervertebral  discs.  However,  there  often 
is  a varying  degree  of  concussion  of  the 
brain,  medulla  or  spinal  cord,  injuries  to 
filaments  of  spinal  and  sympathetic  nerves 
and  compression  of  neck  arteries,  especially 
the  vertebral.  Seldom  is  there  primary 
bony  damage,  though  skeletal  changes  may 
occur  later.4  For  clinical  purposes  then, 
acceleration-deceleration  injuries  may  be 
considered  as  causing:  (1)  ligamentous  and 
muscular  disorders;  (2)  cerebral  and  neuro- 
vascular dysfunction;  (3)  ocular  impair- 
ment; and  (4)  skeletal-osseous  changes. 

Ligamentous  and  Muscular  Disorders 

The  primary  damage  occurs  to  ligaments 
and  periarticular  structures,  not  only  in  the 
occipitocervical  area,  but  along  the  entire 
spine,  the  thorax  and  pelvis.  The  sites  of 
greatest  injury  usually  are  areas  of  great- 
est motion  and  flexibility  of  the  spinal  col- 
umn which  absorb  the  wrenching  or  twist- 
ing force  of  impact.  Some  of  this  stress 
may  be  transmitted  in  the  thorax  to  the 
costocartilagenous,  costosternal  and  sterno- 
clavicular articulations,  and  in  the  pelvis  to 
the  various  sacro-iliac,  sacrospinous  and 
other  ligaments.  Thus,  skeletal  stability  is 
affected.  The  stability  of  the  spinal  column 
depends  primarily  on  ligamentous  and  mus- 
cular support.  Each  vertebra  is  bound  to 
the  one  above  and  one  below  by  a series  of 
ligaments,  some  of  which  are  very  short, 
extending  for  a distance  of  a centimeter  or 
so,  binding  two  adjacent  osseous  or  carti- 
lagenous  structures,  others  may  extend 
over  several  vertebrae.  These  ligaments 
provide  the  tensile  strength  to  the  spinal 
column.  According  to  Leriche5  the  peri- 
articular tissues  and  articular  capsules 
have  a very  rich  supply  of  sensory  nerve 
endings.  When  these  structures  are  exposed 
to  a sudden  elongating  force: 

(1)  They  may  be  stretched  to  the  limit  of 
their  elasticity  and  then  recoil  to  their  orig- 
inal status  without  receiving  any  perma- 
nent damage.  This,  however,  will  cause  a 
temporary  painful  condition. 

(2)  They  may  be  stretched  past  their 
elastic  limits  and  will  be  unable  to  return 


to  their  original  length  because  of  damage 
to  the  elastic  fibers.  This  may  set  up  a 
persistent  focus  of  reflex  irritation  in  their 
pain  sensitive  structures,  which  is  ex- 
pressed as  referred  pain  and  protective 
muscle  spasm.  This  condition  is  often  fol- 
lowed by  instability  of  skeletal  segments 
and  any  sudden  force,  strain,  or  movement, 
may  cause  late  recurrence  of  pain  and  mus- 
cle spasm. 

(3)  The  ligaments  or  muscle  tendons, 
may  be  partially  or  completely  torn  from 
their  periosteal  attachments.  The  muscles 
may  show  tears,  hemorrhage,  or  contusion. 
Such  involvement  produces  a direct  muscle 
spasm,  which  differs  from  one  of  reflex  ori- 
gin by  being  excruciatingly  painful  on 
pressure  or  traction.  The  injured  perios- 
teal attachments  give  rise  to  trigger-points 
which  are  most  often  found  in  the  interspi- 
nous  ligaments,  articular  capsules,  at  the 
tips  of  the  accessible  tranverse  processes, 
especially  in  the  neck  where  the  scaleni  are 
attached,  in  the  suboccipital  area,  at  the  in- 
sertion of  ligamentum  nuchae,  semispinalis 
capitis,  splenius  capitis  and  sternomastoid 
muscles.  These  are  also  found  at  the  super- 
ior border  and  medial  angle  of  the  scapula, 
at  the  area  of  attachment  of  the  trapezius 
muscle  and  at  the  insertion  of  the  infraspi- 
natus and  teres  muscles  to  the  humerus. 

It  is  obvious  that  in  many  cases  there  is 
present  a combination  of  various  degrees  of 
injuries,  thus  further  confusing  the  clinical 
picture.  Also,  it  must  be  remembered  that 
the  existence  of  one  pain  raises  the  thres- 
hold for  perception  of  another.  Thus,  when 
multiple  injuries  are  present  the  patient 
will  become  aware  of  a lesser  pain  only 
when  the  greater  one  has  been  relieved. 
Pain  and  discomfort  may  be  found  over  a 
large  area  because  of  the  extent  of  support- 
ing musculature  of  the  spinal  column.  Often 
the  only  way  to  determine  the  site  of  inju- 
ries is  by  electrodiagnostic  studies,  using 
either  low  voltage  alternating  current  or 
electromyography.  Usually  the  affected 
muscle  shows  some  spasm,  which  sets  up  a 
hyperirritable  state  and  produces  intense 
pain  to  low  voltage  current  or  electromyo- 
graphic changes.  Therefore  it  is  possible 
by  serial  testing  of  muscles  to  map  out  the 
involved  spinal  nerves. 
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The  intensity  of  pain  varies  in  different 
individuals  and  even  in  the  same  individual 
at  different  times.  Pain  may  be  referred  to 
many  areas  which  at  first  seem  unrelated, 
though  they  often  have  some  dermatone  or 
sclerotome  connections.  The  pain  is  usual- 
ly dull,  aching  and  is  localized  deep.  In 
evaluating  pain  it  is  necessary  to  determine 
its  exact  location,  intensity  and  radiations, 
and  whether  it  is  associated  with  tender- 
ness on  pressure.  In  the  low  back  a bizarre 
pattern  may  be  found  because  of  injury  to 
the  supporting  ligaments  in  the  pelvis. 
When  the  sacro-iliac  ligaments  are  injured, 
pain  may  radiate  down  the  sciatic  nerve  or 
to  one  side  of  the  vagina  or  to  one  testicle. 

The  range  of  motion  of  the  head  and 
different  spinal  segments  is  usually  limited. 
Manual  muscle  tests  will  show  any  weak- 
ness of  the  muscles,  though  more  often  the 
apparent  weakness  is  due  to  pain  or  muscle 
spasm  on  motion/  Early  weakness  indicates 
direct  injury  to  muscle  or  its  peripheral  in- 
nervation. At  first  the  signs  are  rather 
vague  but  with  time  there  may  be  found 
atrophy,  fasciculation  and  weakness.  Total 
paralysis  of  muscle  is  rare.  Late  weakness, 
especially  of  the  anterior  neck  musculature, 
is  not  infrequent  and  may  play  a more  im- 
portant role  than  has  been  thought  general- 
ly in  cases  of  discomfort  and  pain.  Sensory 
changes,  if  objective,  indicate  a specific  lo- 
calized involvement  of  a nerve  root. 

Headache  occurs  frequently  as  an  annoy- 
ing and  often  disabling  symptom,  and  may 
persist  as  an  intermittent  or  constant  pain 
for  many  years  after  the  injury.  It  is  usual- 
ly occipital  but  may  radiate  to  one  side  or 
upward  and  over  the  vertex  to  the  frontal 
or  orbital  region;  it  can  originate  from  the 
suboccipital  area,  be  associated  with  pain- 
ful muscle  spasm  or  may  be  due  to  neuro- 
vascular lesion. 

Cerebral  and  Neurovascular  Dysfunction 

Generally  too  little  attention  is  given  to 
the  status  of  brain  function  in  patients  who 
have  had  acceleration-deceleration  injuries. 
Evidence  is  accumulating  which  indicates 
that  cerebral  dysfunction  caused  by  brain 
damage  is  more  common  and  extensive  than 
was  realized.6  Recently,  a number  of  in- 
vestigators have  emphasized  that  severe 


brain  damage  may  occur  even  in  the  ab- 
sence of  skeletal  evidence  of  injury.  Cere- 
bral dysfunction  may  cause  severe  emotion- 
al disturbances,  anxiety  reactions  and  other 
symptoms  of  protracted  and  bizarre  nature. 
Often  these  symptoms  are  looked  upon  as  a 
traumatic  neurosis,  “compensation  neuro- 
sis,” malingering,  functional  overlay,  or 
psychoneurosis,  this  stifling  further  evalua- 
tion and  treatment.7.  Yet  organic  brain 
damage  is  found  in  50%  of  the  cases,  as 
established  objectively  by  Torres  and 
Shapiro8  who  used  serial  electroencephal- 
ograms. They  compared  45  consecutive  pa- 
tients with  whiplash  injuries  with  45  con- 
secutive patients  of  a similar  age  and  sex 
distribution  who  had  had  moderately  severe 
direct  injuries  to  the  head.  They  noted  sig- 
nificant electroencephalographic  abnormali- 
ties in  21  of  45  patients  who  had  had  whip- 
lash injuries  and  in  20  of  45  patients  with 
closed  head  injuries.  Both  groups  showed 
essentially  the  same  type  of  abnormalities 
consisting  usually  of  marked  diffuse  irregu- 
larity with  disrhythmic  background  and  fo- 
cal slow  waves,  with  some  sharp  waves  in 
temporal  areas. 

Brain  damage  may  be  caused  by  one,  or  a 
combination  of  the  following  mechanisms: 
(1)  direct  effect  on  brain  tissue  by  the  sud- 
den change  in  direction  of  gravitational 
forces  as  acceleration  gives  way  to  decel- 
eration and  the  head  and  body  move  in  op- 
posite directions;  (2)  sudden  forceful  con- 
tact of  the  brain  with  inner  bony  structures 
of  the  skull  in  contra-coup  fashion;  and 
(3)  circulatory  deficit  or  vascular  insuffi- 
ciency, arising  from  compression,  lacera- 
tion and  possible  subsequent  thrombosis  of 
one  or  both  vertebral  arteries.9  The  lat- 
ter most  probably  occurs  when  the  ar- 
tery traverses  the  suboccipital  triangle  as  it 
leaves  the  last  transverse  foramen  through 
which  it  passes  on  its  way  to  enter  into  the 
foramen  magnum.  Here  it  can  be  subjected 
to  compression  on  one  side  or  distortion  by 
traction  on  the  other  side.10 

An  exact  correlation  between  mental 
symptoms  and  the  areas  of  the  brain  af- 
fected by  trauma  is  not  always  possible  be- 
cause of  the  interplay  of  numerous  factors 
that  vary  considerably  from  person  to  per- 
son. In  addition,  there  may  be  associated 


42 


A NEW  LOOK  AT  WHIPLASH  INJURIES— von  Werssowetz 


February  1965 


concussion  of  the  autonomic  nervous  sys- 
tem,11 as  noted  by  Barre,12  who  described 
a syndrome  of  irritation  of  the  posterior 
cervical  sympathetics  manifested  by  cranial 
symptoms.  It  is  based  upon  the  anatomic 
connections  between  the  somatic  and  sym- 
pathetic systems  in  the  cervical  region.  This 
syndrome  may  be  caused  by  damage  to  the 
cervical  sympathetic  ganglia  and  their 
connections  which  may  aggravate,  mask  or 
modify  the  symptoms  of  cerebral  dysfunc- 
tion or  of  vascular  insufficiency.13  It  may 
cause  many  complaints,  including  pain 
reaching  almost  any  part  of  the  head  and 
neck,  nausea  and  vomiting,  syncope  or  ver- 
tigo, burning  sensation,  usually  at  the  base 
of  the  neck,  staggering,  loss  of  balance,  un- 
steadiness, especially  during  ambulation, 
unilateral  or  bilaterial  numbness,  tingling 
or  prickling,  usually  ill-defined  and  vague, 
insomnia,  partial  deafness  or  tinnitus,  occu- 
lar  disorders,  lacrimation,  salivation  dys- 
phagia and  swelling  and  stiffness  of  fingers. 
Such  patients  may  exhibit  nervousness,  ir- 
ritability, agitation,  forgetfulness  and  ap- 
prehension.14-15 

Ocular  Impairment 

Associated  and  related  to  the  dysfunction 
of  the  brain  or  of  the  sympathetic  system, 
or  both,  are  ocular  impairments  which  fre- 
quently are  overlooked  or  dismissed  as  un- 
important. These  are  disturbances  in  accom- 
modation, power  of  vergence  and  in  pupil- 
lary responses.10  The  patient  may  complain 
of  inability  to  focus  on  near  objects,  or  at  a 
distance.  He  may  be  unable  to  read  for 
more  than  a few  minutes,  may  have  blur- 
ring of  vision,  diplopia,  or  spots  before  his 
eyes.  He  may  have  the  sensation  or  actually 
have  drooping  of  one  eyelid.  His  pupils  may 
be  unequal  and  he  may  complain  of  pain  in 
or  behind  the  eyeball.  Some  of  these  dis- 
turbances may  be  caused  by  referred  irrita- 
tion of  the  cervical  sympathetic  through 
the  ciliary  body,  or  through  the  greater  oc- 
cipital nerve,  or  from  involvement  of  the 
base  of  the  brain  or  the  brain  stem. 

Skeletal  Changes 

Although  acceleration-deceleration  inju- 
ries principally  involve  the  soft  tissues,  os- 
seous damage  may  occur  early  or  become 


evident  later.  Therefore  it  is  important 
that  x-ray  examination  be  made  initially 
because  they  are  an  essential  part  of  the 
complete  examination,  help  in  prescribing 
treatment  and  in  the  evaluation  of  total  im- 
pairment.17 In  the  early  phase  of  this  con- 
dition it  is  important  to  look  for  evidence 
of  change  in  the  normal  lordotic  align- 
ment of  the  cervical  spine.  When  there 
is  spasm  of  paravertebral  and  scaleni  mus- 
cles there  may  be  a flattening,  straightening 
or  even  a reversal  of  the  curve.  Severe  rup- 
ture of  ligaments  may  show  sharp  angula- 
tion in  the  full  flexion  projection  of  the 
neck.  The  most  frequent  early  bony  damage 
is  a compression  fracture  of  the  pars  in- 
terarticularis  which  results  from  the  articu- 
lar processes  being  suddenly  jammed 
against  each  other  as  the  neck  goes  into  hy- 
pertension. This  fracture  is  often  not  recog- 
nized in  the  immediate  post-  injury  roent- 
genogram, but  may  appear  some  six  to  eight 
weeks  later  when  there  occurs  adaptive 
shortening  of  ligaments  and  intrinsic  spinal 
muscles. 

The  initial  x-ray  projections  may  show 
some  dengenerative  changes  with  lipping, 
foraminal  encroachment  and  decreased 
height  in  the  intervertebral  discs.  This  is 
important  in  prognosis.  These  findings  are 
seen  frequently  in  individuals  past  forty 
years  of  age  and  are  the  result  of  normal 
wear  and  tear  and  the  aging  process  in 
bones  and  joints.18  When  such  individuals 
are  exposed  to  accleration-deceleration  in- 
juries, the  involvement  tends  to  be  more  se- 
rious with  greater  damage  to  the  ligaments 
and  margins  of  the  bone.  This  aggravation 
of  the  basic  condition  causes  more  exten- 
sive and  permanent  restriction  of  spinal 
motion  which  often  is  very  painful. 

Post-traumatic  changes  may  take  place 
about  the  vertebral  joints,  including  the 
secondary  disc  joints  of  Luschka,  with  time 
and  continued  usage.4  Long  after  the  ini- 
tial injury  many  patients  may  show  fixed 
and  irreversible  straightening  of  spinal  seg- 
ments, often  associated  with  narrowing  of 
intervertebral  spaces  and  evidence  of 
arthritic  changes.  These  joints  may  func- 
tion fairly  well  within  the  limits  of  their 
tolerance,  but  any  unusual  joint  activity 
beyond  its  functional  capacity  may  activate 
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a seemingly  quiescent  joint  lesion  which  in 
turn  may  cause  irration  of  nerve  roots  or  of 
pain  sensitive  structures,  such  as  the  liga 
ments  or  articular  capsules.  In  the  true 
sense  of  the  word,  these  patients  can  not  be 
cured  and  their  rate  of  improvement  is  very 
slow. 

Treatment 

The  most  important  point  in  treatment  i 
to  realize  and  recognize  that  an  acute  inju- 
ry has  occurred,  in  spite  of  negative  neuro- 
surgical or  orthopedic  findings,  and  then  to 
proceed  immediately  with  vigorous  treat- 
ment. Early,  adequate  treatment  gives  the 
best  results  and  prevents  or  delays  a pro- 
tracted course,  the  development  of  severe 
impairment  and  of  chronic  disability.  In 
management  of  these  conditions  there  is  no 
routine  use  of  drugs,  physical  treatment  or 
surgical  procedures  applicable  in  all  cases; 
each  must  be  managed  individually  on  the 
presenting  signs  and  symptoms  found  upon 
repeated  evaluations. 

The  patient  should  be  given  a careful  ex- 
planation of  what  has  occurred  to  allay 
fear,  anxiety  and  apprehension.  He  should 
have  bed-rest  for  several  days  and  a con- 
tour pillow  which  provides  more  comfort. 
When  severe  pain  is  present,  meperidine 
100  mg.,  q.4h.,  p.r.n.,  or  one  of  its  com- 
pounds may  be  needed;  later  analgesics 
with  or  without  codeine  may  suffice.  Most 
patients  will  need  a sedative  at  night. 
When  muscle  spasm  is  severe,  diazepam,  5 
to  10  mg.,  q.4h.,  is  often  very  helpful.  Some 
clinicians  use  corticosteroids,  proteolytic 
enzymes  and  other  anti-inflammatory  drugs 
with  varying  results. 

Physical  treatment  includes  the  applica- 
tion of  heat  in  a subtle  manner;  its  pro- 
longed overuse  may  aggravate  symptoms. 
Heat  can  be  applied  by  hot  packs,  dia- 
thermy or  microtherm,  depending  on  the 
required  depth  of  penetration.  Cold  packs 
or  ethyl  chloride  spray  often  help  to  relieve 
muscle  spasm.  Histamine  iontophoresis,  in 
the  form  of  imadyl  unction  is  of  value  for 
pain  of  radicular  distribution.  In  some  cases 
iodide  iontophoresis  is  useful.  Ultrasound, 
when  used  in  proper  dosage  for  adequate 
penetration  and  for  proper  time  is  satisfac- 
tory, though,  when  used  improperly  will 
aggravate  symptoms  and  prolong  the  disa- 


bility. Massage  is  of  doubtful  value.  Trac- 
tion is  a procedure  of  ambiguous  value  in 
most  cases.  In  the  presence  of  spasm  caused 
by  direct  involvement  of  the  muscle  or  in- 
juries at  the  periosteoligamentous  or  peri- 
osteotendinous  junctions  it  will  aggravate 
the  pain.  It  is  most  helpful  if  muscular 
spasm  of  reflex  origin  is  present.  Cervical 
braces  and  other  supports  are  useful  in 
some  cases,  though  their  prolonged  use 
should  not  be  encouraged  since  they  only 
contribute  to  greater  disability.  As  a gen- 
eral rule,  exercises  are  not  used  except  in 
a later  phase  to  restore  normal  muscular 
balance.  Postural  exercises  may  be  needed 
when  the  body  alignment  is  not  adequate. 

When  painful  trigger  areas  exist,  espe- 
cially in  association  with  persistent  muscle 
spasm,  an  analgesic  block  with  a local  an- 
esthetic, such  as  lidocaine  or  in  combination 
with  dextrose-phenol  proliferant  solution, 
may  be  tried.  This  often  produces  dramatic 
improvement. 

Conclusion 

Whiplash  injuries  are  not  simple  sprains 
of  the  neck  that  are  transient  and  benign. 
Recent  advances  in  knowledge  indicate  that 
in  spite  of  negative  neurosurgical  and  or- 
thopedic findings,  there  is  often  severe  dam- 
age to  the  ligamentous  and  muscular  tissues 
frequently  complicated  by  cerebral  and 
neurovascular  dysfunction,  ocular  impair- 
ment and  late  skeletal  changes. 

Early  recognition  and  prompt,  adequate 
treatment  will  minimize  residual  impair- 
ment and  protracted  chronic  disability.  The 
patient  should  have  specific  instructions 
concerning  limitations  of  physical  activities, 
because  any  strenuous  exertion  or  sudden 
movement  may  cause  exacerbation  of  symp- 
toms. Recovery  is  often  slow,  does  not  al- 
ways occur,  and  occasionally  there  is  per- 
sistence of  symptoms  because  of  progressive 
disease  of  the  injured  disk.1  Some  pa- 
tients require  treatment  for  several  weeks, 
others  for  many  months  and  others  for 
years.  A patient  should  not  be  labeled  neu- 
rotic because  his  symptoms  persist  even  if 
the  symptoms  “appear  to  be  mendacious.”10 
We,  as  physicians,  should  not  be  swayed 
by  the  opinions  of  attorneys,  insurance  car- 
riers or  other  legal  opinions.  We,  as  Jack- 
son  states,  “should  concern  ourselves  with 
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the  injuries  and  with  the  proper  treatment 
of  our  patients  who  are  victims  of  crash 
injuries.  Let  us  be  fair.  Let  us  not  be  con- 
nivious  in  our  opinions.”  The  question 
should  be  the  efficacy  of  our  treatment  and 
not  the  integrity  of  the  patient. 
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Monoamine  Oxidase  Inhibitors:  Adverse  Reac- 
tions and  Possible  Mechanisms:  Leon  I.  Gold- 
berg. J.A.M.A.  190:456,  1964. 

Monamine  oxidase  (MAO)  inhibitors  are  em- 
ployed clinically  for  the  treatment  of  hyperten- 
sion and  psychic  depression.  Five  of  these  agents 
are  currently  marketed:  Pargyline  hydrochloride 
(Eutonyl),  tranylcypromine  sulfate  (Parnate), 
nialamide  (Niamid),  phenelzine  sulfate  (Nardil), 
and  isocarboxazid  (Marplan).  The  major  ad- 
verse effects  of  the  MAO  inhibitors  are  not  due 
to  the  drugs  themselves,  but  result  from  foods, 
beverages,  and  drugs  which  produce  adverse  reac- 
tions in  the  presence  of  MAO  inhibition.  The 
most  well  known  of  these  reactions  is  the  “cheese 
hypertension”  seen  when  ripened  cheese  is  eaten 
by  patients  on  these  inhibitors.  Many  cheeses,  as 
well  as  yogurt  and  certain  beers  and  wines,  con- 
tain the  sympathomimetic  amine  tyramine.  Nor- 
mally when  tyramine  is  ingested  it  is  enzymati- 
cally inactivated  by  the  MAO  present  in  high 
concentrations  in  the  gut  and  liver.  When  the  ac- 
tion of  MAO  is  blocked  by  inhibitors,  however, 
large  amounts  of  tyramine  may  enter  the  system- 
ic circulation  and  produce  severe  hypertension 
associated  with  headaches,  palpitations  and  dia- 
phoresis. 

According  to  current  concepts,  sympathomimet- 
ic amines  may  act  either  directly  by  combining 
with  “receptors”  or  indirectly  by  releasing  norepi- 


nephrine from  stores  in  adrenergic  nerves.  Tyra- 
mine (like  ephedine  and  amphetamine)  is  an  in- 
directly acting  amine,  producing  its  effects  by  re- 
lease of  norepinephrine.  Because  stores  of  norepi- 
nephrine are  increased  by  treatment  with  MAO 
inhibitors  more  epinephrine  is  available  for  re- 
lease by  tyramine.  Release  of  norepinephrine 
from  these  increased  stores  by  indirectly  acting 
amines  not  metabolized  by  MAO,  such  as  amphet- 
amine, will  also  produce  severe  hypertensive  re- 
actions. With  the  massive  release  of  norepineph- 
rine, the  clinical  picture  of  these  hypertensive 
crises  resembles  that  seen  with  pheochromocyto- 
ma.  The  treatment  is  also  similar: — the  hyperten- 
sion can  be  reduced  by  cautious  intravenous  ad- 
ministration of  phentolamine  (Regitine). 

The  most  severe  of  these  hypertensive  reactions 
(some  of  them  fatal)  have  occurred  during  treat- 
ment with  tarnylcypromine,  possible  because  this 
agent  has  some  amphetamine-like  pharmacologic 
effects  in  addition  to  its  inhibition  of  MAO.  Seri- 
ous reactions,  however,  have  also  occurred  in  pa- 
tients on  the  other  MAO  inhibitors.  The  possibil- 
ity of  these  reactions  should  always  enter  into  the 
decision  to  employ  these  agents  therapeutically.  If 
the  therapeutic  merit  outweighs  this  risk,  it  is  im- 
perative to  warn  the  patient  of  the  foods  and 
drugs  which  must  be  avoided.  (Abstracted  for 
The  Middle  Tennessee  Heart  Association  by  John 
A.  Oates,  M.D.,  Nashville.) 
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The  authors  believe  that  the  symptoms  of  engorgement  and  discomfort,  as  well  as  lactation  may  be 
controlled  by  the  preparations  used  in  their  study.  There  is  much  variability  which  no  doubt  is 

individual. 

The  Comparative  Effectiveness  of  Preparations 
in  the  Control  of  Postpartum  Breast  Symptoms 

G.  J.  ALLISON,  M.D.,  and  E.  M.  CLAYTON,  JR.,  M.D.,*  Nashville,  Tenn. 


Attempts  at  the  relief  of  breast  discom- 
fort resulting  from  the  physiologic  engorge- 
ment and  lactation  in  the  postpartum  period 
has  prompted  numerous  studies  of  short- 
acting and  long-acting  medications.  These 
include  estrogens  (steroid  and  nonsteroid) , 
androgens,  and  estrogen-androgen  combina- 
tions for  both  oral  and  intramuscular  use. 
Estrogen  or  progesterone  alone,  or  in  com- 
bination have  been  evaluated  with  varying 
degrees  of  success,  though,  theoretically, 
these  hormones  should  be  most  effective.1 
Estrogen  or  androgen  or  a combination  of 
the  two  has  been  the  most  consistant  medi- 
cation in  giving  good  results,2  though 
Noyes3  does  not  share  in  this  opinion  in  re- 
gard to  androgen  preparations.  Thus  it  is 
apparent  from  reviewing  the  literature  that 
no  one  hormone  or  combination  of  hor- 
mones has  given  completely  satisfactory  re- 
sults in  the  suppression  of  postpartum  lac- 
tation. 

The  primary  purpose  of  this  study  is  to 
compare  the  effectiveness  of  the  prepara- 
tions which  are  now  or  have  been  most 
widely  used  in  the  Nashville  area.  This 
study  also  includes  one  group  of  patients 
who  received  no  hormones  and  another 
group  who  received  intramuscular  injec- 
tions of  chlorotrianisene  in  oil  (a  prepara- 
tion which  was  used  on  an  experimental 
basis)  .t  The  project  was  conducted  at  three 
of  Nashville’s  hospitals,  Nashville  General, 
Mid-State  Baptist,  and  Saint  Thomas. 

Materials  and  Methods 

A total  of  429  maternity  patients  admit- 

*From  the  Departments  of  Obstetrics  and  Gyne- 
cology, the  Nashville  General  Hospital.  Mid-State 
Baptist  Hospital,  and  Saint  Thomas  Hospital, 
Nashville,  Tenn. 

fTACE — Wm.  S.  Merrell,  Co. 


ted  to  the  obstetric  service  in  these  hospi- 
tals were  studied.  Both  primiparas  and 
multiparas  were  included,  no  distinction 
being  made  between  the  two. 

The  criteria  for  inclusion  in  the  study 
were  an  expressed  wish  not  to  breast  feed, 
hospitalization  for  at  least  four  days,  and 
availability  for  questioning  three  to  six 
weeks  after  discharge  from  the  hospital. 

Table  I shows  the  drugs  used,  dosage, 
mode  of  administration  and  the  number  of 
patients  treated  with  each  drug.  The  65 
patients  who  received  no  hormones  were 
given  supportive  therapy  such  as  breast 
binders,  ice  packs,  and  sedation.  Two  dosage 
levels  of  the  experimental  chlorotrianisene 
and  Deladumone  2X**  were  given.  Since  a 
preliminary  evaluation  shows  that  paren- 
teral chlorotrianisene,  2 ml.,  was  much  less 
effective  than  Deladumone  2X,  2 ml.,  a sec- 
ond injection  of  parenteral  chlorotrianisene. 
2 ml.,  was  given  12  hours  after  the  first.  To 
compare  the  two  parenteral  preparations  on 
a dose  for  dose  basis,  a second  injection  of 
Deladumone  2X,  2 ml.,  was  also  given  to  pa- 
tients in  that  group. 

A special  effort  was  made  to  give  all  med- 
ications as  soon  as  possible  after  delivery, 
since  previous  studies  have  shown  that 
maximum  effectiveness  is  obtained  only 
when  the  preparations  are  given  early.2  In 
most  of  the  patients  the  intramuscular  med- 
ications were  given  while  the  patient  was 
still  in  the  delivery  room,  and  the  oral  med- 
ications as  soon  as  the  patient  was  able  to 
tolerate  them. 


* "Deladumone  2X  contains  testosterone  enan- 
thate  and  estradiol  valerate  (For  dose  of  each  see 

Table  1). 
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Table  I 

No.  of 


Preparation 

Concentration 

Dosage 

Administration 

Patients 

No  medication 

65 

Stilbestrol 

5 mg.  cap. 

5 

mg.  t.i.d.  x 5 das. 

Oral 

61 

Chlorotrianisene* 

12  mg.  cap. 

12 

mg.  q.i.d.  x 7 das. 

Oral 

53 

Chlorotrianisene 

72  mg.  cap. 

72 

mg.  t.i.d.  x 3 das. 

Oral 

45 

Methallenestrillf 

20  mg.  cap. 

20 

mg.  b.i.d.  x 5 das. 

Oral 

53 

Chlorotrianisene  in  oil 

75  mg. /ml. 

2 

ml.  (1  dose) 

Intramuscular 

44 

Chlorotrianisene  in  oil 

75  mg. /ml. 

2 

ml.  x 2 

Intramuscular 

48 

Testosterone  Enanthate# 

130  mg. /ml. 

2 

ml.  ( 1 dose) 

Intramuscular 

33 

Estradiol  Valerate 

8 mg. /ml. 

Testosterone  Enanthate 

180  mg. /ml. 

2 

ml.  x 2 

Intramuscular 

27 

Estradiol  Valerate 

8 mg. /ml. 

Total  429 

*Tace,  fVallestril,  #Deladumone 


The  three  symptoms  evaluated  were  en-  group  receiving  only  supportive  treatment 


gorgement,  discomfort,  and  lactation.  One  showed  the  highest  incidence  of  engorge- 


physician  was  responsible  for  evaluating 
each  group  in  each  hospital.  Every  patient 
was  observed  and  questioned  daily  during 
hospitalization  by  that  physician.  The  three 
symptoms  were  originally  graded  by  each 
observer  according  to  the  degree  of  sever- 
ity, but  because  of  difficulties  in  the  inter- 
pretation of  this  necessarily  subjective 
grading,  only  the  presence  or  absence  of 
these  findings  is  presented  here.  It  is 
thought  that  of  the  three  observations,  pres- 
ence or  absence  of  engorgement  and  lacta- 
tion are  the  most  significant  as  an  indica- 
tion of  successful  treatment. 


ment  on  all  days. 

Figure  2 shows  the  incidence  of  discom- 
fort. The  highest  incidence  (46%)  occurred 
on  the  third  day  in  the  group  that  received 
no  medication.  Both  groups  receiving 
chlorotrianisene  in  oil  had  their  highest  in- 
cidence on  the  third  day,  and  with  the  ex- 
ception of  the  group  which  received  no 
medication,  were  significantly  higher  than 
all  others.  The  incidence  of  discomfort  was 
consistently  low  in  the  stilbestrol  group 
and  in  the  groups  receiving  chlorotrian- 
isene orally  and  injections  of  Deladumone 
2X. 


Results 

Except  in  the  group  receiving  no  medica- 
tion and  that  receiving  stilbestrol  the  num- 
ber of  patients  having  breast  symptoms  on 
the  first  postpartum  day  was  negligible. 
The  peak  incidence  of  breast  complications 
in  most  patients  was  reached  by  the  third 
day  and  in  the  remainder  by  the  fourth 
day.  The  pertinent  evaluations,  therefore, 
were  those  for  the  second,  third,  and  fourth 
days. 

Figure  1 shows  the  incidence  of  engorge- 
ment in  each  group.  The  occurrence  of  en- 
gorgement was  more  frequent  on  the  third 
day  than  on  the  second,  with  the  exception 
of  those  given  a single  dose  Deladumone 
2X.  Here,  the  incidence  was  the  same  for 
both  days  (12%).  The  incidence  of  en- 
gorgement was  less  on  the  fourth  day  than 
on  the  third  in  those  receiving  chlorotrian- 
isene or  12  mg.,  4 ml.  intramuscularly  and  if 
no  medication  was  given.  Engorgement 
was  greatest  on  the  fourth  day  with  meth- 
allenstrill  and  chlorotrianisene  72  mg.  The 


Figure  3 shows  the  incidence  of  lactation. 
Here,  again,  the  highest  incidence  was  in 
the  group  that  received  no  medication 
(69%).  However,  the  peak  incidence  was 
on  the  fourth  day  instead  of  the  third  as  in 
the  other  parameters.  With  reference  to 
engorgement  and  discomfort,  there  is  little 
difference  in  the  two  Deladumone  groups; 
however,  concerning  lactation,  there  is  a 
much  lower  incidence  in  the  group  that  re- 
ceived a second  injection.  With  reference 
to  lactation  and  discomfort,  there  was  vir- 
tually no  differences  in  the  two  groups  re- 
ceiving chlorotrianisene  orally  but  there 
was  a marked  increase  in  engorgement  on 
the  fourth  day  in  those  receiving  72  mg. 

Discussion 

The  incidence  among  the  total  number  of 
patients  of  puerperal  complications  such  as 
hemorrhage,  delayed  cessation  of  postpar- 
tum bleeding,  rebound  lactation  and  en- 
gorgement, and  apparent  drug  reactions 
was  not  sufficiently  different  items  in  the 
several  groups  as  to  warrant  comment. 
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Therefore,  this  information  does  not  appear 
in  the  graphic  portion  of  the  drug  evalua- 
tions. 

We  were  impressed  with  the  importance 
of  giving  a drug  that  was  easily  tolerated, 
safe  to  administer,  and  in  a form  so  the  dos- 
age could  be  completed  before  the  patient’s 
discharge  from  the  hospital.  These  factors 
seemed  to  be  just  as  important  in  the  pa- 
tient’s response  as  the  type  of  hormone 
used.  It  would  appear  from  this  study  that 
there  are  at  least  two  available  prepara- 
tions that,  when  given  in  the  proper  dosage, 
meet  the  above  criteria  and  result  in  an  ex- 
cellent response. 


Summary 

A total  of  429  women  on  eight  different 
regimens  were  evaluated  for  the  effective- 
ness of  drugs  in  preventing  postpartum 
breast  lactation,  engorgement,  and  pain. 
The  standard  of  comparison  for  this  study 
was  a group  of  65  patients  who  were  given 
no  medication,  and  received  only  supportive 
measures  for  the  prevention  of  lactation. 
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CASE  REPORT 

Chronic  Salmonella  Carrier 
Treated  with  Ampicillin 

Robert  H.  Hutcheson,  Jr.,  M.D.,*  Nashville,  Tenn. 

A 50  year  old,  white  woman  was  admitted  to  a 
Nashville  hospital  with  a year’s  history  of  inter- 
mittent diarrhea  and  a week’s  history  of  a 12 
pound  weight  loss  associated  with  profuse  diarrhea. 

Salmonella  typhimurium  was  isolated  from  the 
stools.  The  barium  enema  was  reported  negative; 
cholecystogram  was  not  done. 

Symptoms  cleared  rapidly  during  a 10  day 
course  of  chloramphenicol,  0.5  gm.  twice  a day. 
Although  the  patient  remained  clinically  well  and 
free  of  diarrhea,  the  stools  remained  positive  for 
Sal.  typhimurium  for  13  months.  Only  2 of  14 
cultures  were  negative.  During  the  13  month  pe- 
riod, the  patient  received  a 1 week  course  of 
chloramphenicol  with  a dose  of  1.5  gm.  daily.  The 
Salmonella  persisted  in  the  stool. 

Ampicillinf  was  then  given,  750  mg.  4 times  a 
day  for  3 weeks.  Although  a 6 week  course  was 
planned,  the  drug  was  stopped  at  3 weeks  be- 

*From the  Department  of  Health,  Metropolitan 
Government,  Nashville,  Tenn. 

fPolycillin  brand,  donated  by  the  local  Bristol 
Laboratories  Representative. 


cause  of  an  uncomfortable,  generalized  urticarial 
rash.  The  rash  persisted  for  3 weeks  during  a 
course  of  diphenhydramine,  50  mg.  3 times  a day. 

Five  subsequent  stools  have  been  cultured;  all 
were  negative  and  had  been  collected  at  more 
than  one  week  apart. 

Comment.  The  only  other  chronic** *  car- 
rier of  Salmonella  typhimurium  reported 
as  treated  with  ampicillin  remained  a car- 
rier even  though  treated  with  2 Gm.  daily 
for  4 weeks.1  This  present  more  encourag- 
ing case  report  indicates  that  ampicillin 
deserves  further  trial  in  chronic  carriers  of 
Sal.  typhimurium  to  test  its  effectiveness. 

I am  indebted  to  John  J.  Lentz,  M.D.,  for 
his  suggestions  in  the  management  of  the 
case  and  to  Mrs.  Marjorie  Hester,  R.N., 
P.H.N.  who  drove  over  400  miles  to  collect 
all  the  cultures. 

**Chronic  carrier  means  the  organism  is  cul- 
tured for  more  than  a year. 

Reference 

1.  Tynes,  Bayard  S.  and  Utz,  John  P.:  Factors 
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Prognosis  of  Cardiovascular  Disease:  An  Insur- 
ance Appraisal.  Ungerleider,  Harry  E.  and 
Higgins,  Eugene  V.:  Am.  J.  Cardiol.  13:576, 
1964. 

The  complex  nature  of  the  material  analyzed  in 
insurance  medicine  investigations  makes  the  ap- 
plication of  conclusion  to  a specific  individual  a 
somewhat  uncertain  venture.  Even  the  readily 
identified  overweight  person  presents  a combina- 
tion of  endogenous  and  exogenous  influences,  so 
confusingly  interwoven  that  no  one  can  say  with 
certainty  the  individual  is  going  to  conform  to 
the  life  expectancy  pattern  our  classification  fore- 
casts for  him.  We  can  come  to  action-guiding 
conclusions  only  on  the  group,  but  awareness  of 
what  the  group  is  to  expect  can  be  exceedingly 
useful  in  our  thinking  about  the  individuals  in  it. 

The  estimated  mortality  ratio  expresses  the 
medical  prognosis  by  comparing  the  expected 
death  rate  of  the  group  of  which  the  impaired  in- 
dividual is  a member,  with  that  of  a standard 
group  regarded  as  having  100%  mortality  ratio. 
Recent  years  have  seen  the  extension  of  mortailty 
ratio  prognostications,  admittedly  on  an  experi- 
mental basis,  into  the  600  to  1,000%  range.  This 
means  a death  rate  6 to  10  times  the  standard  ex- 
pectation. 

Clinical  medicine  most  often  considers  the  rate 
of  survival  among  a group  of  impaired  individ- 
uals who  have  received  various  kinds  of  therapy. 
In  insurance  medicine  the  other  side  of  this  coin 
is  analyzed,  i.e.,  the  rate  of  death  for  this  is  the 
basis  of  insurance  cost. 


The  establishment  of  a basic  mortality  table,  a 
pattern  with  which  the  observed  death  rates  and 
life  expectancies  of  superstandard,  standard,  and 
substandard  individuals  can  be  compared,  is  a 
complex  mathematical  procedure. 

The  degree  of  substandard  mortality,  i.e.,  the 
increase  over  standard,  is  not  a direct  measure  of 
reduced  life  expectancy.  The  average  expecta- 
tion of  life,  shows  that  a 200%  mortality  ratio 
(i.e.,  twice  the  expected  death  rate)  does  not  re- 
sult in  a life  expectancy  exactly  half  that  of  the 
standard  group  having  the  basic  100%  mortality 
ratio.  A high  substandard  mortality  ratio  carries 
with  it  a less  sizable  loss  of  life  expectancy  than 


Average  Expectation  of  Life 


Age 

100% 

150% 

200% 

250% 

300% 

400% 

500% 

20 

51 

48 

45 

42 

39 

37 

34 

25 

46 

43 

40 

38 

35 

33 

31 

30 

41 

39 

36 

34 

32 

30 

28 

35 

37 

35 

31 

29 

28 

26 

24 

40 

32 

30 

27 

25 

24 

22 

20 

45 

28 

26 

23 

21 

20 

18 

16 

50 

24 

22 

20 

17 

16 

15 

13 

55 

20 

18 

16 

14 

13 

12 

10 

60 

16 

14 

12 

11 

10 

9 

8 

65 

13 

12 

10 

9 

8 

7 

6 

70 

10 

10 

9 

8 

7 

6 

5 

seems  proportionately  likely. 

Although  the  importance  of  even  slight  eleva- 
tions in  blood  pressure  in  terms  of  an  increased 
mortality  rate  has  been  demonstrated  by  life  in- 
surance studies,  many  individuals  considered  as 
having  essential  hypertension  do  not  progress 
into  serious  terminal  complications.  Identification 
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of  these  favorable  cases  in  their  early  stages  by 
any  studies  now  available  is  not  possible.  Most 
of  these  hypertensive  persons  will  not  have  a 
favorable  course  but  will  progress  by  intermittent 
stages  through  a 15  to  20  year  span  to  death,  on 
the  average,  in  the  6th  decade.  Treatment,  there- 
fore, appears  to  be  advisable  at  the  earliest  pos- 
sible identification,  or  even  reasonable  clinical 
suggestion,  of  essential  hypertension. 

We  base  our  anticipation  of  a favorable  mortal- 
ity ratio  for  persons  with  essential  hypertension 
under  treatment  on  a conviction  that  the  long 
term  efficacy  of  medical  control  of  the  increased 
blood  pressure  and  elevated  peripheral  resistance 
will  show  continued  improvement.  Our  mortality 
rates  are  adjusted  to  levels  lower  than  pretreated 
elevated  blood  pressure  would  require  and  are 
the  product  of  an  evaluation  of  such  factors  as 
the  type  of  medication,  the  duration  of  treatment, 
the  duration  of  effective  control,  and  the  degree  of 
blood  pressure  reduction  produced  and  maintained. 

Prior  to  the  mid-fifties,  only  an  occasional  indi- 
vidual presenting  a history  of  cardiac  surgery 
was  eligible  for  life  insurance.  The  few  cases 
consisted  mostly  of  closure  of  a patent  ductus  and 
correction  of  aortic  coarctation  by  excision  and 
end-to-end  anastomosis.  In  the  past  7 years 
medical  and  surgical  progress  has  produced  con- 
vincing evidence  that  our  prognostic  efforts  must 
be  extended  to  include  the  results  of  cardiac  sur- 
gery. Only  in  very  recent  times  have  increasing 
skills  and  reduced  operative  mortality  brought 
this  form  of  surgery  from  the  relief  of  disabling 
symptoms  and  life-threatening  stress  to  the  point 
where  it  may  be  done  as  preventive  therapy.  As 
the  number  of  such  operations  increase,  the  long 
term  mortality  of  the  group  can  certainly  be  ex- 
pected to  improve.  There  is,  as  yet,  only  a short 
term  experience  to  suggest  the  future  for  these 
patients.  For  that  reason,  the  mortality  prognosti- 
cations made  here  are  necessarily  experimental  and 
subject  to  revision  as  our  knowledge  increases. 

Interatrial  Septal  Defects:  These  are  among  the 
most  frequent  congenital  cardiac  defects.  More 
than  50%  of  individuals  with  an  atrial  septal  de- 
fect will  live  past  50  years  of  age  even  though 
untreated.  An  increased  mortality  ratio  of  about 
200%  may  be  applied  to  some  of  these  cases,  but 
the  detailed  studies  possible  today,  if  secure,  could 
warrant  a better  evaluation.  Medico-actuarial  in- 
surance statistics  are  not  sizable  enough  in  this, 
nor  in  any  of  the  congenital  cardiac  defects,  to 
give  more  than  approximate  mortality  experience. 

Interventricular  Septal  Defects:  A wide  range 
of  patencies  exists  in  this  structural  defect.  Some 
are  so  extensive  they  cause  early  death,  while 
others  are  associated  with  as  small  as  a 5%  loss 
in  life  expectancy.  Because  of  the  lack  of  specific 
detail  concerning  them  in  the  past,  their  clinical 
presence  was  given  a prognostic  evaluation  gener- 
ally similar  to,  but  sometimes  more  favorable, 
than  that  outlined  above  for  an  atrial  defect. 

Coarctation  of  the  Aortas:  Most  of  these  defects 
are  correctable  by  surgery.  Close  follow-up  of 


infants  (as  well  as  extensive  animal  studies) 
show  that  after  a well  performed  anastomosis, 
normal  growth  of  the  aorta  continues.  This  per- 
mits earlier  operation  than  was  at  first  thought 
possible. 

A person  in  the  3rd  decade  of  life  with  a coarc- 
tation productive  of  minimal  signs  and  symptoms 
is  classed  as  having  a probable  mortality  ratio 
of  400%.  This  carries  approximately  a 15  year  re- 
duction in  life  expectation.  If  surgery  corrected 
the  defect  by  an  end.  to.  end  anastomosis,  one 
year  later  with  satisfactory  examination  and 
studies  the  individual  could  be  classed  in  the 
standard  mortality  group  for  his  age.  Where  a 
graft  is  used,  homograft  or  synthetic,  a longer 
period  of  postponement,  two  or  three  years,  and  a 
mortality  ratio  of  300%  would  be  anticipated  as 
the  likeliest  estimate  of  the  patient’s  status. 

Mitral  Stenosis:  According  to  both  clinical  and 
medico-actuarial  insurance  evaluation,  this  lesion 
carries  a serious  prognosis.  The  best  of  the 
group,  i.e.,  those  with  no  significant  symptoms 
and  no  hypertrophy,  are  given  a 400%  to  500% 
mortality  ratio.  Surgical  treatment,  as  reported 
by  Ellis  on  1,000  mitral  valvuloplasties,  has  pro- 
duced a survival  result  considerably  better  than 
any  based  on  medical  care  alone.  However,  valve 
surgery  in  rheumatic  stenosis  is  palliative,  not  cu- 
rative. The  rheumatic  state  continues,  and  cardiac 
deterioration  with  such  complications  as  resteno- 
sis of  the  valve,  increasing  stiffness  of  the  valve, 
hypertrophy,  fibrillation  and  congestive  failure 
may  develop  and  progress.  Most  recent  reports 
indicate  that  the  increasing  correction  of  mitral 
stenosis  by  open  heart  surgery  significantly  re- 
duces the  hazard  of  restenosis. 

Aortic  Stenosis:  This  lesion  may  be  asympto- 
matic for  many  years,  but  when  evidence  of  its 
presence  occurs  as  angina,  dizziness,  heart  failure, 
edema,  dyspnea  and  the  like,  death  may  be  only 
one  to  two  years  away.  The  individual  who  has 
not  had  surgery  but  presents  clinical  evidence  of 
aortic  stenosis  without  symptoms  of  hypertrophy 
may  expect  a mortality  ratio  ranging  from  250% 
to  more  than  500%,  depending  on  his  age  and 
medical  history. 

Pulmonic  Stenosis:  This  fairly  frequent  form  of 
congenital  heart  disease  may  involve  the  pulmon- 
ic valve  alone,  or  infundibular  obstruction,  or 
both  in  combination.  Open  operation  permits 
good  correction  of  the  defect,  and  in  selected 
cases  two  or  three  years  after  surgery  a mortality 
ratio  of  300  to  500%  may  be  anticipated. 

Endarterectomy  or  thromboendarterectomy  as 
used  for  almost  ten  years  has  given  some  good 
long  term  results.  One  modification  of  the  proce- 
dure which  appears  likely  to  increase  the  favora- 
ble relief  of  symptoms  for  even  longer  periods  of 
time  is  the  combination  of  endarterectomy  and  an 
autogenous  venous  graft  which  permits  the  crea- 
tion of  an  enlarged  and  more  flexible  vessel.  An- 
other procedure  which  combines  favorably  with 
endarterectomy  in  selected  cases  is  sympathecto- 
(Continued  on  page  55) 
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Baptist  Memorial  Hospital,* 

Memphis,  Tenn. 

Hepatoma  With  Production  of 
Parathyroid  Hormone 

This  56  year  old  white  woman,  who  had  never 
been  ill  previously,  was  admitted  to  Baptist 
Memorial  Hospital  on  June  21,  1964,  semicoma- 
tose  and  died  5 days  later. 

Her  sister,  who  accompanied  her,  related  a 
history  of  inconstant  abdominal  pain  in  the  right 
upper  quadrant  which  would  come  and  go,  lasting 
from  a few  minutes  to  a few  hours  each  time. 
There  was  marked  intensity  of  the  pain  with 
some  of  the  exacerbations,  but  this  followed  no 
constant  pattern.  In  addition,  from  the  onset  she 
had  had  marked  anorexia,  and  upon  one  or  two 
occasions  felt  as  though  she  had  fever.  She  was 
somewhat  nauseated  but  never  vomited;  her  bow- 
el movements  were  scanty  although  normal  in 
color.  The  urine  had  a normal  color. 

Ten  days  after  becoming  ill,  she  developed 
marked  weakness  and  lethargy  and  was  seen  for 
the  first  time  by  her  family  physician  who  admit- 
ted her  to  the  local  hospital  on  June  14. 

Laboratory  studies  as  reported  from  this  hospi- 
talization were  as  follows:  On  June  14  the  Hgb. 
was  13  Gm.,  Pcy.  39%,  WBC.  count  10,500  with 
61%  P.M.N.  and  39%  lymphs.  Urinalysis  showed 
specific  gravity  of  1.020  with  a trace  of  sugar  and 
negative  microscopically;  it  was  negative  for 
bile  and  protein.  On  June  15  a WBC.  count  was 
15,900  with  78%  P.M.N.  and  22%  lymph.  Urinalysis 
showed  4+  glucosuria,  but  the  patient  had  been 
receiving  glucose  intravenously.  Cephalin  floccu- 
lation was  reported  as  2+  at  24  hrs.  and  3+  at  48 
hrs.;  fasting  blood  sugar  was  97  mg.,  per  100  ml. 
and  BSP  showed  8.5%  retention  at  45  min.  On 
June  16  the  urine  was  negative  for  bile.  Serum 
bilirubin  was  0.9  mg.  per  100  ml.  On  June  19, 
Hgb.  was  11  Gm.,  PCV.  32%,  WBC.  count  13,450 
with  80%  P.M.N.  and  20%  lymphs;  fasting  blood 
sugar  was  120  mg.  and  bilirubin  was  unchanged. 

A plain  x-ray  film  of  the  abdomen  dated  June 
16,  1963,  revealed  a normal  abdomen  except  for 
an  unusually  large  amount  of  small  bowel  gas 
scattered  throughout  the  abdomen. 

While  in  the  hospital,  she  developed  fever,  was 
accompanied  by  rigors.  After  3 days  in  the  hos- 
pital she  developed  pernicious  vomiting  and  was 
treated  with  fluids  intravenously,  and  a Levine 
tube  was  inserted.  Her  condition  gradually  de- 
teriorated and  she  lapsed  into  periods  of  uncon- 
sciousness. For  3 days  prior  to  transfer  to  the  Bap- 
tist Hospital  she  responded  only  to  painful  stimuli. 

On  admission  to  Baptist  Hospital,  the  patient 
was  semicomatose  but  could  be  awakened  with 
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difficulty.  The  B.P.  was  150/70,  P.  104  and  regu- 
lar, and  T.  101.4%  (R).  Other  pertinent  physical 
findings  included  a supple  neck,  equal  and  round 
pupils  which  reacted  to  light.  She  was  edentu- 
lous. Examination  of  the  lungs  thought  to  be  inad- 
equate, but  no  abnormalities  were  noted.  A 
grade  III  apical,  systolic  murmur  was  heard; 
there  was  occasional  premature  beats.  The  abdo- 
men moved  freely  with  respiration,  was  soft,  and 
apparently  was  more  tender  as  the  right  upper 
quadrant  and  epigastric  areas  were  approached. 
The  gallbladder  was  not  palpable,  but  the  liver 
was  thought  to  be  diffusely  enlarged.  Bowel 
sounds  were  present,  and  there  was  no  evidence 
of  ascitic  fluid.  No  abnormal  masses  were  felt.  Rec- 
tal examination  was  negative.  There  was  no  edema 
of  the  extremities,  and  both  femoral  arteries  were 
palpable  as  were  the  more  peripheral  arteries. 

Admission  Laboratory  Studies.  PCV.  was  32%, 
Hgb.  11  Gm.,  WBC  count  23,000  with  89  P.M.N.  1 
P.M.E.,  8 lymphs  and  2 monos.  Urinalysis 

showed  a specific  gravity  of  1.008,  pH  6.0,  2+  pro- 
tein, negative  for  glucose  and  microscopically. 
Blood  sugar  on  admission  was  215  mg.  and  BUN. 
44  mg.  per  ml.  Serum  electrolytes  were  sodium 
137  potassium  2.5,  chloride  101,  and  bicarbonate 
28  mEq/L.  Blood  ammonia  was  180  mg.,  and 
PBI.  7.4  meg.  per  100  ml. 

The  following  day  the  bilirubin  was  1.1  mg., 
direct  0.4,  indirect  0.7  mg.  per  100  ml.,  alkaline 
phosphatase  20  K-A  units,  SGPT  51  units  and 
BSP.  test  showed  32.4%  dye  retained  at  45  min. 
BUN  repeated  the  following  day  was  57.  At  this 
time  her  WBC.  count  was  20,000  with  89%  P.M.N., 
2%  P.M.E.,  9%  lymphs.  Urine  and  multiple 
blood  cultures  showed  no  growth. 

On  the  3rd  day  following  admission,  the  serum 
calcium  was  17.3  mg.,  and  phosphorus  3.0  mg.  per 
100  ml.  and  magnesium  1.1  mEq/L.  Serum  cal- 
cium the  following  day  was  16.5  mg.  In  the  inter- 
im she  had  been  given  fluids  and  potassium  par- 
enterally.  By  June  25  (4th  day)  the  serum  elec- 
trolytes showed  sodium  136,  potassium  5.9,  chlo- 
ride 108,  and  bicarbonate  mEq/L;  the  BUN  was  61 
mg.  On  this  same  date  a x-ray  examination  (por- 
table) of  the  chest  was  suggestive  of  rather  ex- 
tensive patchy  pulmonary  edema. 

The  patient’s  hospital  course  was  one  of  grad- 
ual deterioration.  She  had  an  intermittent  low- 
grade  fever  reaching  100.6°  (R)  after  the  day  of 
admission.  A Levine  tube  was  constantly  connect- 
ed to  Wangensteen  suction  and  a Foley  catheter 
was  inserted.  Although  she  was  maintained  on 
fluids  intravenously,  she  became  less  and  less  re- 
sponsive; but  even  so,  it  was  thought  there  was 
more  generalized  abdominal  tenderness.  After  the 
blood  cultures  were  drawn  on  June  21  and  June 
22,  she  was  treated  with  large  doses  of  Tetra- 
cycline and  streptomycin  parenterally  with  no 
appreciable  effect. 

Physical  findings  throughout  the  hospitalization 
remained  about  the  same,  and  in  spite  of  the  x- 
ray  findings,  she  did  not  have  any  of  the  physical 
findings  of  pulmonary  edema.  There  was  no  ve- 
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nous  distention.  The  lungs  were  essentially  clear 
and  she  had  no  tachycardia  or  gallop  rhythm.  An 
EKG  done  on  June  25  was  read  as  showing  non- 
specific ST  and  T wave  changes.  Twelve  hours 
before  she  died  she  became  tachypneic  with 
respiratory  rate  of  52.  Neurologic  examination 
was  continuously  normal. 

A few  hours  before  death  she  went  into  shock, 
developed  tachycardia,  was  noted  to  be  perspiring 
profusely,  seemed  quite  pale,  and  in  a deep  coma 
from  which  she  did  not  awaken.  She  died  at  9:15 
a.m.  on  June  26.  An  autopsy  was  performed. 

DR.  WILLARD  G.  GLASS:  May  we  see 
the  chest  x-rays? 

DR.  JAMES  L.  BOOTH:  This  is  a film 
made  by  portable  equipment  the  day  before 
the  patient  died.  There  is  a hilar  infiltrate 
bilaterally  suggesting  the  possibility  of  pul- 
monary edema.  Both  leaves  of  the  di- 
aphragm appear  in  normal  position.  The 
magnified  shadows  of  the  hilar  areas  could 
be  on  the  basis  of  the  short  distance  from 
which  the  film  was  made.  The  patient  was 
not  cooperative  and  this  was  probably  the 
best  they  could  do.  I am  not  too  impressed 
by  this  representing  pulmonary  edema,  nor 
can  I be  sure  what  other  interpretation  to 
give  it.  It  looks  like  some  bilateral  hilar 
infiltrate. 

DR.  GLASS:  My  approach  to  this  case  is 
centered  around  disease  processes  primarily 
involving  the  liver,  at  least  those  which 
primarily  or  in  a secondary  manner  involve 
the  liver  to  a severe  degree.  From  the  pro- 
tocol one  gets  the  impression  that  the  cli- 
nicians were  concerned  about  this  patient’s 
having  hepatic  coma,  and  they  mention  an 
entirely  normal  neurologic  examination  in 
the  terminal  illness.  In  considering  the 
possibility  of  hepatitis  in  this  case,  one  is 
struck  by  the  fact  that  there  was  no  jaun- 
dice. Further,  the  glutamic  pyruvic  trans- 
aminase enzymes  were  elevated  only  to  a 
mild  degree.  One  would  think  with  diffuse 
hepatocellular  disease,  such  as  hepatitis  or 
subacute  necrosis  of  the  liver,  one  would 
certainly  encounter  jaundice  in  a patient  as 
ill  as  this  woman  was.  One  should  find 
higher  transaminase  values.  She  lived  a 
little  long  for  the  picture  of  acute,  diffuse 
necrosis  of  the  liver. 

The  patient  has  been  well  presumably  all 
her  life  prior  to  this  terminal  illness.  There 
is  nothing  to  suggest  or  underline  long- 
standing gallbladder  disease.  There  is  noth- 
ing to  suggest  cholecystitis  or  complications 


of  it,  such  as  empyema  of  the  gallbladder. 
In  view  of  this  previous  normal  history,  py- 
elophlebitis  from  a suppurative  process  in 
the  abdomen,  such  as  acute  appendicitis  or 
even  from  the  gallbladder  or  other  intesti- 
nal problems,  seems  unlikely  without  any 
inkling  of  any  previous  illness.  The  patient 
did  have  chills  and  fever  and  one  would 
consider  cholangitis  or  infection  in  the  bili- 
ary duct  system,  but  for  much  the  same 
reason  that  I discarded  gallbladder  disease 
and  its  allied  complications,  I would  lay 
cholangitis  aside. 

Occlusion  of  the  hepatic  vein  at  times  is  a 
rapidly  fatal  disease.  It  may  be  secondary 
to  thrombosis  of  the  hepatic  veins,  or  the 
hepatic  veins  may  be  invaded  by  malignan- 
cy or  tumor  thrombus,  or  so-called  Budd- 
Chiari  syndrome.  Most  of  these  patients 
develop  ascites  and  may  or  may  not  be 
jaundiced.  In  this  patient  we  had  no  inkling 
that  she  had  ascites. 

Lymphomas  may  involve  the  liver  pri- 
marily or  other  abdominal  organs  and  pro- 
duce fever  and  chills.  In  a patient  as  ill  as 
she  had  been,  one  would  again  expect  to 
find  some  jaundice  to  go  with  a lymphoma. 
Also  she  seems  to  have  had  a rather  short 
total  course  for  lymphoma  seemingly 
confined  to  the  abdomen.  I was  struck  by 
the  high  bromsulphthalein  retention  which 
developed  over  a period  of  just  two  weeks. 
The  alkaline  phosphatase  was  moderately 
elevated,  about  as  high  as  it  tends  to  be- 
come in  primary  or  metastatic  malignant 
disease  of  the  liver. 

The  hypercalcemia,  I think,  in  this  proto- 
col is  significant.  Hypercalcemia  is  found 
in  a variety  of  malignant  diseases,  more 
commonly  in  carcinoma  of  the  breast  and 
carcinoma  of  the  lung.  Also  it  may  occur 
in  malignancies  of  the  stomach,  ovaries,  and 
hydronephromas;  in  fact,  it  may  arise  from 
almost  any  malignant  neoplasm.  There  need 
not  be  obvious  bony  metastases  to  explain 
the  hypercalcemia.  In  considering  hyper- 
calcemia alone,  it  is  seen  in  sarcoidosis  at 
times.  My  feeling  is  that  this  patient  had 
too  rapid  a course  to  consider  seriously  sar- 
coidosis. There  is  no  history  that  the  pa- 
tient had  vitamin  A intoxication.  We  have 
no  strong  feeling  that  she  had  hyperpar- 
athyroidism as  a primary  disease.  Hyper- 
thyroidism also  gives  rise  to  hypercalcemia 
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at  times  and  it  is  also  found  occasionally  in 
adrenal  insufficiency.  People  who  are  im- 
mobilized for  fractures  may  have  hypercal- 
cemia, and  those  who  have  Paget’s  disease 
immobilized  in  the  bed  may  exhibit  hyper- 
calcemia. 

With  the  obvious  hepatic  involvement 
this  patient  had,  I would  consider  she  had  a 
malignancy  of  the  liver.  On  the  basis  of 
statistics  one  would  certainly  consider  met- 
astatic disease  over  a primary  hepatoma, 
which  is  not  a common  neoplasm.  We  can- 
not rule  out  the  possibility  that  this  woman 
had  a primary  hepatoma  and  so  we  will 
have  to  leave  it  in  the  general  group  of 
malignancy.  Carcinoma  of  the  pancreas,  ar- 
ising either  in  the  tail  or  the  body,  may  me- 
tastasize to  the  liver  to  such  an  extensive 
degree  as  we  see  here  to  cause  this  much 
illness  and  to  explain  the  hypercalcemia.  I 
have  no  strong  feeling  for  considering  car- 
cinoma of  the  stomach  or  colon  or  other 
previously  mentioned  sites  for  hypercal- 
cemia. On  the  basis  of  common  things  being 
the  more  likely  diagnosis,  I would  consider 
that  despite  the  fact  that  the  patient  had  no 
classical  pain  in  the  back  at  the  diaphrag- 
matic level,  she  may  well  have  had  a small 
primary  carcinoma  of  the  tail  or  body  of 
the  pancreas  with  extensive  metastases  to 
the  liver. 

We  have  looked  at  the  chest  x-ray  film. 
We  cannot  discard  the  shadows,  yet  I do 
not  know  if  we  can  place  great  significance 
on  them,  but  they  are  quite  compatible 
with  even  metastases  to  the  lungs  of  a car- 
cinomatous process.  The  fluctuation  of  the 
blood  sugar  and  the  intermittent  episodes  of 
mild  glycosuria  in  this  case  may  be  colored 
by  the  fact  that  the  patient  had  frequently 
had  fluids  intravenously,  or  again,  the  pa- 
tient may  have  had  enough  involvement  of 
the  pancreas  from  a malignancy  to  disturb 
the  carbohydrate  metabolism  to  this  extent. 
So  I am  going  to  leave  my  diagnosis  with 
carcinomatous  involvement  of  the  liver, 
probably  secondary  to  carcinoma  of  the 
pancreas. 

DR.  MAURY  BRONSTEIN:  Thank  you, 
Dr.  Glass.  We  will  open  the  floor  for  dis- 
cussion now.  Are  there  any  other  potential 
diagnoses,  comments  or  questions?  I might 
tell  you  what  some  of  the  medical  students’ 
diagnoses  included  today.  They  were  mul- 


tiple myeloma,  mesenteric  thrombosis,  and 
acute  hepatic  insufficiency  with  possible 
hepatoma.  We  will  hear  from  our  patholo- 
gist, Dr.  Kundel. 

DR.  DONALD  KUNDEL:  This  is  an  ex- 
tremely unusual  case.  There  are  less  than 
two  dozen  similar  cases  in  the  literature 
Dr.  Glass  did  hit  it  almost  on  the  nose.  This 
patient  at  autopsy  had  an  extensive  multi- 
nodular hepatoma  with  tumor  nodules  ex- 
tensively replacing  the  liver.  The  liver  was 
about  two  times  normal  size. 

The  tumor  was  growing  in  cords  and 
somewhat  resembled  liver  cells  though  it 
was  anaplastic.  (Fig.  1) . There  were  multi- 


Fig.  1.  Typical  field  of  hepatoma  (xlOO). 


pie  tumor  plugs  in  the  sinusoids  and  in  the 
venous  channels.  The  tumor  retained  a 
trabecular  growth  pattern  similar  to  normal 
liver  architecture  and  seemed  to  grow 
along  the  pre-existing  stroma. 

The  tumor  metastasized  to  the  periportal 
lymph  nodes,  and  there  were  microscopic 
metastases  to  the  lungs  (Fig.  2)  and  a sin- 
gle microscopic  metastasis  to  the  periosteum 
of  a vertebra.  In  an  attempt  to  explain  the 
cause  of  the  hypercalcemia,  we  took  multi- 
ple sections  of  bone  from  the  sternum,  ribs, 
vertebra,  and  pelvis  and  failed  to  demon- 
strate any  metastasis  to  these  bones.  The 
hypercalcemia  could  not  be  explained  on 
the  basis  of  tumor  metastasizing  to  the  bone 
and  producing  destruction  and  liberating 
calcium. 

The  next  tissue  evaluated  as  the  cause  of 
the  hypercalcemia  were  the  parathyroid 
glands.  All  four  parathyroid  glands  were 
found  and  all  were  small  and  normal  ap- 
pearing. (Fig.  3)  Microscopically  there  is 
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Fig.  2.  Metastatic  calcification  in  alveolar  walls 
of  lung  (xlOO). 


a normal  appearance  of  both  chief  and  pari- 
etal cells  and  some  fat  cells  throughout  the 
gland.  In  parathyroid  hyperplasia,  pri- 
mary or  secondary,  the  fat  of  the  gland  is 


Fig.  3.  Histologically  normal  parathyroid  (xlOO). 


replaced  by  parenchymal  cells.  In  primary 
hyperplasia  there  is  a predominance  of  a 
water-clear  type  cell.  In  secondary  hyper- 
plasia the  cell  type  is  varied  but  there  is 
enlargement  of  the  gland  and  replacement 
of  the  normal  fat  cells.  There  were  no  ade- 
nomas. 

Morphologic  evidence  of  hypercalcemia 
was  present  at  autopsy  in  the  form  of  met- 
astatic calcifications  in  the  lungs,  gastric 
mucosa  and  in  the  kidney.  (Fig.  4)  These 
are  three  sites  where  metastatic  cal- 
cification usually  occurs  because  these  are 
tissues  which  are  releasing  acids.  The  lung 
releases  carbon  dioxide,  the  stomach  se- 
cretes hydrochloric  .acid,  and  the  kidney 
excretes  the  acids  of  metabolism  into  the 
urine  and,  in  doing  so,  these  tissues  become 


Fig.  4.  Metastatic  calcification  in  tubules  of  kid- 
ney (xlOO). 


somewhat  alkaline  and  are  predisposed  to 
metastatic  calcification. 

The  lung  sections  showed  focal  cal- 
cification in  the  alveolar  septa  and  calcified 
debris  in  the  alveolar  sacs.  In  the  kidneys 
the  calcification  was  in  the  tubular  epitheli- 
um. It  is  assumed  that  this  was  the  cause  of 
the  gradually  increasing  BUN. 

The  case  was  selected  because  it  is  an 
example  of  hormone  production  by  a malig- 
nant tumor.  In  this  case  the  hormone 
would  be  the  parathyroid  hormone.  There 
is  a recent  good  discussion  of  these  cases  in 
the  New  England  Journal  of  Medicine J 
This  review  reported  that  there  have  been 
22  previous  cases  of  tumors  which  are  as- 
sumed to  have  produced  parathyroid  hor- 
mone-like  substance.  These  included  5 cases 
of  renal  cell  carcinoma,  5 squamous  cell 
bronchogenic  carcinomas,  2 ovarian  carcino- 
mas, 2 endometrial  carcinomas,  1 carcinoma 
of  the  vulva,  1 carcinoma  of  the  cervix,  1 
carcinoma  of  the  pancreas,  1 carcinoma  of 
the  colon,  a hemangiosarcoma  of  the  liver,  1 
hepatoma,  a lymphoma,  and  a squamous  cell 
carcinoma  of  the  gingiva.  In  each  case 
there  was  hypercalcemia  often  with  a low 
or  low  normal  phosphorous  level  and  with- 
out significant  bone  involvement  to  explain 
the  hypercalcemia.  Frequently  these  in- 
stances of  hypercalcemia  were  accompanied 
by  a low  potassium  level,  which  occurred  in 
our  patient;  though,  our  patient  may  have 
had  the  low  potassium  level  on  the  basis  of 
vomiting.  Alkaline  phosphatase  levels  vary 
depending  upon  the  extent  of  bone  involve- 
ment and  osteoblastic  reaction.  In  this  case, 
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the  elevated  alkaline  phosphatase  level  was 
probably  on  the  basis  of  obstructive  liver 
disease.  There  has  been  only  one  report  of 
demonstration  of  a parathyroid  hormone- 
like present  in  these  tumors.  However,  most 
of  these  cases  did  not  have  an  assay  of  the 
tumor  for  parathyroid  hormone.  In  several 
cases  following  removal  of  the  primary  tu- 
mor the  serum  calcium  level  fell  to  normal 
and  the  phosphorus  rose.  Hence,  there  was 
reversion  of  the  chemical  abnormalities  to- 
ward normal  with  removal  of  the  primary 
tumor,  then  later  with  recurrence  of  the  tu- 
mor there  reappeared  the  abnormal  chemi- 
cal findings.  It  is  granted  there  is  no  real 
proof  that  these  cases  are  examples  of  hor- 
mone production  by  tumor,  and  real  proof 
would  require  demonstration  of  parathyroid 
active  substances  in  these  tumors.  However, 
this  case  and  the  others  are  best  explained 
by  postulating  a parathyroid-like  hormone 
being  produced. 

A MEDICAL  STUDENT:  Do  you  expect 
secondary  atrophy  of  the  parathyroid 
gland? 

DR.  KUNDEL:  That  is  a good  question.  I 
would  expect  atrophy  of  parathyroid 
glands  to  the  same  extent  that  there  would 
be  atrophy  of  the  parathryoid  glands  if 
there  were  a parathyroid  adenoma.  Usually 
we  cannot  say  morphologically  there  is 
atrophy  of  these  parathyroids  when  there 
is  hyperfunctioning  adenoma  of  the  para- 
thyroid gland.  I am  not  enough  of  an  ex- 
pert on  the  parathyroid  gland  to  say  that 
there  was  atrophy.  It  is  my  opinion, 
though,  that  there  was  not.  People  who 
have  studied  parathyroid  glands  in  cases 
with  parathyroid  adenoma  generally  say 
there  is  not  atrophy  of  the  remaining  para- 
thyroid gland. 

SAME  MEDICAL  STUDENT:  My  ques- 
tion is,  since  there  was  no  bone  disease  pres- 
ent, what  was  the  source  of  calcium. 

DR.  KUNDEL:  It  was  undoubtedly  from 
the  bones.  I said  that  the  bones  did  not 
have  metastatic  disease  and  that  metastasis 
could  not  explain  the  hypercalcemia. 

DR.  DAVID  SCHEINBERG:  What  was 
the  status  of  the  pancreas? 

DR.  KUNDEL:  The  pancreas  was  normal 
both  grossly  and  microscopically  We  ex- 
amined it  carefully  to  rule  out  a primary 
pancreas  carcinoma. 


A PHYSICIAN:  Was  the  liver  large 

enough  to  show  on  a KUB  film? 

DR.  KUNDEL:  The  liver  weighed  2,600 
Gm,  so  it  was  nearly  double  normal  size. 
The  liver  edge  was  about  4 cm  below  the 
costal  margin. 

A PHYSICIAN:  The  explanation  for 

hypercalcemia  could  be  hyperproteinemia 
or  macroglobulinemia. 

DR.  KUNDEL:  Then  we  would  have  ex- 
pected to  find  some  evidence  of  myeloma  in 
the  bone  marrow  and  there  was  none.  Cer- 
tainly if  she  had  hyperproteinemia  it  could 
partially  explain  the  hypercalcemia.  How- 
ever, we  usually  have  in  malignant  disease 
a lowering  of  protein  levels  and  we  have  no 
morphologic  evidence  of  a disease  that 
would  raise  the  protein  level.  There  is  no 
evidence  of  a myeloma  nor  the  lymphoid 
plasma  cells  of  the  macroglobulinamia. 

Also  hyperproteinemia  usually  does  not 
cause  this  degree  of  hypercalcemia. 

A PHYSICIAN:  Was  there  any  amyloi- 
dosis? 

DR.  KUNDEL:  No. 

DR.  BRONSTEIN:  To  add  a little  color 
during  the  time  we  have  left,  I want  to  dis- 
agree with  Dr.  Kundel’s  statements — one, 
about  the  parathormone  production.  I know 
of  a case  in  which  there  was  proven  para- 
thormones not  in  the  tumor  but  circulating. 
In  this  case  it  was  found  that  there  was 
hyperplasia  of  one  of  the  parathyroid 
glands.  This  led  to  a new  concept  of  possi- 
bly there  is  something  in  some  of  these  ma- 
lignant tumors  which  stimulates  parathor- 
mone production  via  the  parathyroids.  One 
of  the  original  concepts  of  the  cause  of  this 
was  that  these  malignancies  outside  the 
parathyroid  gland  release  some  other  sub- 
stance which  increases  the  calcium  absorp- 
tion in  the  gastrointestinal  tract,  and  this 
hypercalcemia  is  not  actually  an  osteolytic 
process  even  though  it  is  not  noticeable  by 
x-ray  or  even  microscopically.  Of  course 
you  cannot  section  every  bone,  but  there  is 
some  unknown  substance  which  promotes 
absorption  of  tremendous  amounts  of  cal- 
cium as  vitamin  D does,  and  the  hypercal- 
cemia is  on  this  basis. 

DR.  KUNDEL:  I think  the  case  you  refer 
to  is  Stone’s2  reported  in  Annals  of  Inter- 
nal Medicine  in  1961.  He  reported  para- 
thyroid hyperplasia;  however,  this  has  not 
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been  the  case  with  the  other  reported  cases 
or  our  case.  Therefore  it  is  unlikely  that 
the  findings  in  our  case  or  in  the  majority 
of  other  cases  result  from  the  tumor  pro- 
ducing a substance  which  stimulates  the 
parathyroid  gland  to  produce  the  hyper- 
parathyroidism. 

DR.  BRONSTEIN:  Occasionally  you  will 
see  elevated  serum  calcium  in  patients  with 
malignancy  before  the  etiology  of  the  ma- 
lignancy becomes  apparent.  As  Dr.  Kundel 
mentioned,  with  removal  of  the  tumor  the 
calcium  may  revert  to  normal.  Then  if  there 
is  later  return  of  the  tumor  the  calcium 
may  rise  again.  There  is  a treatment  for 
his  hypercalcemia,  and  this  is  massive  doses 
of  hydrocortisone.  Many  patients  have 
been  saved  from  a calcium  death  by  giving 
them  cortisone. 

DR.  FRANK  YATES:  What  is  the  value  of 
a liver  scan  in  the  diagnosis  of  hepatoma? 

DR.  BOOTH:  I would  say  that  any  mass 
that  measures  over  5 cm.  in  diameter  can  be 


PROGNOSIS  OF  CARDIOVASCULAR  DISEASE 

(Continued  from  page  49) 
my.  In  evaluating  prognosis  after  such  surgery,  it 
is  well  to  remember  that  endarterectomy  is  usual- 
ly the  procedure  for  the  most  favorable  cases. 
The  difficulty  of  this  procedure  in  problem  situa- 
tions with  extensive  involvement  is  most  often 
resolved  with  the  bypass  synthetic  graft  method. 
In  all  instances,  the  long  term  result  is  at  the 
mercy  of  the  almost  unpredictable  progression  of 
the  underlying  disease,  and  prognosis  has  no  rea- 
sonable basis. 

Renal  Artery  Occlusions:  One  of  the  most  suc- 
cessful applications  of  vascular  surgery  is  the  cor- 
rection of  hypertension  due  to  renal  artery  occlu- 
sion. The  procedure  sometimes  involves  nephrec- 
tomy, but  frequently  a selective  removal  or  by- 
pass of  a lesion  of  the  renal  artery  is  possible. 
The  end  result  depends  on  the  possibility  of  res- 
tenosis at  the  point  of  surgery  or  at  a new  area, 
as  well  as  the  amount  of  renal  tissue  permanently 
damaged  and  nonfunctioning. 

Reported  Studies  on  Mortality  in  Coronary  Dis- 
ease and  Occlusion:  There  have  been  several  re- 
cent foreign  studies  of  experience  with  groups  of 
individuals  with  coronary  disease.  The  findings 
are  similar  to  those  in  American  studies. 

Determination  of  Prognosis:  We  well  appreciate 
the  many  difficulties  that  almost  prevent  classify- 
ing any  coronary  episode  as  a favorable  or  mild 
one  at  the  time  of  its  occurrence.  No  grouping  of 
items  of  history,  signs,  symptoms  or  laboratory 
procedures  will  produce  a class  of  postcoronary 
individuals  all  of  whom  will  do  well.  The  ele- 
ments making  up  the  favorable  case  may  be 
marking  only  the  beginning  of  a major  episode.  A 


picked  up  by  a liver  scan.  As  I saw  the 
pathologists’  slides,  it  looked  like  a rather 
diffuse  thing.  Did  it  grossly  appear  to  be 
one  mass,  Dr.  Kundel? 

DR.  KUNDEL:  No,  there  were  multiple 
nodules. 

DR.  BOOTH:  I doubt  in  that  case  if  one 
would  get  enough  differentiation  to  give 
satisfactory  results  on  a scan.  In  most 
hepatomas  you  do  have  normal  liver  and  a 
tumor  occupying  only  one  area,  do  you  not? 

DR.  KUNDEL:  There  are  two  types  of 
hepatomas;  one  composed  predominantly  of 
a large  mass,  the  other  composed  of  multi- 
ple tumor  nodules  distributed  completely 
throughout  the  liver. 
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most  significant  clue  to  such  a possibilitj’  is  the 
persistence  and  worsening  of  anginal  symptoms. 

Our  own  pattern  of  prognosis  in  the  coronary 
occlusion  is  to  postpone  any  evaluation  until  the 
passage  of  6 to  12  months  after  medically-ap- 
proved return  to  essentially  normal  work  activity. 
During  the  interval  between  the  episode  and  the 
end  of  a 6 to  12  month  period  of  reasonably  nor- 
mal activity,  the  possibilities  of  recurrence  and 
the  mortality  ratios  are  so  high  that  no  basis  for 
a sound  prognostic  judgement  can  be  established. 

Following  this  interval,  a study  of  the  individ- 
ual in  terms  of  his  age,  family  history,  medical 
examination,  electrocardiogram,  x-ray  films,  de- 
tails of  the  coronary  episode  and  current  activity 
and  symptoms  status  is  completed.  On  the  basis 
of  these  elements,  he  is  fitted  into  a loosely  or- 
ganized group,  and  for  a 4 year  period  a mortali- 
ty ratio  is  applied  from  the  following  range: 

Age  Mortality  Ratio 

Under  35  1,400  to  1,000% 

36  to  50  1,000  to  750% 

Over  50  750  to  400% 

From  the  5th  year  after  the  recovery  and  stabili- 
zation period  outlined  above,  the  particular  case 
is  carefully  studied  and  an  individually  deter- 
mined ratio  of  approximately  500%  is  anticipated. 
As  time  passes  and  a good  physical  status  is 
maintained,  this  mortality  ratio  may  be  gradually 
reduced  over  a 10  year  period  to  a final  level  of 
150%.  We  do  not  anticipate  that  it  will  be  possi- 
ble for  the  individual  with  a coronary  episode  to 
be  classed  in  the  standard  100%  mortality  ratio 
of  his  age  group  for  many  years  to  come.  (Ab- 
stracted for  the  Middle  Tennessee  Heart  Associa- 
tion by  Carl  Kirchmaier,  M.D.,  Nashville.) 


56 


February  1965 


'P’teAicUttt  ' & ‘Paqe 

The  stage  is  set — the  89th  Congress  has  convened,  consisting 
in  the  Senate  of  68  Democrats  and  32  Republicans,  and  in  the 
House  of  205  Democrats  and  140  Republicans.  After  a quarter  of 
a century  the  Ways  and  Means  Committee  has  had  its  complexion 
changed,  “packed”  to  do  the  President’s  bidding.  The  King- 
Anderson  bill  has  been  re-introduced  honored  as  H.R.  1 and  S.  1, 
identical  bills  presented  by  Rep.  Cecil  King  and  Sen.  Clinton  An- 
derson respectively.  The  curtain  is  ready  to  go  up  for  the  first 
scene  on  federal  medical  care — “come  one,  come  all”  if  over  65! 

The  new  bills,  whose  wording  I have  not  been  able  to  analyze 
lacking  printed  copies,  are  said  to  have  been  modified  in  certain  respects.  It  is  reported 
that  funding  of  Social  Security  benefits  would  be  protected  against  inroads  by  the  costs 
of  health  care,  presumably  by  segregation  of  funds.  There  are  minor  changes  related 
to  deductibles,  duration  of  hospitalization,  etc.  Increasing  levies  would  reach  10.4%  on 
a $5,600  wage  base  by  1971  (5.2%  for  each,  employee  and  employer) ; self-employed 
would  pay  7.8%.  Self  employed  physicians  would  be  brought  into  Social  Security. 
The  tax  would  begin  in  January  1966,  benefits  starting  in  July  of  that  year. 

As  every  thoughtful  citizen  must,  the  American  Medical  Association  maintains  its 
opposition  to  medical  care  for  both  “prince  and  pauper”  at  the  taxpayer’s  expense  and 
the  probable  weakening  of  the  health  insurance  industry.  It  therefore  has  proposed 
strengthening  and  greater  uniformity  in  the  application  of  the  basic  philosophy  of  the 
Kerr-Mills  law  of  assuring  that  every  needy  person  over  age  65  receive  assistance  in 
medical  care.  This  would  maintain  a partnership  of  federal  and  state  government,  a 
fundamental  tenet  in  good  democratic  government.  The  need  of  matching  federal  dol- 
lars permits  the  citizen  to  be  aware  of  the  problems  and  costs  of  government  “at  home.” 

The  principle  of  the  purchase  of  health  insurance  by  private  plus  tax  dollars  in  a 
proportion  related  to  income  or  need  has  been  used  in  other  countries.  To  the  taxpay- 
ing citizen  this  plan  would  assure  that  his  tax  dollars  are  used  in  the  degree  needed  by 
the  beneficiary,  who  in  turn  still  could  retain  some  self-respect  by  contributing  to  his 
own  welfare.  Finally,  such  a plan  implemented  through  the  insurance  industry  would 
protect  this  ally  in  medical  care,  and  might  even  permit  better  terms  for  the  younger 
generation  for  whom  it  is  a boon. 

Last  month  I contrasted  for  you,  on  the  editorial  page,  the  King-Anderson  and 
Kerr-Mills  bills.  Use  these  as  guidelines  to  analyze  the  “new”  upcoming  King- 
Anderson  legislation,  and  the  AMA  proposal.  (See  the  AMA  statement  under  Special 
Item.) 

Knowledge  is  essential  to  the  discussion  of  “medicare”  with  patients. 


Dr.  Kampmeier 


President 
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UPDATING  TENNESSEE'S  LAWS 
ON  MENTAL  ILLNESS 

At  the  recent  AM  A National  Congress  on 
Mental  Illness  and  Health  an  opening  state- 
ment included  the  comment,  “The  medical 
profession  will  either  have  to  assume  strong 
leadership  in  this  rapidly  changing  field  or 
run  the  risk  of  having  this  role  taken  over 
by  other  disciplines.”  Such  a forceful 
guide-line  makes  it  all  the  more  disturbing 
if  any  of  the  profession  harbor  doubts 
about  modernizing  Tennessee’s  laws  which 
were  written  long  ago  to  protect  both  the 
ill  person  and  the  citizenry  at  large. 

Early  recognition  of  mental  disturbance, 
voluntary  admission  to  a mental  hospital, 
early  treatment  with  the  aid  of  psychotro- 
pic drugs  offering  accessibility  to  psycho- 
therapy, and  early  discharge  are  the  de- 
siderata of  today’s  treatment  of  mental 
illness.  Particularly  is  the  voluntary  ad- 
mission desirable  to  avoid  the  legal  hurdles 
which  may  follow  commitment  by  a court. 


Yet  the  legal  commitment  also  is  obviously 
essential  for  the  protection  of  the  suicidal 
person  against  himself  or  protection  of  so- 
ciety against  the  paranoid  person. 

To  allay  the  fears  of  some  it  may  be  well 
to  recount  somewhat  my  experiences  as  a 
medical  consultant  to  Central  State  Hospi- 
tal for  the  past  quarter  of  a century.  Any 
surgical  procedure  other  than  for  a minor 
lesion  is  done  only  in  one  of  the  Nashville 
general  hospitals,  either  under  the  direction 
of  the  Chief  of  one  of  its  Services  or  a pri- 
vate surgeon.  It  is  the  rare  operation  that 
is  done  without  my  knowledge;  usually  the 
operation  follows  my  recommendation  for 
referral  to  a surgical  service.  Futhermore, 
these  surgical  procedures  are  done  only  aft- 
er the  customary  permission  given  by  the 
responsible  relative.  Over  the  years,  in  a 
rare  instance,  when  the  sheriff  has  been  un- 
able to  locate  a relative  in  a rural  area  after 
a search  of  hours  or  if  the  patient  has  no 
known  living  relatives,  the  Superintendent 
has  exercised  his  legal  prerogative  of  per- 
mitting an  operation — these  I recall  as  in- 
stances of  an  incarcerated  hernia,  perfora- 
tion of  a peptic  ulcer,  a volvulus  or  other 
obstruction  of  the  bowel.  This  has  prob- 
ably been  a needless  and  elementary  ex- 
position of  one  phase  of  the  medical  atten- 
tion provided  for  the  patients  at  one  of  our 
State  institutions,  although  if  it  has  helped 
to  clarify  any  doubts  about  surgical  treat- 
ment for  them  it  may  have  served  a useful 
purpose. 

This  has  been  but  a preamble  to  what  is 
of  immeasurably  greater  importance — the 
approval  by  the  Board  of  Trustees  of  the 
Tennessee  Medical  Association  of  the  pro- 
posed mental  health  bill  (H.  B.  16).  Formal 
approval  was  voted  by  the  following  reso- 
lution on  January  17,  1965. 

Resolution  of  Tennessee  Medical 
Association 

WHEREAS,  by  House  Joint  Resolution  No.  38 
adopted  by  the  83rd  General  Assembly  of  the 
State  of  Tennessee,  the  Legislative  Council  was 
directed  to  make  a study  of  the  basic  statutes 
pertaining  to  Mental  Health;  and, 

WHEREAS,  the  Legislative  Council  made  such 
a study  and  filed  its  final  report  entitled  “Study 
on  Laws  Relating  to  Mentally  111  Persons — 1964,” 
on  or  about  November  4,  1964;  and, 

WHEREAS,  objections  were  made  b\r  some 
members  of  the  medical  profession  to  certain  fea- 
tures of  a proposed  Mental  Health  Bill  which  was 
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included  in  Appendix  B of  the  said  Study;  and, 

WHEREAS,  House  Bill  No.  16  introduced  in  the 
84th  General  Assembly  has  been  written  so  as  to 
meet  such  objections;  and, 

WHEREAS,  House  Bill  No.  16  sets  forth,  partic- 
ularly in  Section  5,  a much  needed  declaration  of 
rights  for  the  mentally  ill  and  mentally  retarded 
and  would,  if  enacted,  be  a great  improvement 
over  the  present  law  and  manifestly  in  the  public 
interest; 

NOW,  THEREFORE,  BE  IT  RESOLVED  BY 
THE  BOARD  OF  TRUSTEES  OF  TENNESSEE 
MEDICAL  ASSOCIATION,  That  the  Tennessee 
Medical  Association  lend  its  support  to  the  enact- 
ment of  House  Bill  No.  16  by  the  84th  General 
Assembly,  and  that  a copy  of  this  Resolution  be 
sent  to  the  members  of  the  House  and  Senate. 

The  proposed  bill  (H.  B.  16)  expressly 
provides  that  each  patient  shall  have  the 
right: 

(1)  To  receive  visitors  during  visiting 
hours. 

(2)  To  communicate  by  sealed  mail  or 
otherwise  with  his  attorney,  physi- 
cian, family,  and  the  courts. 

(3)  To  receive  uncensored  mail  from  his 
attorney  or  personal  physician. 

(4)  To  humane  care  and  treatment. 

(5)  To  medical  and  other  professional 
services  in  accordance  with  the  high- 
est standards  of  accepted  medical 
practice. 

(6)  To  have  records  detailing  his  care 
and  treatment  kept  and  thereafter 
preserved  for  at  least  10  years. 

(7)  To  education  and  training  suitable  to 
his  age,  attainments,  and  capacity  to 
learn. 

(8)  To  be  free  of  mechanical  restraints 
unless  required  by  his  medical  needs 
and  prescribed  by  a physician. 

(9)  To  transact  business  as  a competent 
person  until  adjudicated  incompetent 
by  a court  having  jurisdiction  of  such 
matters. 

(10)  To  have  the  right  to  a court  hearing 
on  the  question  of  competency  if  the 
superintendent  of  a hospital  is  of  the 
opinion  that  he  is  not  competent  to 
handle  his  own  affairs  and  to  be  rep- 
resented by  counsel  at  such  hearing. 

The  patient  is  given  further  protection  in 
that  his  constitutional  right  to  a writ  of  ha- 
beas corpus  is  assured  by  express  provision 
which  would  enable  him  to  raise  the  ques- 
tion of  illegal  detention  at  any  time  and  by 


a very  severe  penalty  imposed  upon  any 
person  who  causes  or  conspires  with  anoth- 
er to  hospitalize  any  person  without  proper 
cause  for  believing  the  person  to  be  mental- 
ly retarded  or  mentally  ill.  Certificates  of 
at  least  two  licensed  physicians  are  re- 
quired for  the  hospitalization  of  a patient. 
Only  one  of  the  physicians  may  be  an  em- 
ployee of  the  admitting  hospital. 

The  bill  also  provides  for  the  hospitaliza- 
tion of  persons  who  are  harmful  to  them- 
selves and  others.  This,  in  itself,  is  a pro- 
tection to  the  patient.  The  procedure  pro- 
vided for  such  hospitalization  is  set  up  so  as 
to  assure  to  the  patient  all  of  the  rights 
hereinbefore  mentioned.  At  the  time  of  ad- 
mission to  the  hospital,  or  before  the  pa- 
tient is  transported  out  of  the  county, 
whichever  is  earlier,  the  County  Judge  or 
his  designated  representative  must  be  noti- 
fied. The  County  Judge  may  then  order 
the  immediate  release  of  the  patient,  may 
order  the  patient  held  without  treatment 
pending  a hearing,  or  authorize  the  admis- 
sion. Within  48  hours  after  admission,  the 
hospital  superintendent  must  serve  notice 
of  the  admission  by  registered  mail  to  the 
patient’s  parent,  spouse,  guardian,  or  next- 
of-kin,  and  to  the  County  Judge.  No  indi- 
vidual can  be  held  in  excess  of  three  days 
(excluding  Saturdays,  Sundays,  or  legal 
holidays)  unless  the  superintendent  of  the 
hospital  files  a written  petition  with  the 
County  Judge  for  an  order  authorizing  ob- 
servation, diagnosis  and  treatment  for  a pe- 
riod not  to  exceed  14  days.  The  court  must 
act  on  the  petition  within  24  hours.  The 
patient  has  a right  to  demand  a hearing. 
The  patient  also  has  a right  to  be  repre- 
sented by  counsel  and  may  communicate 
freely  with  his  attorney.  Further,  he  may 
at  any  time  question  the  legality  of  his 
detention  by  filing  a petition  for  a writ  of 
habeas  corpus.  Still  further,  a patient 
whose  rights  are  violated  by  persons  acting 
negligently  or  in  bad  faith  would  have  a 
right  of  action  for  damages.  This  would  be 
in  addition  to  the  rights  expressly  provided 
in  the  proposed  law. 

The  foregoing  is  by  no  means  an  exhaus- 
tive list  of  the  protection  afforded  patients 
by  the  proposed  bill,  but  it  does  set  forth 
most  of  the  principal  provisions  with  re- 
spect to  it.  R.  H.  K. 
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DR.  OVAL  N.  BRYAN 

Dr.  Bryan  died  on  December  31.  He  was 
President  of  the  Tennessee  State  Medical 
Association  in  1943  and  it  thus  behooves  us 
to  recognize  his  contributions  as  a physi- 
cian and  as  a citizen.  A native  of  Water- 
town,  he  received  his  M.D.  degree  from 
Vanderbilt  University  School  of  Medicine 
in  1907.  After  Postgraduate  training  at  the 
Massachusetts  General  Hospital,  Boston,  he 
practiced  in  Nashville  devoting  his  interests 
to  internal  medicine.  Dr.  Bryan  was  a Fel- 
low of  the  American  College  of  Physicians 
since  1927.  He  was  long  a member  of  the 
faculty  of  the  Department  of  Medicine  of 
Vanderbilt  beginning  in  1908.  First  he  was 
Assistant  to  the  Chair  of  Medicine,  until 
1911,  when  he  became  Assistant  Professor 
of  Medicine;  in  1913  he  was  given  the  rank 
of  Associate  Professor  which  he  held  until 
1926.  The  “Old  School”  catalogues  show 
that  he  lectured  and  gave  classroom  demon- 
strations. In  1926  he  was  given  the  rank  of 
Associate  Clinical  Professor  of  Medicine, 
and  it  is  indicated  in  the  catalogues  of  these 
days  that  he  taught  in  the  Medical  Outpa- 
tient Department  which  was  the  responsi- 
bility of  Dr.  Sidney  Burwell  at  that  time. 

Dr.  Bryan  in  his  quiet  way  contributed 
much  to,  and  had  continued  interest  in 
medicine  and  its  profession  throughout  his 
career.  He  was  President  of  the  Nashville 
Academy  of  Medicine  and  served  on  its 
Board  of  Directors.  In  addition  to  this  and 
the  Presidency  of  the  Tennessee  State  Med- 
ical Association,  Dr.  Bryan  served  as  Presi- 
dent of  the  Nashville  Society  of  Internal 
Medicine. 

During  World  War  I Dr.  Bryan  held  the 
rank  of  Captain  in  the  U.  S.  Army  Medical 
Corps  and  was  on  the  Cardiovascular 
Boards  for  certain  Army  camps. 

His  contributions  to  the  community  were 
30  years  of  service  on  the  Davidson  County 
Board  of  Health,  a period  during  which  this 
Health  Department  under  Dr.  Lentz  became 
one  of  the  notable  county  Health  depart- 
ments of  the  country.  Too  he  was  a mem- 
ber of  the  State  Public  Health  Council. 

To  many  of  us  will  come  the  recollections 
of  a quiet  gentleman,  one  with  a very  hu- 
man and  warm  personality.  I like  to  recall 
the  occasions  when  I sat  with  him  in  some 
corner  of  a room  and  led  him  into  reminis- 


cences of  Nashville  medicine  of  50  years 
ago,  the  medical  schools  and  teaching  of 
those  days.  And  on  an  even  more  personal 
note  I remember  the  eight  o’clock  breakfast 
in  Memphis  upon  the  occasion  of  the  Asso- 
ciation’s meeting  in  1950,  when  he  was  one 
of  the  spokesmen  of  the  half-dozen  or  so  in 
the  breakfast  party  of  six  or  seven — almost 
all  gone  by  now — who  persuaded  me  rather 
unwillingly  to  undertake  the  editorship  of 
the  Journal. 

Friends  and  former  patients  can  join  in 
all  sincerity  in  quiet  tribute  to  one  who 
gave  a life  of  service  to  his  profession,  his 
community  and  to  his  patients  and  their 
families. 

R.H.K. 

Special  Hem 

The  American  Medical  Association  has 
proposed  action  by  Congress  to  assure  com- 
prehensive health  care  for  the  aged,  while 
easing  and  accelerating  procedures  under 
which  applicants  would  qualify  for  benefits. 

“In  the  formulation  of  this  program,  the 
American  Medical  Association  acted  in  ac- 
cordance with  action  of  the  House  of  Dele- 
gates taken  in  Miami,  Florida,  December  2, 
1964  when  it  urged  ‘its  component  associa- 
tions to  stimulate  state  and  local  govern- 
ments to  seek  the  fullest  possible  implemen- 
tation of  existing  mechanisms  including  the 
voluntary  health  insurance  principle  to  the 
end  that  everyone  in  need,  regardless  of 
age,  is  assured  that  necessary  health  care 
will  be  available.’ 

“Blue  Cross  and  Blue  Shield  plans  and 
health  insurance  companies  would  be  util- 
ized as  intermediary  agents  under  the  AMA 
proposal  for  the  elderly.  They  would  pro- 
vide the  policies  protecting  the  elderly 
from  illness  costs. 

“At  the  same  time,  the  private  carriers 
would  bring  to  the  program  sound  and  ex- 
perienced administration,  with  public  and 
private  funds  sharing  the  costs  according  to 
the  recipient’s  income. 

“Present  federal  law  permits  the  states  to 
determine  eligibility  through  welfare  de- 
partment appraisal  of  the  income,  assets 
and  other  resources  of  the  applicant.  The 
burden  of  proof  is  on  the  applicant.  The 
power  of  arbitrary  decision  has  been  vested 
in  welfare  workers. 


60 


SPECIAL  ITEM 


February  1965 


“The  AMA  has  long  believed,  and  has  so 
stated  on  numerous  occasions,  that  the  ex- 
isting program  does  not  properly  belong  in 
the  state  welfare  departments.  This  is  a 
health  problem  and  should  be  handled 
through  the  state  health  departments. 

“Further,  if  the  present  law  is  amended 
as  proposed  by  the  AMA,  citizens  over  65 
would  submit  a simple  information  return 
to  the  appropriate  state  agency  outlining 
income  from  all  sources.  On  the  basis  of 
this  return  alone,  an  individual  with  in- 
come within  limits  set  by  the  states  would 
immediately  become  eligible  for  benefits. 

“Under  the  new  program,  an  over-65  cit- 
izen would  purchase  through  the  private 
carriers  a wide  spectrum  of  medical,  surgi- 
cal and  hospital  benefits,  and  would  pay  all 
or  none  of  the  cost  of  the  policy  depending 
on  his  income.  For  individuals  with  in- 
comes under  the  specified  minimums,  the 
state  agency,  using  federal  and  state  funds, 
would  pay  the  entire  cost. 

“This  plan  is  designed  to  assure  that  ev- 
ery person  over  65  whose  income  is 
insufficient  to  pay  for  coverage  will  receive 
help  from  public  funds. 

“The  AMA  pointed  out  that  this  program 
would  provide  far  more  to  our  elderly  cit- 
izens than  is  proposed  in  the  administra- 
tion’s ‘medicare’  tax  program. 

— Aid  would  consist  of  comprehensive 
health  care  benefits  rather  than  being  limit- 
ed to  hospital  and  nursing  home  care,  rep- 
resenting only  a fraction  of  the  cost  of  sick- 
ness. Benefits  for  eligible  recipients  would 
include  not  only  payment  of  hospital  and 
nursing  home  charges,  but  also  payment  of 
medical,  surgical  and  drug  costs. 

— Eligibility  for  benefits  would  be  deter- 
mined quickly  and  readily  without  the  ne- 
cessity for  a welfare  department  type  of  in- 
vestigation. It  would  be  determined  on  the 
basis  of  the  applicant’s  simple  income  state- 
ment. Under  this  method,  an  individual 
would  qualify  for  help  before  illness 
strikes. 

— This  program  would  operate  through 
the  the  established  insurance  system  by 
utilizing  the  private  carriers  for  its  admin- 
istration. It  would  utilize,  not  replace,  the 
existing  insurance  and  prepayment  plans 
on  which  many  millions  of  younger  Ameri- 
cans depend  for  their  protection  from  ill- 


ness costs. 

“The  proposed  expansion  of  the  federal- 
state  program  to  finance  health  care  for  the 
aged  was  outlined  by  Dr.  Donovan  F.  Ward, 
president  of  the  AMA.  He  noted  that  all 
the  modifications  are  in  keeping  with  esta- 
blished AMA  policies.  He  said: 

“ ‘We  are  maintaining  our  basic  positions 
that  (1)  all  those  over  65  who  need  help 
in  paying  for  health  care  should  receive  it; 
(2)  in  providing  this  help  the  relations  be- 
tween the  states  and  the  federal  govern- 
ment should  be  preserved  with  maximum 
responsibility  and  authority  delegated  to 
the  state  rather  than  to  a centralized  Wash- 
ington authority;  and  (3)  voluntary  health 
insurance  and  prepayment  principles  should 
be  utilized  whenever  possible. 

“ ‘The  legislation  which  we  are  proposing 
fits  these  fundamental  principles.  We  be- 
lieve that  with  these  changes  the  state  pro- 
grams to  provide  help  to  those  persons  over 
65  who  need  it  will  be  materially  improved. 
By  the  same  token,  we  are  confident  that 
the  incentive  to  make  readily  available  to 
all  citizens  over  65  health  benefit  policies  of 
a comprehensive  nature  will  bring  about  a 
rapid  expansion  of  both  private  and  state 
programs. 

“ ‘The  comprehensive  and  effective  pro- 
gram we  are  proposing  may  be  rejected  by 
the  Congress  in  favor  of  the  so-called  “med- 
icare” tax  program  which  until  now  the 
Congress  has  found  unacceptable.  We 
hope  the  new  Congress  in  its  wisdom  will 
adopt  this  comprehensive  federal-state  pro- 
gram that  assures  help  where  it  is  needed 
without  any  need  for  the  usual  welfare  de- 
partment investigation.  We  again  urge 
Congress  to  reject  the  controversial  ‘medi- 
care’ tax  program  which  will  (1)  give  the 
people  far  less  than  they  expect,  (2)  fur- 
ther subvert  relations  between  the  federal 
government  and  the  states,  (3)  gradually 
replace  the  Blue  Cross  and  Blue  Shield 
plans  and  the  health  insurance  companies 
in  the  underwriting  of  policies  for  coverage 
of  the  elderly,  (4)  permit  government  to 
exercise  an  undesirable  degree  of  direct 
control  over  the  nation’s  hospitals  and  phy- 
sicians, and  (5)  have  a disastrous  effect  on 
the  quality  of  hospital  and  medical  care. 
Our  proposal  will  avoid  these  undesirable 
features  and  will  provide  high  quality  com- 
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prehensive  medical  care  in  an  atmosphere 
acceptable  to  patient  and  physician  alike.’  ” 


DEATHS 


Dr.  Foster  Hampton,  Jr.,  Chattanooga  surgeon 
who  was  injured  in  a motorcycle  accident  on  Au- 
gust 7,  died  December  16th  at  Erlanger  Hospital  at 
the  age  of  52. 

Dr.  Lloyd  Myers  Graves,  69,  Memphis,  Director 
of  Public  Health  for  Shelby  County  for  more  than 
30  years,  died  December  3rd  at  Vanderbilt  Univer- 
sity Hospital. 

Dr.  J.  W.  Presley,  Lafollette,  74,  died  December 
5th  at  the  Lafollette  Community  Hospital. 

Dr.  Robert  L.  Brown,  48,  Morristown,  died  De- 
cember 31st  in  a local  hospital. 

Dr.  O.  N.  Bryan,  82,  Nashville,  died  December 
31st  at  St.  Thomas  Hospital  following  a stroke. 

Dr.  Lea  Callaway,  53,  Maryville,  died  Decem- 
ber 30th.  Dr.  Callaway  was  stricken  with  a heart 
attack  and  died  while  making  his  usual  New 
Year’s  hike  up  Mount  LeConte. 

Dr.  J.  Logan  Morgan,  79,  Memphis,  died  Decem- 
ber 23rd. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Memphis-Shelby  County  Medical  Society 

The  Society  met  in  regular  session  in  the 
auditorium  of  the  Institute  of  Pathology  on 
January  5th.  The  program  consisted  of  a 
panel  discussion  entitled  “Current  Status  of 
Government  Financing  of  Medical  Care.” 
Panel  participants  were  Drs.  A.  Roy  Tyrer, 
Jr.,  A.  J.  Ingram  and  Norman  D.  Shapiro. 

On  December  8th,  Dr.  Albert  J.  Grob- 
myer  was  installed  as  president  of  the 
Memphis  and  Shelby  County  Medical  So- 
ciety for  1965,  succeeding  Dr.  Wm.  T.  Sat- 
terfield. Dr.  A.  Roy  Tyrer,  Jr.  has  been 
named  president-elect  to  assume  the  presi- 
dency in  1966.  Other  officers  are:  Dr.  B. 
G.  Mitchell,  vice  president;  Dr.  Tinnin  Mar- 
tin, secretary;  and  Dr.  W.  D.  Dunavant, 
treasurer. 

Knoxville  Academy  of  Medicine 

The  Presidential  Address  by  Dr.  John  H. 
Burkhart  was  presented  on  December  8th. 
Dr.  Burkhart’s  subject  was  “Physician, 
Heal  Thyself.”  Committee  chairmen  pre- 
sented annual  reports  to  the  Academy’s 
membership. 


Dr.  John  O.  Kennedy  has  assumed  the 
office  of  President  of  the  Knoxville  Acade- 
my of  Medicine  succeeding  Dr.  Burkhart. 
Dr.  Perry  J.  Williamson  was  named  vice 
president,  and  Dr.  R.  J.  Lefiler  has  been  re- 
elected secretary-treasurer. 

Mr.  Bernard  P.  Harrison,  Director  of  the 
Legislative  Department  of  the  American 
Medical  Association,  was  guest  speaker  at 
the  Academy’s  meeting  on  January  12th. 
His  subject  was  “Federal  Legislation  and 
Medical  Care.”  The  program  was  spon- 
sored by  the  Public  Service  Committee. 

Hamblen  County  Medical  Society 

The  Society  held  its  annual  Christmas 
dinner  at  the  Country  Club  in  Morristown 
on  December  8th.  Mrs.  John  Ellis,  wife  of 
the  Society’s  president,  served  as  official 
hostess  for  the  gala  occasion.  Succeeding 
Dr.  Ellis  as  President  is  Dr.  Charles  Scott  of 
Morristown.  Other  officers  for  1965  are  Dr. 
O.  L.  Merritt,  Dandridge,  vice  president; 
and  Dr.  C.  H.  Helms,  Morristown,  secretary 
and  treasurer. 

Nashville  Academy  of  Medicine 
Davidson  County  Medical  Society 

The  Society’s  annual  banquet  and  instal- 
lation of  officers  was  held  on  January  12th 
at  the  Hermitage  Hotel.  The  awarding  of 
50-year  pins  and  remarks  by  outgoing  and 
incoming  presidents  were  highlights  of  the 
program.  Dr.  James  N.  Thomasson  assumed 
the  presidency  succeeding  Dr.  Addison  B. 
Scoville,  Jr.  and  Dr.  Wm.  F.  Meacham  has 
been  named  president-elect  to  take  office  in 
1966.  New  members  of  the  board  of  direc- 
tors are  Dr.  Luther  Beazley  and  Dr.  Barton 
McSwain.  Reelected  secretary-treasurer 
was  Dr.  Carl  Gessler.  who  with  Dr.  Thom- 
asson, Dr.  Meacham  and  Dr.  Scoville.  will 
serve  on  the  board. 

Blount  County  Medical  Society 

One  of  the  joint  quarterly  meetings  of 
members  of  the  Blount  County  Medical  So- 
ciety and  the  ministers  of  the  community 
was  held  on  December  3rd.  Subject  of  the 
discussion  at  the  joint  meeting  was  “Heal- 
ing of  the  Whole  Man.”  Dr.  Julian  C. 
Lentz  discussed  the  increasing  interest  of 
the  medical  profession  in  having  meetings 
with  ministers  in  the  understanding  of  the 
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care  of  the  sick.  Dr.  Barnett  S.  Eby,  pastor 
of  New  Providence  Presbyterian  Church, 
discussed  the  matter  of  “Guilt  and  Faith” 
as  it  pertains  to  illness. 

On  December  17,  Dr.  W.  N.  Dawson,  Med- 
ical Director  of  ALCOA  discussed  “Work, 
Stress  and  Coronary  Disease.  Following  a 
social  hour,  the  physicians  convened  for  a 
business  meeting  and  election  of  officers. 
Dr.  Mary  Cragan  was  named  president  of 
the  Society;  Dr.  C.  B.  LeQuire,  vice  presi- 
dent; Dr.  Oscar  Simpson,  secretary-treasur- 
er; and  Dr.  R.  H.  Haralson,  censor. 


NATIONAL  NEWS 


The  Month  in  Washington 
(From  the  Washington  Office  AMA) 

President  Johnson  has  asked  Congress  to 
approve  a far-reaching  program  of  diag- 
nosis, treatment  and  stepped-up  research  on 
heart  disease,  cancer,  stroke,  and  “other 
major  diseases” 

In  a health  message  to  Congress,  the 
president  also  urged  speedy  passage  of  a so- 
cial security  health  plan  for  aged  persons. 

The  outline  of  his  wide-ranging  program 
was  the  president’s  first  message  on  legisla- 
tion sent  to  the  new  Congress.  He  sent  it 
to  Capitol  Hill  on  the  fifth  day  of  the  new 
session. 

Johnson  requested  in  addition  to  “Medi- 
care”: 

— An  increase  in  federal  funds  for  mater- 
nal and  child  health  and  crippled  children’s 
services  and  broadening  of  public  assist- 
ance programs  so  federal  money  could  be 
used  to  pay  medical  and  dental  costs  for 
children  of  needy  families. 

— Approval  of  a five-year  program  of 
grants  to  help  start  community  mental 
health  centers  to  offer  comprehensive  serv- 
ices. 

— A step-up  in  the  program  to  rehabili- 
tate disabled  persons  so  145,000  could  be 
restored  to  useful  work  each  year. 

— Establishment  under  a five-year  pro- 
gram of  multi-purpose  regional  medical 
complexes  for  diagnosis  and  treatment  of 
heart  disease,  cancer,  stroke  and  other  ma- 
jor diseases.  This  proposal  envisions  a net- 
work of  32  centers  coordinating  efforts  of 


medical  schools,  hospitals  and  community 
facilities  costing  an  estimated  $1.2  billion. 

— Federal  funds  to  improve  services  for 
the  mentally  retarded,  increase  hospital 
modernization  and  start  a new  program  of 
loans  and  guarantees  for  loans  to  help  vo- 
luntary associations  build  group  medical 
practice  centers. 

— New  legislation  to  help  medical  and 
dental  schools  cover  basic  operating  costs 
with  federal  funds. 

— Federal  scholarships  for  medical  and 
dental  students. 

— Extension  for  five  years  after  mid-1966 
of  federal  health  research  programs  with  a 
greater  emphasis  on  specialized  research  of 
a national  or  regional  nature. 

— Laws  to  bring  the  production  and  dis- 
tribution of  so-called  “goof-ball”  pills — 
barbiturates,  amphetamines  and  other  psy- 
cho-toxic drugs — under  tighter  control  and 
legislation  to  require  adequate  labelling  of 
hazardous  substances  and  safety  regulation 
of  cosmetics  and  therapeutic  devices  by  the 
Food  and  Drug  Administration. 

Prior  to  the  health  message,  Sen.  Clinton 
P.  Anderson  (D.,N.M.)  and  Rep.  Cecil  R. 
King  (D,  Calif.)  already  had  introduced 
medicare  legislation  to  carry  out  the  Presi- 
dent’s program.  It  was  S-l  in  the  Senate 
and  HR-1  in  the  House.  It  was  a modified 
version  of  the  King-Anderson  bill  which 
died  in  a joint  House-Senate  conference 
committee  last  year  after  the  Senate  had 
voted  49-44  to  add  it  to  a House  measure  in- 
creasing social  security  cash  benefits. 

The  new  King-Anderson  bill  calls  for 
bringing  self-employed  physicians  under 
Social  Security  coverage.  It  also  would  in- 
crease Social  Security  cash  benefits  by  7 
per  cent.  In  a benefit  period,  all  persons  65 
years  or  older  would  be  eligible  under  the 
health  care  plan  for  60  days  of  hospitaliza- 
tion with  the  patient  paying  for  the  first 
day  and  60  days  of  post-hospital  care  in  a 
nursing  home.  Generally,  90  days  would 
have  to  intervene  between  benefit  periods. 
Aged  persons  also  would  be  eligible  for  up 
to  240  days  a year  of  home  health  services, 
such  as  a visiting  nurse,  and  certain  outpa- 
tient diagnostic  services  with  the  patient 
paying  a monthly  deductible.  Nursing 
home  benefits  would  start  January  1,  1967, 
and  the  other  benefits  July  1, 1966. 
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Social  Security  taxes  would  be  increased 
by  0.3%  next  year,  0.38%  in  1967-68  and 
0.45%  in  1969  and  following  years  on  em- 
ployees and  employers  for  a separate  fund 
to  finance  the  program.  The  tax  base  also 
would  be  increased  to  $5600. 

The  program  would  be  administered 
through  Social  Security  by  the  Secretary  of 
Health,  Education  and  Welfare.  Hospitals 
could  elect  to  be  represented  by  a private 
organization,  such  as  Blue  Cross,  to  negoti- 
ate their  contracts.  The  Secretary  would 
also  delegate  to  such  organization  the  func- 
tions of  receiving  payments  from  the  Social 
Security  program.  Payments  would  be 
made  to  hospitals  and  other  providers  of 
services  on  a cost  basis.  The  cost  of  hospi- 
tal services  would  be  based  on  semiprivate 
accommodations  (2,  3,  or  4-bed  rooms). 

The  bill  also  would  authorize  creation  of 
an  association  of  private  insurance  carriers 
to  sell,  on  a nonprofit  basis,  approved  poli- 
cies covering  health  costs  not  covered  un- 
der the  social  security  plan.  Participating 
carriers  would  be  exempt  from  antitrust 
laws. 

Administration  officials  said  Johnson’s 
health  proposals,  other  than  medicare, 
would  cost  $262  million  in  the  year  starting 
next  July  and  more  than  $800  million  in  the 
following  12  months. 

Officials  said  the  entire  package,  includ- 
ing the  five-year  program  to  establish  re- 
gional medical  centers  to  combat  heart  dis- 
ease, cancer  and  stroke,  would  cost  several 
billion  dollars  spread  over  this  decade. 

This  plan  for  helping  with  the  medical 
bills  of  needy  children  would  be  similar  to 
the  existing  Kerr-Mills  program  for  help- 
ing needy  aged  persons  pay  medical  ex- 
penses. Aides  said  $100  million  would  be 
earmarked  for  the  first  year  of  the  new  pro- 
gram and  $250  million  in  the  following 
year. 

President  Johnson  started  his  four-year 
term  in  the  White  House  in  excellent 
health  and  physically  able  to  withstand  the 
stresses  and  strains  of  the  office  “in  out- 
standing fashion,”  according  to  his  physi- 
cian. 

Rear  Adm.  George  G.  Burkley,  White 
House  physician,  made  the  favorable  report 
on  the  President’s  health  in  the  form  of  35 
answers  to  questions  submitted  by  news- 


men. 

He  said  he  keeps  a close  eye  on  the  Presi- 
dent daily  and  gives  him  a general  exami- 
nation every  seven  to  10  days. 

Burkley  said  Johnson,  who  had  a kidney 
stone  removed  in  1955,  cut  down  on  his  cal- 
cium intake  by  drinking  less  milk  after  a 
slight  recurrence  of  kidney  trouble  in  1963. 
“There  has  been  no  kidney  trouble  since 
mid-1963,”  Burkley  reported. 

Burkley  attributed  the  President’s  ability 
to  carry  on  a rigorous  routine,  despite  his 
56  years  and  1955  coronary  thrombosis,  to 
“complete  recovery  with  excellent  general 
physical  fitness  and  ability  to  relax  on 
short  notice.” 

The  doctor  reported  that  Johnson  has  a 
daily  supervised  health  routine  at  the 
White  House  “augmented  by  walking  and 
at  times  swimming.”  He  added  that  “a  su- 
pervised exercise  program  is  done  in  his 
bedroom.” 

Johnson  normally  retires  around  mid- 
night, Burkley  said,  and  his  normal  bedtime 
is  “infrequently”  put  off  because  of  work. 
He  said  Johnson  gets  seven  to  eight  hours 
sleep  and  that  he  sleeps  well.  He  usually 
awakens  between  7 and  8 a.m.,  and  later 
takes  a daytime  nap.  He  occasionally  “does 
some  work”  in  bed. 

Johnson  is  on  “no  special  diet”  and  likes 
a highball  before  dinner.  He  has  not 
smoked  since  his  1955  heart  attack.  His 
weight  has  been  between  205  and  210 
pounds,  but  Burkley — like  other  physicians 
who  have  examined  Johnson— would  like 
him  to  keep  his  weight  “in  the  200  pound 
area.” 

* 

With  about  30  of  the  largest  U.  S.  cities 
experiencing  syphilis  epidemics,  health  au- 
thorities are  expressing  more  and  more  con- 
cern about  a resurgence  in  venereal  dis- 
eases. 

Some  experts  in  the  field  believe  10  years 
ago  that  venereal  disease  would  be  wiped 
out  by  this  time  through  treatment  with 
penicillin  and  other  so-called  “wonder 
drugs.” 

But  it  has  not  worked  out  that  way. 
Why?  Pointing  to  sharp  increases  in  vene- 
real disease  among  teen-agers,  some  say  a 
general  decline  in  the  morals  of  the  nation’s 
youth  is  a major  factor.  Other  reasons  giv- 
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en  by  public  health  officials  include: 

— Steadily  increasing  urbanization  of  the 
population — the  movement  to  the  big  cities, 
where  venereal  disease  rates  have  always 
been  the  highest. 

— Increased  mobility  of  the  population, 
such  as  in  migrant  labor  groups,  and  the  in- 
creased use  of  the  airplane  and  automobile 
— permitting  the  diseases  to  spread  much 
faster. 

— False  feelings  of  security  against  the 
threat  of  venereal  disease  following  intro- 
duction of  the  “wonder  drugs.”  But  many 
people  do  not  make  use  of  the  cure  after 
they  have  had  exposure,  especially  in  the 
case  of  syphilis,  where  early  symptoms  may 
pass  unnoticed. 

Public  Health  Service  venereal  disease 
experts  say  the  upsurge  in  both  syphilis 
and  gonorrhea  “is  not  confined  to  any  race, 
sex,  socio-economic  group,  or  geographic 
area”  but  has  occurred  generally  through- 
out the  nation. 
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L.  M.  Graves  Memorial 

A committee  has  been  organized  to  secure 
funds  and  plan  an  appropriate  memorial  for 
the  late  Dr.  Lloyd  M.  Graves,  who  was  di- 
rector of  the  Memphis  and  Shelby  County 
Health  Department  from  its  inception,  and 
died  on  December  3,  1964. 

Members  of  the  committee  are  Edward  F. 
Barry,  Chairman,  Walter  Chandler,  Dr.  O. 
W.  Hyman,  Dr.  Bland  Cannon,  Dr.  C.  Dale 
Moody,  Jr.,  and  Dr.  Nobel  W.  Guthrie,  sec- 
retary-treasurer. Dr.  Guthrie  is  now  head 
of  the  Health  Department. 

As  part  of  the  memorial,  the  committee 
has  proposed  to  the  city  and  county  com- 
missions that  the  Health  Department  Build- 
ing in  Memphis  be  named  in  honor  of  Dr. 
Graves.  The  exact  nature  of  the  memorial 
has  not  been  determined  but  will  include  a 
portrait  of  Dr.  Graves  and  a structure  or 
plaque  announcing  the  memorial  and  iden- 
tifying the  building. 

Committee  members  feel  that  the  many 
friends  of  Dr.  Graves  will  welcme  an  op- 
portunity to  join  in  the  tribute.  Contribu- 
tions may  be  made  to  the  L.  M.  Graves 


Fund  and  mailed  to  the  Memphis  and 
Shelby  County  Health  Department,  814  Jef- 
ferson Avenue,  Memphis. 

University  of  Tennessee 
College  of  Medicine 

One  hundred  graduates  of  the  University 
of  Tennessee  medical  units  received  their 
degrees  on  December  12th.  Dr.  Harry 
Lyons,  dean  of  the  college  of  dentistry  of 
the  Medical  College  of  Virginia,  delivered 
the  commencement  address:  “Health  Care 
in  Our  Changing  Social  Order”.  Diplomas 
were  awarded  by  Dr.  Andrew  Holt,  UT 
President,  and  the  baccalaureate  sermon 
was  offered  by  The  Rev.  Robert  L.  McLeod, 
Jr.,  associate  pastor  of  Evergreen  Pres- 
byterian Church  in  Memphis. 

* 

A survey  recently  completed  by  the  Uni- 
versity of  Tennessee  College  of  Medicine 
has  shown  that  the  field  of  general  surgery 
is  attracting  most  UT  graduates,  while  the 
number  of  graduates  becoming  general 
practitioners  has  dropped  sharply  since 
1935.  The  report  stated  that  47%  of  the 
graduating  classes  entered  general  practice 
during  the  decade  from  1925-35.  The  decline 
began  in  1935-40  when  40%  of  the  graduates 
became  general  practitioners;  the  figure 
dipped  to  33%  during  1940-45  and  is  now 
about  31  percent.  The  number  of  graduates 
entering  general  surgery  during  1925-30 
was  14;  this  jumped  to  47  graduates  from 
1930-35  and  for  1955-60  the  total  reached 
98.  Internal  medicine  has  gained  a number 
of  specialists;  from  1955-60,  this  field  at- 
tracted 79  graduates  compared  with  26  from 
1930-35.  Obstetrics  and  Gynecology  showed 
an  increase  from  18  to  71  for  the  same 
period.  One  of  the  sharpest  areas  of  in- 
crease has  been  in  radiology.  Fifty-six 
physicians  entered  this  field  from  1955-60, 
compared  with  only  one  in  1930-35  period. 

* 

Dr.  James  N.  Etteldorf,  professor  of  pedi- 
atrics, has  been  elected  president  of  the  fac- 
ulty of  the  College  of  Medicine.  He  suc- 
ceeds Dr.  James  W.  Pate,  chairman  of  the 
section  of  thoracic  surgery.  Dr.  Roger 
Sherman,  associate  professor  of  surgery, 
is  the  new  vice  president.  Dr.  Glenn  E. 
Horton,  instructor  in  medicine,  was  re- 
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elected  secretary.  Elected  to  the  Executive 
Council  were  Drs.  N.  R.  DiLuzio,  Jerry  T. 
Francisco,  Leo  G.  Horan  and  Sam  P.  Pat- 
terson. The  group  acts  as  a forum  for  the 
faculty  in  which  all  problems  of  medical 
education  are  discussed  and  recommenda- 
tions made  to  the  administration. 

Vanderbilt  University  School  of  Medicine 

The  National  Foundation  has  awarded 
$56,621  for  research  during  1965  on  the  re- 
lationship between  birth  defects  and  abnor- 
mal fertilization.  This  program  will  be  un- 
der the  direction  of  Dr.  Robert  W.  Noyes, 
chairman  of  the  department  of  obstetrics 
and  gynecology.  The  grant,  which  brings 
the  total  of  research  allocations  by  the  Na- 
tional Foundation  to  Dr.  Noyes  to  $156,648 
in  the  past  two  years,  will  finance  research 
on  how  chemistry  affects  the  normal  get- 
ting together  of  ovum  and  sperm,  and  how 
it  helps  or  hinders  creation  of  a normal 
child  from  the  union. 

* 

A Conference  on  Gamete  Transport,  Fer- 
tilization, and  Preimplantation  Mechanisms, 
sponsored  jointly  by  The  Population  Coun- 
cil, Inc.  and  the  Department  of  Obstetrics 
and  Gynecology,  will  be  held  on  the  Van- 
derbilt Campus  May  19-21.  Twenty-six  pa- 
pers will  be  presented  by  authorities  from 
nine  countries.  The  conference  is  open  tc 
physicians  and  scientists  on  application  to 
on  application  to  the  Department  of  Obste- 
trics and  Gynecology. 

* 

In  four  years  $342,526  have  been  granted 
to  the  March  of  Dimes  Birth  Defects  Center 
at  Vanderbilt,  the  second  such  center  to  be 
established  by  the  organization  in  a net- 
work of  treatment  and  study  clinics  now 
number  in  53. 

* 

A USPHS  Graduate  Training  Grant  in 
the  area  of  Developmental  Biology  has  been 
approved  for  1965  plus  four  additional 
years.  This  is  a joint  undertaking  between 
the  Departments  of  Anatomy  and  Obstetrics 
and  Gynecology,  directed  by  Dr.  Vincent 
De  Feo.  The  first  year  of  support  is  for 
$46,536. 

Four-way  Attack  on  Mental  Illness 
at  Central  State  Hospital 

Researchers  are  laying  the  groundwork 


for  a four-way  attack  on  mental  illness  in 
the  new  laboratories  completed  or  under 
construction  at  Central  State  Hospital  in 
Nashville.  The  overall  program  involves  re- 
search into  neurophysiology,  neuropsychol- 
ogy, neuropsychiatry  and  neuropharmacol- 
ogy, in  a cooperative  venture  of  Vanderbilt 
Medical  School,  the  State  Department  of 
Mental  Health  and  the  Hospital.  It  repre- 
sents one  of  the  few  psychiatric  research 
labaratories  in  the  country  where  mental 
illness  will  be  probed  from  many  angles, 
utilizing  resources  of  both  the  medical 
school  and  psychiatric  hospital. 

ORIN  Courses  for  Doctors,  Geologists 

Physicians,  geologists  and  research  work- 
ers participated  in  the  initial  radioisotope 
and  radioisotope  technic  courses  offered  by 
the  Special  Training  Division,  Oak  Ridge 
Institute  of  Nuclear  Studies.  The  Division 
has  scheduled  27  courses  for  1965. 

A three-week  medical  qualification 
course,  which  fulfills  the  minimal 
qualifications  for  physicians  to  be  licensed 
by  the  AEC  to  use  radioisotopes  for  diag- 
nostic procedures,  began  on  January  4.  It 
consists  of  a basic  week,  a preclinical 
week  and  a clinical  week.  The  course  may 
be  taken  in  sequence  or  in  single  weeks 
spaced  at  the  convenience  of  the  parti- 
cipant. Four  sequences  will  be  offered  in 
1965. 

A two-week  course  in  nuclear  geology 
began  January  4 to  provide  practicing 
geologists  with  experience  in  determining 
the  laboratory  use  of  radioactive  materials. 

The  first  of  five  basic  research  courses  be- 
gan on  January  11th.  This  four-week 
course  is  designed  to  give  participants  a 
proficiency  in  the  safe  and  efficient  use  of 
radioisotopes  as  research  tools. 

AABB  Accredited  Blood  Banks 
in  Tennessee 

The  American  Association  of  Blood  Banks 
has  passed  the  1,000  mark  in  its  program  of 
inspecting  and  accrediting  blood  banks  and 
hospitals  to  assure  that  their  technic  of 
drawing,  storing  and  administering  blood 
meet  highest  medical  requirements.  AABB 
accredited  blood  banks  in  Tennessee  are: 
Baptist  Memorial  Hospital  Blood  Bank,  Memphis 
Blount  Memorial  Hospital  Blood  Bank,  Maryville 
City  of  Memphis  Hospitals  Blood  Bank,  Memphis 
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East  Tennessee  Baptist  Hospital  Blood  Bank, 
Knoxville 

Henry  County  General  Hospital  Blood  Bank,  Par- 
is 

Holston  Valley  Community  Hospital  Blood  Bank, 
Kingsport 

Jackson  Blood  Bank  and  Medical  Laboratory, 
Jackson 

Jackson-Madison  County  General  Hospital  Trans- 
fusion Service,  Jackson 
Knoxville  Blood  Center,  Inc.,  Knoxville 
Memorial  Hospital  Blood  Bank,  Chattanooga 
Memphis  Blood  Center,  Inc.,  Memphis 
Methodist  Hospital  Blood  Bank,  Memphis 
St.  Joseph  Hospital  Blood  Bank,  Memphis 
St.  Jude  Hospital  Blood  Bank,  Memphis 
St.  Mary’s  Memorial  Hospital  Blood  Bank,  Knox- 
ville 

St.  Thomas  Hospital  Transfusion  Service,  Nash- 
ville 

U.  S.  Naval  Hospital  Blood  Bank,  Memphis 
University  of  Tennessee  Memorial  Research  Cen- 
ter & Hospital  BB,  Knoxville 

Veterans  Administration  Center  BB,  Mountain 
Home 

Blood  Bank  Foundation,  Nashville 
Interstate  Blood  Bank,  Memphis 
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Dr.  Walter  E.  Boehm,  director  of  the  Birth  De- 
fects Center  at  Erlanger  Hospital  in  Chattanooga, 
represented  the  Hamilton  County  Chapter  of  the 
National  Foundation  March  of  Dimes  at  the  Na- 
tional Conference  on  Birth  Defects  in  San  Diego, 
Calif.,  December  6-9. 

Dr.  David  James,  assistant  professor  of  pedia- 
trics at  the  University  of  Tennessee  and  St.  Jude 
Hospital,  Memphis,  addressed  members  of  the  Ex- 
change Club  on  December  22nd.  Dr.  James  pre- 
sented a film  and  discussed  research  projects  at 
St.  Jude. 

Dr.  I.  Reid  Collmann,  specialist  in  internal  medi- 
cine, has  been  named  chief  of  staff  of  University 
Hospital,  Knoxville,  succeeding  Dr.  Felix  Line. 

An  Oak  Ridge  physician,  Dr.  J.  L.  Diamond, 
spent  the  month  of  December  ministering  to  the 
sick  in  the  village  of  Minas  DeOro  in  Honduras. 
Dr.  Diamond  served  as  a volunteer  physician  un- 
der a project  called  “Holidays  for  Humanity.” 
The  project  was  begun  last  spring  by  Dr.  John 
Slaughter  of  Evansville,  Indiana. 

Dr.  James  T.  Gillespie,  formerly  of  Clarksville, 
Va.,  has  opened  his  office  for  the  practice  of  medi- 
cine in  Oak  Ridge. 

Dr.  John  A.  Shields,  Manchester,  is  the  new 
chief  of  staff  of  Coffee  County  Hospital.  Other 
officers  are  Dr.  Charles  B.  Harvey,  Tullahoma, 
vice  chief  of  staff,  and  Dr.  Edwin  E.  Gray,  Tulla- 
homa, secretary. 

Dr.  James  D.  Crutchfield,  Lafollette,  has  been 


certified  as  a Diplomate  in  the  American  Board  of 
Surgery. 

Dr.  Joseph  K.  Maloy,  Kingsport,  and  Dr.  Ellis 
U.  Harr,  Bristol,  recently  attended  the  Salk  Insti- 
tute for  Biological  Studies  at  San  Diego,  Califor- 
nia. 

Dr.  A.  L.  Jenkins,  Knoxville  pediatrician,  has 
been  named  the  new  chief  of  staff-elect  of  St. 
Mary’s  Hospital.  He  will  succeed  Dr.  John  H. 
Burkhart  who  became  chief  of  staff  in  January. 
Dr.  James  D.  Myers  was  elected  secretary;  Dr. 
Mark  P.  Fecher,  chief  of  surgery;  and  Dr.  J.  E. 
Acker,  Jr.,  chief  of  medicine. 

Dr.  B.  T.  Iglehart  has  been  elected  president  of 
the  staff  of  Memorial  Hospital  in  Clarksville.  Dr. 
W.  H.  Wall,  Jr.  was  named  chief  of  obstetrics  and 
gynecology;  Dr.  F.  J.  Malone,  Jr.,  chief  of  surgery; 
and  Dr.  J.  E.  Hampton,  chief  of  medicine. 

Dr.  Fred  M.  Valentine,  Jr.  has  been  elected 
president  of  the  Newport  Chamber  of  Commerce. 

Dr.  Bernard  M.  Zussman,  Memphis,  presented  a 
paper  before  the  International  Congress  of  Aller- 
gy on  October  16,  in  Madrid,  Spain. 

The  new  chief  of  staff  at  LeBonheur  Children’s 
Hospital,  Memphis,  is  Dr.  Steve  H.  Turnbull.  Dr. 
Turnbull  succeeds  Dr.  James  N.  Etteldorf.  Other 
staff  officers  include:  Dr.  Richard  B.  Miller,  vice 
president  and  assistant  chief  of  staff;  Dr.  R.  Lee 
Austin,  secretary;  Dr.  Robert  G.  Allen,  chief  of 
surgery;  and  Dr.  Gene  L.  Whitington,  chief  of 
medicine. 

Dr.  Nobel  W.  Guthrie,  Memphis,  has  been  se- 
lected to  replace  the  late  Dr.  L.  M.  Graves  as 
director  of  the  Memphis  and  Shelby  County 
Health  Department. 

Dr.  James  W.  Mitchell  has  opened  his  office  for 
the  practice  of  medicine  in  Sparta. 

Dr.  Sherlie  Walker  of  Obion  and  Dr.  Sybil  Hart 
of  Blytheville,  Arkansas,  have  been  appointed  to 
the  staff  of  the  Obion  County  General  Hospital. 

Dr.  C.  Sanford  Carlson,  an  orthopedic  surgeon, 
was  elected  chief  of  staff  of  Baptist  Hospital  in 
Knoxville.  Dr.  Carlson  succeeds  Dr.  Daniel  Davis. 
Dr.  Homer  Ogle  was  elected  vice  chief  and  Dr. 
William  Laing  as  secretary.  Dr.  Victor  Klein  was 
named  chief  of  surgery;  Dr.  James  P.  Worden, 
chief  of  medicine;  Dr.  Carl  Gibson,  chief  of  gener- 
al practice  and  Dr.  E.  E.  Shouse,  chief  of  obstet- 
rics and  gynecology. 

Dr.  Jerrall  P.  Cook  has  joined  Drs.  J.  Thomas 
Bryan  and  William  G.  Kennon,  Jr.,  Nashville,  in 
the  practice  of  otolaryngology. 

Dr.  Bruce  R.  Powers,  Knoxville,  has  been  re- 
elected chief  of  the  medical  staff  at  Fort  Sanders 
Presbyterian  Hospital.  Other  officers  are:  Dr. 
Edward  L.  Tauxe,  vice  chief  of  staff;  Dr.  Hollis  R. 
Duncan,  secretary;  Dr.  Dennis  Coughlin,  chief  of 
surgery;  Dr.  Lucian  W.  Trent,  vice  chief  of  sur- 
gery; Dr.  Charles  C.  Hutson,  secretary;  Dr.  Wil- 
liam G.  Laing,  chief  of  medical  section;  Dr.  J. 
Gordon  Smith,  vice  chief;  Dr.  J.  Vivian  Gibbs, 
chief  of  obstetrics-gynecology,  and  Dr.  Margaret 
E.  Joyce,  vice  chief. 
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During  the  recent  meeting  of  the  Southern  Med- 
ical Association  in  Memphis,  the  following  Ten- 
nessee physicians  were  elected  to  offices  in  the 
various  sections  of  SMA: 

Dr.  Sam  H.  Sanders,  Memphis,  chairman-elect 
of  the  Section  on  Otolaryngology 
Dr.  John  B.  Dorian,  Memphis,  chairman-elect  of 
the  Section  on  General  Practice. 

Dr.  William  H.  L.  Dornette,  Memphis,  vice- 
chairman  of  the  Section  on  Anesthesiology 
Dr.  Robert  A.  Utterback,  Memphis,  chairman  of 
the  Section  on  Neurology  and  Psychiatry 

Dr.  Marcus  J.  Stewart,  Memphis,  Secretary  of 
the  Section  on  Orthopedic  and  Traumatic  Surgery 
Dr.  Greer  Ricketson,  Nashville,  chairman  of  the 
Section  on  Plastic  and  Reconstructive  Surgery 
Dr.  David  S.  Carroll,  Memphis,  vice  chairman  of 
the  Section  on  Radiology 

Dr.  Gordon  L.  Mathes,  Memphis,  chairman,  Sec- 
tion on  Urology 


ANNOUNCEMENTS 


Cardiologist  Relates  Methods  He  Uses 
To  Dissuade  Patients  From  Smoking 

The  methods  he  uses  in  efforts  to  discourage 
his  patients  from  cigarette  smoking  are  related  in 
an  article  by  the  noted  Boston  cardiologist,  How- 
ard B.  Sprague,  M.  D.,  which  the  American  Heart 
Association  has  reprinted  for  distribution  to  phy- 
sicians. 

The  article,  “What  I Tell  My  Patients  About 
Smoking,”  first  appeared  in  October,  1964  issue  of 
the  Heart  Association’s  publication,  Modern  Con- 
cepts of  Cardiovascular  Disease.  In  addition  to 
suggesting  various  ways  to  dissuade  patients  from 
smoking,  Dr.  Sprague  lists  “behavior  categories” 
of  habitual  smokers  which  many  other  physicians 
will  doubtlessly  find  familiar. 

Copies  of  the  article  may  be  obtained  free  of 
charge  from  local  Heart  Associations  or  the 
American  Heart  Association. 

American  Academy  of  Pediatrics 

The  American  Academy  of  Pediatrics  will  hold 
its  Spring  Session,  April  26-29,  1965,  at  the 
Americana  Hotel,  Bal  Harbour,  Fla.  The  Academy 
is  the  Pan-American  Association  of  pediatricians 
with  some  8500  members  in  the  U.  S.,  Canada, 
and  Latin  America.  The  scientific  program  will 
include  closed  circuit  television  presentations  and 
panel  discussions,  as  well  as  scientific  and  techni- 
cal exhibits.  Subjects  of  the  program  sessions 
will  include  genetic  disorders  in  pediatrics;  den- 
tistry in  the  pediatrician’s  office;  pediatric  derma- 
tology; pediatric  ophthalmology;  interview  tech- 
niques with  children;  reading  disabilities;  ortho- 
pedic problems;  and  cyanotic  congenital  heart  dis- 
ease. All  pediatricians  and  other  interested  phy- 
sicians are  invited  to  attend.  Write  to  the  Ameri- 
can Academy  of  Pediatrics,  1801  Hinman  Avenue, 


Evanston,  Illinois  60204,  for  a preliminary  pro- 
gram and  housing  and  registration  forms. 

Southern  Regional  Meeting  of  the 
American  College  of  Gastroenterology 

The  Southern  Regional  Meeting  of  the  Ameri- 
can College  of  Gastroenterology  will  be  held  in 
New  Orleans,  La.,  March  7,  1965  at  the  Roosevelt 
Hotel,  preceding  by  one  day  the  New  Orleans 
Graduate  Medical  Assembly.  The  Southern  Re- 
gion consists  of  the  states  of  Alabama,  Arkansas, 
Florida,  Georgia,  Kentucky,  Louisiana,  Mississip- 
pi, North  Carolina,  Oklahoma,  South  Carolina, 
Tennessee,  Texas  and  Virginia.  A copy  of  the 
program  may  be  obtained  from  the  secretary, 
American  College  of  Gastroenterology,  33  West 
60th  Street,  New  York,  N.  Y.  10023. 

Continuing  Education  Courses 
UT  College  of  Medicine — 1965 

Surgery  of  the  Hand — March  18-20 
Pediatric  Advances — Diagnosis  and  Treatment — 
March  23-26 

Problems  in  Cardiac  Management — March  24-26 
Intensive  Review  of  the  Science  of  Anesthesiolo- 
gy— May  17-21 

Clinical  Neurology — May  26-28 
Fractures  and  Dislocations — June  2-4 
Emotional  Problems  of  the  Geriatric  Patient — 
June  7-8 

Postgraduate  Heart  Day — June  10 
Pre-  and  Postoperative  Evaluation  and  Manage- 
ment in  Surgery — July  21-22 
Chest  Diseases — Diagnosis  and  Treatment — Sep- 
tember 15-17 

Calendar  of  Meetings,  1965 

State 

Tennessee  Medical  Association 
Annual  Meeting,  Read  House 
Hotel,  Chattanooga 

Regional 

Central  Surgical  Association, 
Milwaukee 

Mid-Central  States  Orthopae- 
dic Society,  Velda  Rose  Motel, 
Hot  Springs,  Ark. 

Symposium  on  Genito-Urinary 
Disease,  University  of  Ken- 
tucky, Lexington 
Medical  Association  of  the 
State  of  Alabama,  Birmingham 
West  Virginia  Academy  of 
Ophthalmology  & Otolaryngol- 
ogy, Greenbrier  Hotel,  White 
Sulphur  Springs 
Medical  Society  of  State  of 
North  Carolina,  Queen  Char- 
lotte Hotel,  Charlotte 
Medical  Association  of  Georgia, 
Augusta 

Southwestern  Surgical  Con- 
gress, Velda  Rose  Hotel,  Hot 
Springs,  Ark. 


April  11-14 

March  4-6 
March  25-27 

March  29-Apr.  2 

April  22-24 
April  28-May  1 

May  1-5 

May  2-5 
May  10-13 
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Feb.  25-March  2 
March  8-11 

March  19-21 

March  22-26 
March  29-31 

April  4-8 

April  9-15 
April  25-29 

April  26-29 

April  26-May  1 

May  2-5 

May  3-7 
May  9-13 

May  6-8 
May  20-22 
May  25-26 

May  27-29 

May  30-June  2 
June  14-16 

June  17-21 


National 

American  Dermatological  Asso- 
ciation, Boca  Raton  Hotel,  Boca 
Raton,  Fla. 

American  College  of  Surgeons 
(sectional  meeting)  Civic  Cen- 
ter Auditorium  and  Olympic 
Hotel,  Seattle 

American  Society  of  Internal 
Medicine,  Conrad  Hilton  Hotel, 
Chicago 

American  College  of  Physi- 
cians, Chicago 

American  Association  for 
Thoracic  Surgery,  Roosevelt 
Hotel,  New  Orleans 
American  College  of  Obstetri- 
cians and  Gynecologists,  Civic 
Auditorium,  San  Francisco 
American  Academy  of  General 
Practice,  San  Francisco 
International  Congress  of  Sur- 
geons (North  American  Federa- 
tion) Las  Vegas,  Nev. 

American  Academy  of  Pediat- 
rics, American  Hotel,  Bal  Har- 
bour, Fla. 

American  Academy  of  Neurolo- 
gy, Sheraton  Cleveland  Hotel, 
Cleveland 

American  Association  of  Plastic 
Surgeons,  Boca  Raton  Hotel, 
Boca  Raton,  Fla. 

American  Psychiatric  Associa- 
tion, New  York 

American  Urological  Associa- 
tion, Roosevelt  Hotel,  New 
Orleans 

American  Pediatric  Society, 
Sheraton  Hotel,  Philadelphia 
American  Gynecological  Socie- 
ty, Americana  Hotel,  New  York 
American  Otological  Society, 
The  Broadmoor  Hotel  Colorado 
Springs,  Colo. 

American  Ophthalmological  So- 
ciety, Homestead  Hotel,  Hot 
Springs,  Va. 

American  Thoracic  Society, 
Palmer  House,  Chicago 
American  Neurological  Associa- 
tion, Claridge  Hotel,  Atlantic 
City,  N.  J. 

American  College  of  Chest 
Physicians,  New  York  Hilton 
Hotel,  New  York 


June  20-24  American  Medical  Association, 

Americana  Hotel,  New  York 
June  28- July  1 American  Orthopaedic  Associa- 

tion, Hot  Springs,  Va. 

ACP  Meeting  to  Commemorate 
Golden  Anniversary 

The  Golden  Anniversary  Session  of  the  Ameri- 
can College  of  Physicians  will  be  held  in  Chicago, 
March  22-26,  at  the  Conrad  Hilton  Hotel.  High- 
lights of  the  meeting  will  be  presentations  by 
prominent  internists  who  received  top  awards 
from  the  ACP  in  1933,  1949  and  1957  and  an  em- 
phasis on  the  relationship  of  psychiatry  to  internal 
medicine.  Some  300  physicians  and  other  medical 
scientists,  including  two  from  Norway  and  Swit- 
zerland, will  take  part  in  the  five-day  scientific 
program.  Information:  Edward  C.  Rosenow,  Jr., 
M.  D.,  4200  Pine  Street,  Philadelphia,  Pa.,  19104. 

Vanderbilt  University  School  of  Medicine 

Postgraduate  Courses 

The  Department  of  Obstetrics  and  Gynecology 
is  offering  a one-day  postgraduate  course  on  com- 
mon problems  faced  in  obstetrics  on  March  11. 
The  morning  session  will  be  devoted  to  medical 
complications,  and  during  the  afternoon  topics  of 
general  interest  will  be  discussed.  A panel  dis- 
cussion is  planned  at  the  end  of  the  day. 

The  course  is  acceptable  for  6 accredited  hours 
by  the  American  Academy  of  General  Practice. 
Tuition  is  $15.00. 

* 

The  Department  of  Pediatrics  of  Vanderbilt 
University  School  of  Medicine  and  the  Tennessee 
Department  of  Mental  Health  will  sponsor  a 
three-day  Workshop  and  “Symposium  on  Mental 
Retardation  and  Related  Disorders”  on  March  18, 
19,  and  20.  Topics  to  be  covered  include  the  im- 
portance of  early  diagnosis  and  emphasis  on  con- 
tinuous care  for  the  mentally  retarded.  National 
leaders  in  the  field  will  be  the  guest  speakers  in 
the  morning  session  at  Vanderbilt  on  the  first 
day.  Demonstration  of  clinical  material  will  be  the 
subject  for  the  afternoon  program  at  Clover  Bot- 
tom Hospital  and  School.  Leaders  in  clinical  psy- 
chology, special  education  and  related  disciplines 
will  complete  the  program. 

The  day  devoted  to  clinical  presentations  is  ac- 
ceptable for  6 accredited  hours  by  the  American 
Academy  of  General  Practice.  Tuition  and  lun- 
cheons by  courtesy  of  the  Clover  Bottom  Hospital 
and  School. 

For  further  information  address  the  Division  of 
Continuing  Education,  B-4211  Vanderbilt  Hospital 
School  of  Medicine,  Nashville. 
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Aids  In  Early  Diagnosis  And  Prevention  Of 

Mental  Retardation* 

A.  K.  HUSBAND,  M.D.,  Greeneville,  Tenn. 


Recent  years  have  seen  a rapid  expan- 
sion in  the  knowledge  of  factors  which 
may  determine  mental  retardation . 
Here  lies  an  expanding  province  of 
preventive  medicine  of  which  every 
family  doctor,  and  pediatrician  and  ob- 
stetrician should  be  aware. 


Within  the  last  ten  years  a great  deal  of 
public  and  professional  interest  has  been 
centered  in  the  field  of  mental  retardation. 
Many  factors  have  been  responsible  for  this 
interest  but,  basically,  it  has  been  the  re- 
sult of  cumulative  scientific  investigation. 
Though  not  related  to  mental  retardation, 
the  development  of  poliomyelitis  vaccine, 
both  Salk  and  Sabin,  gave  heart  and  stimu- 
lation to  other  scientists  to  pursue  their 
own  peculiar  research.  Perhaps  the  great- 
est lesson  learned  from  this  investigation 
was  the  method  of  study,  plus  the  knowl- 
edge that  private  foundations  could  and 
would  “pick  up  the  tab”  for  such  studies. 

In  1957,  it  was  conclusively  proved  that 
the  human  being  has  46  chromosomes  in- 
stead of  the  previously  reported  48.  In  1961, 
the  genetic  code  was  broken  with  the  syn- 
thesis of  the  amino  acid  tyrosine.  The  exact 
part  played  by  DNA  (desoxyribonucleic 
acid)  and  RNA  (ribonucleic  acid)  in  the 
genetic  code  was  correctly  theorized.  The 
use  of  electronics  opened  the  door  to  devel- 
opment of  specialized  equipment  for  more 
research  endeavor.  Biologists  and  cyto- 
geneticists established  that  mongolism  or 

""From  the  Greene  Valley  Hospital  and  School, 
Greeneville,  Tenn. 


Down’s  disease  is  due  to  a trisomic  condi- 
tion of  autosome  21.  This,  of  course,  refers 
to  the  classical  Down’s  disease  occurring 
with  elderly  mothers.  Other  cases  of 
mongolism  in  which  the  parents  are  young 
and  there  appears  to  be  a family  trait  have 
been  shown  to  be  due  to  a translocation  or 
mosaic  phenomenon.  It  can  therefore  be 
said  that  contributions  to  the  knowledge  of 
mental  retardation  have  been  made  not 
only  by  the  medical  profession  but  by  other 
sciences  as  well.  From  this  has  come  the 
realization  that  the  team  approach  of  all 
sciences  can  be  put  to  use  to  further  the 
understanding  of  the  human  body  and  its 
abnormal  states. 

Two  further  factors  have  directed  public 
attention  toward  mental  retardation.  One  of 
these  has  been  the  “population  explosion” 
and  the  knowledge  that  3%  of  all  newborns 
are  doomed  to  mental  retardation  of  some 
degree.  The  other  factor  which  has  focused 
attention  on  the  mentally  retarded  has  been 
the  need  for  highly  developed  skills  in  all 
vocations.  Unskilled  labor  has  become  a 
“drug”  on  the  market,  and  the  inability  of 
many  retardates  to  be  habilitated  into  a 
skilled  vocation  has  brought  their  problem 
into  public  prominence.  Their  inability  to 
be  habilitated  is  directly  proportional  to 
the  degree  of  their  retardation. 

Dr.  Stafford  L.  Warren,  Special  Assistant 
to  the  President  on  Mental  Retardation,  has 
made  the  statement  that  much  mental  retar- 
dation is  preventable.  It  will  be  the  pur- 
pose of  this  paper  to  indicate  some  of  the 
ways  in  which  the  medical  profession  can 
help  to  reduce  the  ever-increasing  number 
of  mentally  retarded  individuals.  All  of  the 
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causes  will  not  be  dealt  with,  nor  will  all  of 
the  etiologic  factors  be  discussed.  In  many 
instances  the  control  is  largely  with  the  in- 
dividual physician  and  his  conscientious  ap- 
plication of  medical  principles  known  for 
many  years. 

For  purposes  of  classification,  the  etiolog- 
ic factors  which  can  cause  mental  retarda- 
tion are  grouped  into  five  major  divisions: 
hereditary,  prenatal,  natal,  neonatal,  and 
childhood. 

Hereditary  Causes 

Even  before  conception  has  occurred,  the 
stage  for  mental  retardation  may  already 
have  been  set  by  a potential  mother  or  fa- 
ther carrying  transmissible  chromosomal 
aberrations  or  genetic  alterations  leading  to 
inborn  errors  of  metabolism. 

Chromosomal  studies  are  tedious,  time- 
consuming  efforts,  eventually  showing  the 
chromosomal  make-up  o f the  individual. 
Twenty-two  pairs  of  identifiable  chromo- 
somes are  found  in  the  human  being.  Each 
chromosome  has  its  likeness,  and  the  pair  is 
known  as  an  autosome.  In  addition,  there 
are  two  sex  chromosomes  in  the  individual. 
In  the  female,  there  are  2 so-called  X chro- 
mosomes. In  the  male,  there  is  an  X and  a 
Y chromosome.  The  composite  picture  of 
the  22  pairs  of  chromosomes,  plus  the  two 
sex  chromosomes  is  referred  to  as  a karyo- 
type. The  autosomes  are  numbered  from  1 
to  22,  based  on  their  physical  characteris- 
tics and  size.  These  autosomes  are  further 
identified  in  groups:  that  is,  Group  A con- 
sists of  autosomes  1,  2,  and  3;  Group  B con- 
sists of  autosomes  4 and  5;  Group  C,  6 
through  12;  Group  D,  13  through  15;  Group 
E,  16  through  18,  Group  F,  19  and  20;  and 
Group  G,  21  and  22.  When  a particular 
chromosome  is  found  in  triplicate,  the  con- 
dition is  referred  to  as  trisomy.  There  are  3 
autosomal  trisomy  syndromes  which  have 
become  well  established.  The  best  known 
of  these,  of  course,  is  Down’s  syndrome  or 
mongolism.  The  D]  trisomy  affects  auto- 
somes 13  through  15,  and  trisomy  E is  said 
to  affect  autosome  18.  In  all  of  these  triso- 
mies,  individual  patient  variability  is  the 
rule,  with  the  total  pattern  of  anomalies 
presenting  a specific  clinical  diagnosis. 

Trisomy  D was  first  described  as  a syn- 
drome by  Kundrat  in  1882.  Of  the  3 trisomy 


syndromes,  this  particular  one  presents  the 
most  grossly  malformed  individuals.  Many 
defects  and  abnormalities  may  be  present, 
such  as  cleft  lip,  cleft  palate,  microphthal- 
mus,  colobomas  of  the  iris,  umbilical  hernia, 
polydactyly,  poorly  developed  helixes  of 
the  auricles  which  may  be  low  set,  capil- 
lary hemangioman,  cardiac  anomalies  (usu- 
ally dextroposition  and  ventricular  septal 
defects) , atopic  splenic  tissue,  incomplete 
rotation  of  the  bowels,  and  hydronephrosis 
usually  due  to  a uretervesical  or  bladder 
neck  obstruction.  In  females  a partially 
bicornuate  uterus  has  been  a frequent 
finding,  and  in  males  an  inguinal  or  abdomi- 
nal cryptorchidism.  These  children  rarely 
live  to  school  age  and  are  profoundly  re- 
tarded. 

The  Group  E trisomy  syndrome  (auto- 
some 18)  is  commonly  associated  with  a 
tendency  to  post-maturity,  usually  about 
two  weeks.  Maternal  weight  gain  is  gen- 
erally less  than  normal  with  these  pregnan- 
cies, and  the  babies  tend  to  be  small,  weigh- 
ing from  4V2  to  6V2  pounds.  Here  again, 
many  anomalies  are  to  be  found.  These  in- 
clude: cardiac  anomalies,  especially  ventri- 
cular septal  defects  and  patent  ductus  arte- 
riosus; horseshoe  kidneys;  duplicated  ure- 
ters are  quite  common,  and  the  persistence 
of  a Meckel’s  diverticulum  is  not  unusual. 
Umbilical  and  inguinal  hernias  are  to  be 
found.  The  most  characteristic  presenting 
anomaly  is  the  presence  of  clenched  fingers, 
the  index  finger  tending  to  overlie  the 
third.  Hypertonicity,  which  is  not  present 
at  birth  tends  to  develop  later.  Mental  re- 
tardation of  a profound  degree  is  the  rule. 
The  oldest  member  of  this  group  at  present 
is  about  2 years  of  age. 

In  1866,  Langden  Down  compiled  a set  of 
signs  and  symptoms  and  findings  of  a clini- 
cal picture  which  we  commonly  call  mon- 
golism. It  has  been  definitely  established 
that  the  common  variety  of  mongolism  is 
due  to  a trisomic  condition  of  autosome  21 
in  Group  G.  This  type  of  mongolism  is  as- 
sociated with  older  women  of  the  child- 
bearing age. 

A few  definitions  are  in  order  at  this 
point.  By  modal  number  we  refer  to  the 
number  of  paired  chromosomes  found  in  the 
individual.  Therefore,  the  normal  modal 
number  in  the  human  being  is  46.  Occasion- 
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ally  one  of  the  miotic  divisions  of  the  ova- 
cyte  or  the  spermatocyte  does  not  divide 
properly,  and  an  abnormal  chromosomal 
number  results,  one  telephasic  group  hav- 
ing 22  and  the  other  24  chromosomes.  Zy- 
gotes, resulting  from  such  a gonadal  cell 
with  a normal  gonad,  will  have  45  or  47 
chromosomes  respectively  (the  modal  num- 
ber would  be  45  or  47).  One  chromosome 
will  then  be  either  single  or  trisomic.  This 
condition  is  known  as  nondisjunction,  and 
may  also  occur  in  the  female  and  male  ga- 
metogenesis.  Nondisjunction,  therefore,  is 
the  common  explanation  of  trisomy  21  syn- 
drome. The  modal  number  in  such  cases 
would  be  47. 

Translocation  is  a phenomenon  in  which 
there  is  unilateral  fusion  or  reciprocal  trans- 
location of  a part  or  a whole  chromosome 
with  another  chromosome  of  the  same  or 
different  pair.  Two  fused  or  translocated 
chromosomes  appear  then  as  one  chromo- 
somes in  the  karyogram  and,  as  a result, 
the  total  number  of  chromosomes  is  reduced 
by  one;  or  the  total  number  may  be  normal, 
because  on  further  study  two  abnormal 
chromosomes  may  be  discerned.  If  autosome 
21  is  involved,  this  individual  will  have  a 
modal  number  of  45  or  46,  will  probably 
present  a picture  of  Down’s  syndrome,  and 
more  than  likely,  will  be  born  to  young 
parents.  It  is  this  translocation  of  autosome 
21  which  can  lead  to  a family  concentration 
of  apparently  normal,  healthy  carriers.  The 
physician  should  therefore  be  alerted  to 
seeking  studies  in  young  parents  having  a 
mongoloid  child.  Genetic  counseling  in 
such  an  incident  could  prevent  further  trag- 
edy occurring  in  the  same  family.  At  the 
present  time  there  are  few  institutions  pre- 
pared to  offer  this  service,  but  within  a few 
years  it  is  very  likely  that  all  physicians 
will  have  access  to  some  such  center. 

Aberrations  of  the  sex  chromosomes  usu- 
ally fit  3 clinical  patterns.  Mental  retarda- 
tion to  a varying  degree  may  be  found  in 
some  but  not  all  of  these  individuals.  Basi- 
cally the  problem  is  one  of  nondisjunction. 
The  clinical  patterns  found  are  known  as 
Turner’s  syndrome  (gonadal  dysgenesis) , 
Klinefelter’s  syndrome,  and  trisomy  or 
polysomy  X. 

Turner’s  syndrome  is  characterized  by 


shortness  of  stature  and  sexual  infantalism. 
Occasionally  there  is  coarctation  of  the  aor- 
ta, renal  abnormalities,  and  webbing  of  the 
neck.  The  modal  number  is  45  with  but 
one  X chromosome  prevailing.  The  loss  of 
an  X chromosome  is  usually  considered  to 
be  the  result  of  nondisjunction  in  early 
miosis.  Urinary  gonadotropins  are  elevated, 
and  80%  of  such  individuals  have  negative 
chromatin  tests  on  buccal  smear. 

Klinefelter’s  syndrome  can  be  easily  sus- 
pected in  the  male  who  presents  a eunu- 
choid appearance,  gynecomastia,  and  mi- 
croorchidism. These  individuals  are  sterile. 
Norfleet  pointed  out  an  interesting  compari- 
son of  gonadal  size  in  adult  males  up  to  80 
years  of  age,  proving  that  even  in  disease 
states,  a minimum  diameter  of  3.5  cm.  nor- 
mally can  be  found.  In  this  he  refutes  the 
idea  of  testicular  atrophy  and  advises  an 
investigation  for  Klinefelter’s  syndrome  in 
males  having  testicular  diameters  of  less 
than  3.5  cm.  Urinary  gonadotropins  are 
elevated.  Buccal  smears  will  be  chromatin 
positive;  the  modal  number  will  be  47,  with 
usually  an  XXY.  The  present  theory  is 
that  the  cause  of  Klinefelter’s  is  due  to 
nondisjunction  occurring  during  oogenesis. 
An  interesting  finding  of  Klinefelter’s  syn- 
drome is  the  rather  high  incidence  of  malig- 
nancies and,  to  a lesser  degree,  chronic  pul- 
monary disease. 

Trisomy  or  polysomy  X syndrome  may  be 
characterized  by  a patent  ductus  arteriosus, 
a short,  squatty  body,  and  hypertelorism, 
with  the  palpable  fissures  slanted  in  a mon- 
goloid manner.  Buccal  smears  are,  of 
course,  positive,  going  up  to  as  many  as  4 
chromatin  bodies.  The  condition  is  thought 
to  develop  from  nondisjunction  of  X chro- 
mosomes during  both  divisions  of  miosis. 

Though  the  chromosomal  study  of  these 
conditions  involving  the  sex  chromosomes  is 
outside  the  reach  of  the  ordinary  physician 
and  hospital,  much  light  can  be  shed  on 
these  syndromes,  and  their  detection  can  be 
made  possible  by  use  of  buccal  smear  tech- 
nics in  the  newborn  nursery.  The  test  is 
no  more  involved  that  a PAP  smear,  and 
with  practice  a competent  technologist  can 
acquire  the  skill.  Urinary  gonadotropins, 
which  may  need  to  be  determined  in  a more 
specialized  laboratory,  also  offer  additional 
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affirmative  evidence  of  one  of  the  aberra- 
tions in  sex  chromosomes.  It  is  important 
that  the  routine  buccal  smears  be  done  on 
all  newborns. 

There  are  over  100  known  inborn  errors 
of  metabolism,  only  a portion  of  which  are 
associated  with  mental  retardation.  Mutant 
genes  transmitted  from  generation  to  gen- 
eration result  in  certain  metabolic  defects 
and  clinical  symptoms.  The  severest  forms 
are  transmitted  by  an  autosomal  recessive 
gene  requiring  2 heterozygous  mates  to  pro- 
duce an  offspring  exhibiting  the  clinical 
picture.  For  the  most  part  detection  of 
these  conditions  is  beyond  the  scope  of  the 
general  hospital,  and  only  larger  laborato- 
ries doing  sophisticated  studies  are  capable 
of  carrying  out  the  proper  investigative 
work.  Generally  speaking,  the  disorders 
can  be  grouped  into  protein,  carbohydrate, 
and  lipoid  metabolic  disorders. 

Examples  of  protein  inborn  errors  of  me- 
tabolism are  the  well-known  PKU,  histidi- 
nemia,  maple  syrup  disease,  Wilson’s  dis- 
ease (hepatolenticular  degeneration),  etc. 
Among  the  disorders  of  carbohydrate  me- 
tabolism may  be  found  galactosemia  and 
Hurler’s  disease  (commonly  called  gargoyl- 
ism  and  caused  by  abnormal  metabolism  of 
mucopolysaccharides.  Examples  of  inborn 
errors  of  lipoid  metabolism  involve  the  re- 
ticular endothelial  system  and  include  dis- 
eases such  as  Gaucher’s  and  Niemann-Pick. 

Phenylketonuria  or,  as  it  is  more  com- 
monly called,  PKU,  has  been  known  to  the 
medical  profession  for  a number  of  years. 
In  its  original  form  it  was  known  as  phe- 
nylpyruvicacid  oligophrenia,  and  it  is  inter- 
esting to  note  that  the  10%  ferric  chloride 
test  was  used  for  diagnosis  in  the  earlier 
days.  The  disease  is  due  to  a deficiency  of 
phenylalanine  hydroxylase,  an  enzyme  in 
the  liver  which  converts  phenylalanine  to 
tyrosine.  It  is  transmitted  by  an  autosomal 
recessive  gene.  The  condition  leads  to  an 
accumulation  in  the  plasma  of  high  levels 
of  phenylalanine  and  phenylpyruvic  acid, 
which  are  excreted  in  the  urine.  It  has  been 
demonstrated  that  blood  levels  of  sig- 
nificant amounts  are  present  by  the  third  to 
fifth  day  in  the  newborns  afflicted  with  this 
disease.  However,  for  some  reason  not  un- 
derstood, these  infants  do  not  excrete  the 


excess  phenylalanine  and  phenylpyruvic 
acid.  When  urine  is  tested  with  10%  ferric 
chloride  during  the  third  to  the  eighth 
week  of  the  baby’s  life,  it  can  be  found  to 
show  the  significant  positive  test  of  a tem- 
porary greenish  discoloration. 

It  should  be  emphasized  that  the  color 
change  of  the  ferric  chloride  test  is  tem- 
porary and  reverts  to  the  yellowish  color. 
When  a permanently  green  color  persists, 
histidinemia  rather  than  PKU  should  be 
suspected.  It  is  possible  for  a technician  to 
overlook  the  temporary  change  in  color  if 
preoccupied  with  other  procedures. 

It  is  now  an  established  fact  that  routine 
urine  testing  with  10%  ferric  chloride  in  in- 
fants less  than  a week  of  age  is  valueless  to 
rule  out  PKU.  Berry,  Umbarger,  and 
Sutherland,1  in  a study  of  newborn  siblings 
in  “Phenykletonuric  Families,”  have  shown 
that  none  of  the  PKU  infants  tested  excret- 
ed phenylpyruvic  acid  or  orthohydroxphe- 
nylacetic  acid  during  the  first  week  of  life, 
in  spite  of  phenylalanine  levels  of  20  to  60 
mg.  per  100  ml.  By  age  2 weeks,  urinary 
phenylalanine  levels  were  occasionally  ele- 
vated, indicating  the  infants  were  able  to 
eliminate  small  excesses  of  dietary  phenyl- 
alanine. By  age  4 weeks,  traces  of  orthohy- 
droxyphenylacetic  acid  were  detected  dur- 
ing brief  periods  of  illness. 

Since  the  ferric  chloride  test  is  unreliable 
in  the  first  few  months  of  life,  it  follows 
that  a negative  test  should  not  be  consid- 
ered reliable  to  rule  out  the  presence  of 
this  disease.  At  least  two  or  three  such 
tests  should  be  done  at  different  age  inter- 
vals. A stick  test  has  been  devised,  but 
since  it  is  based  on  the  urinary  excretion  of 
phenylpyruvic  acid  and  orthohydroxyphe- 
nylacetic  acid,  it  cannot  be  said  to  offer  any 
greater  advantage  in  the  very  young  infant. 

Recent  work  by  Dr.  Robert  Guthrie,  of 
the  Buffalo  Medical  School,  has  developed  a 
unique  test  known  as  the  Guthrie  test, 
which  employs  blood  obtained  from  a heel 
stick  impregnated  on  a special  absorbent 
paper  specifically  used  for  the  test.  The  de- 
tail of  performing  this  test  can  be  found  in 
the  literature  and  will  not  be  discussed 
here  other  than  to  say  that  at  the  present 
time  it  is  the  most  reliable  method  for  the 
early  detection  of  PKU.  At  least  40  states 
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are  now  employing  this  test  through  their 
Departments  of  Public  Health. 

If  the  Guthrie  test  has  any  fault,  it  is 
that  it  will  occasionally  give  a false  posi- 
tive. It  should  be  mentioned  that  a positive 
test  should  not  be  the  cause  for  initiating 
treatment  for  PKU  until  at  least  one 
confirmatory  Guthrie  test  has  been  ob- 
tained and,  in  addition,  the  phenylalanine 
level  in  the  plasma  has  been  determined. 
Significant  values  for  the  presence  of  PKU 
would  be  in  excess  of  2 to  4 mg.  per  100  ml. 
of  phenylalanine.  It  is  well  to  remember 
that  once  this  disease  has  been  confirmed 
treatment  should  be  started  immediately, 
since  the  brain  of  the  young  infant  is  high- 
ly susceptible  to  the  excess  amounts  of  phe- 
nylalanine and  irreversible  damage  can  oc- 
cur. 

Present  treatment  consists  of  the  use  of  a 
special  formula,  known  as  Lofenalac.  All 
other  foodstuffs  must  be  removed  from  the 
baby.  At  a later  date,  it  may  be  possible  to 
use  certain  fruits  to  supplement  the  diet. 
Determinations  of  blood  levels  for  phenyl- 
alanine should  be  done  periodically  to  check 
on  the  maintenance  of  a fairly  low  plasma 
level.  With  older  children,  Lofenalac  can  be 
given  in  the  form  of  a thick  feeding.  Au- 
thorities differ  upon  how  long  this  special 
diet  needs  to  be  maintained.  Its  use  for  at 
least  the  first  three  or  four  years  of  life,  or 
longer,  is  indicated,  and  when  the  diet  is 
discontinued  the  individual’s  course  as  to 
his  mental  development  should  be  followed 
closely.  Children  on  this  formula  gain 
weight  rather  slowly  and  it  is  important  to 
advise  the  parents  of  this  fact,  otherwise 
they  will  worry  about  the  child’s  size.  Time 
can  take  care  of  the  size  after  the  period  of 
danger  to  the  brain  has  passed. 

Children  who  have  PKU  are  subject  to 
seizures  and  a restless  type  of  behavior. 
When  they  are  placed  on  the  proper  die- 
tary management,  their  seizures  abate  as 
well  as  their  fretful  nature.  The  reward- 
ing thought  about  all  this  is  that  a normal 
individual  can  result  from  careful  attention 
to  the  routine  management. 

An  interesting  theory  has  been  advanced 
to  overcome  certain  inborn  errors  of  metab- 
olism, of  which  PKU  is  one.  This  is  a very 
intriguing  and  novel  thought  of  the  trans- 


plant of  a liver  homograft.  If  the  graft 
should  take,  it  is  possible  that  enough  phe- 
nylalanine hydroxylase  could  be  formed  to 
permit  a greater  range  of  diet.  It  is  recom- 
mended that  the  Guthrie  test  be  employed 
wherever  it  is  available.  Statistics  have 
shown  that  an  average  of  1 case  in  every 
10,000  births  can  be  detected  by  this  meth- 
od. Using  the  former  ferric  chloride  and 
stick  test  method,  1 case  in  25,000  was 
picked  up.  These  figures  speak  for  them- 
selves. 

Dr.  Guthrie  is  presently  working  on 
modifications  of  the  Guthrie  test  to  be  ap- 
plied for  the  early  detection  of  galactosem- 
ia, histidinemia,  and  maple  syrup  disease, 
which  result  from  impairment  of  the  me- 
tabolism of  the  branched  amino  acids,  leu- 
cine, isoleucine,  and  valine.  He  envisions 
the  detection  of  a whole  group  of  inborn  er- 
rors of  metabolism  from  a single  test  series 
using  variations  of  his  basic  procedure.  It 
will  be  worthwhile  following  reports  from 
his  research  center. 

Wilson’s  disease,  or  hepatolenticular  de- 
generation, is  a hereditary  disorder  trans- 
mitted by  an  autosomal  recessive  gene  with 
a defect  which  involves  copper  metabolism. 
Laboratory  studies  reveal  a low  level  of 
serum  ceruloplasmin,  an  increased  level  of 
serum  albumin  bound  cooper,  and  a low 
level  of  serum  copper.  As  a result  of  in- 
creased amounts  of  copper  being  absorbed 
from  the  diet,  there  is  an  accumulation  of 
copper  in  the  liver  and  the  basal  ganglia  of 
the  brain.  Accumulation  of  copper  in  the 
eye,  especially  in  the  outer  margin  of  the 
cornea,  leads  to  the  so-called  Kayser- 
Fleischer  ring  of  a yellow-green  color. 
When  the  kidneys  are  involved,  there  may 
be  glycosuria,  phosphaturia,  and  aminoaci- 
duria. The  condition  is  accompanied  by 
mental  retardation.  Simple  laboratory  kits 
for  the  detection  of  ceruloplasmin  can  now 
be  obtained  through  one  of  the  laboratory 
supply  houses;  this  is  a good  screening  de- 
vice. If  the  condition  is  detected  early  in 
life  treatment  should  be  begun  with  BAL, 
penicillamine,  and  a diet  of  low  copper  con- 
tent. 

The  early  diagnosis  of  galactosemia 
should  be  a must  for  practicing  physicians, 
since  lives  can  be  saved  and  mental  retar- 
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dation  prevented.  Galactosemia  is  a famili- 
al disorder  transmitted  by  an  autosomal  re- 
cessive gene.  In  this  condition  there  is  a 
deficiency  of  the  enzyme  galactose-l-phos- 
phate-uridyl-transferase,  which  is  neces- 
sary for  the  conversion  of  galactose  to  glu- 
cose. The  absence  or  deficiency  of  this 
transferase  results  in  the  accumulation  of 
galactose  in  the  blood,  with  a subsequent 
reduction  of  the  blood  glucose  level  and  the 
formation  of  hypoglysemic  convulsions.  The 
early  symptoms  of  this  disease  occur  a few 
days  after  beginning  feedings  of  milk  as  a 
colicky,  unhappy-baby  picture;  then 
anorexia  and  vomiting;  and  later  the  devel- 
opment of  a hepatosplenomegaly;  formation 
of  cataracts,  convulsions,  and  mental  retar- 
dation. It  is  estimated  that  many  of  these 
unfortunate  infants  die  in  the  first  few 
weeks  after  birth,  and  many  are  “signed 
out”  as  deaths  due  to  birth  injury.  The  ear- 
ly findings  of  a colicky,  unhappy  baby  fail- 
ing to  thrive,  with  seizures,  anorexia,  and 
vomiting  should  alert  the  physician  to  rul- 
ing out  galactosemia  as  a cause. 

A word  of  caution  here — most  laborato- 
ries and  general  hospitals  today  use 
“quickie”  test  methods  for  screening  out 
the  presence  of  sugar  in  the  urine.  These 
tests  are  more  or  less  specific  for  glucose 
and  therefore  will  not  show  the  spilling  of 
galactose  in  the  urine.  Therefore,  if  this 
disease  is  suspected  it  should  be  ruled  out 
by  insisting  that  sugar  determination  in  the 
urine  be  done  by  the  old  Benedict  method. 
Excessive  amounts  of  galactose  in  the  blood 
stream  are  said  to  produce  a deleterious 
effect  on  the  brain  of  the  newborn  infant 
very  much  as  in  PKU.  Therefore  it  is  im- 
portant to  establish  the  diagnosis  as  early 
as  possible,  so  proper  treatment  can  be  ini- 
tiated. Galactose  in  the  urine  may  be  de- 
tected by  oxidation  to  mucic  acid  or  paper 
chromatography.  Aminoaciduria  and  pro- 
teinuria are  usually  present.  A galactose 
tolerance  test  should  be  done  with  great 
caution  since  a fatality  can  easily  occur 
during  the  testing.  Once  the  diagnosis  is 
established,  the  infant  should  be  placed  on 
a lactose  and  galactose-free  diet.  Soya  bean 
formula  and  Nutramigen  have  be  extremely 
low  galactose  content  and  are  most  useful 
formulas  for  this  reason.  It  is  interest- 


ing that  many  of  us  may  have  successfully 
treated  galactosemia  under  the  mistaken 
notion  that  we  are  dealing  with  milk  aller- 
gies. It  is  said  that  such  a galactose-free 
diet  need  only  be  maintained  for  the  first 
two  to  four  years  of  life.  For  some  un- 
known reason  the  galactose,  even  though 
present  in  the  blood  in  high  amounts,  does 
not  appear  to  have  any  harmful  effects 
upon  the  brain  after  this  age.  On  a galac- 
tose-free formula  the  seizures  cease,  and 
the  baby  continues  to  gain  weight  and 
thrive  in  a normal  fashion.  It  is  probably 
wise  to  have  psychologic  evaluations  done 
periodically  after  treatment  is  stopped. 

No  other  inborn  errors  of  metabolism  will 
be  discussed  at  this  time,  since  we  do  not 
have  an  effective  management  to  prevent 
the  harmful  effects.  I am  confident  that  as 
time  goes  on  and  more  research  is  done, 
new  treatment  for  other  inborn  errors  of 
metabolism  will  evolve.  The  use  of  homo- 
graft liver  transplants,  if  successful,  may  be 
one  of  the  best  approaches  developed  to 
date. 

Prenatal  Causes 

Prenatal  factors  which  may  produce  men- 
tal retardation  are  numerous.  They  can  be 
broken  down  into  the  following  groups, 
with  major  examples  as  typical: 

1.  Maternal  infection,  e.g.,  rubella,  syphilis, 
toxoplasmosis,  cytomegalic  inclusion  dis- 
ease, and  other  viral  diseases. 

2.  Iso-immunizations,  e.g.,  Rh  and  ABO  in- 
compatibility. 

3.  Roentgen  radiation. 

4.  Maternal  hemorrhage  with  resultant  anoxia 
of  the  fetus. 

5.  Endocrine-cretinism. 

6.  Unknown,  e.g.,  craniosynostosis  (cranio- 
stenosis). 

7.  Drugs? 

The  following  comments  are  worthy  of 
note  with  regard  to  the  above  conditions. 

The  National  Institutes  of  Health  is 
trying  to  develop  a vaccine  effective 
against  rubella.  Should  this  prove  success- 
ful, it  would  practically  eliminate  rubella 
as  a cause  of  mental  retardation.  Syphilis 
as  a cause  of  mental  retardation  is  ever 
present,  and  recent  evidence  of  an  increase 
of  this  disease  among  teenagers  challenges 
the  physician  to  be  ever  alert  for  its  pres- 
ence. 
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Cretinism  and  hypothyroidism  require 
special  mention.  The  early  diagnosis  and 
iniatation  of  treatment  with  desiccated  thy- 
roid extract  can  minimize  mental  and  phys- 
ical impairment.  The  early  recognition  of 
the  presence  of  craniosynostosis  and  its  sur- 
gical correction  can  prevent  brain  damage 
and  blindness  which  may  result  from 
compression.  X-ray  examinations  will  show 
premature  closure  of  the  sutures,  cortical 
atrophy  and  shallow  orbits.  The  oxycepha- 
ly form  must  be  distinguished  from  micro- 
cephaly in  which  the  sutures  are  open.  The 
neurosurgeon  considers  the  correction  of 
craniosynostosis  as  one  of  his  most  gratify- 
ing operative  procedures. 

Drugs  are  listed  in  this  group  in  the  pos- 
sibility that  a deleterious  effect  could  result 
to  the  fetus  from  medication  given  to  the 
mother.  The  relatively  recent  experience 
with  thalidomide  and  the  birth  of  mal- 
formed babies  presenting  an  appearance  of 
phocomelia  gives  rise  to  this  thought. 

Causes  at  Birth 

Certain  natal  factors  predispose  to  mental 
retardation.  These  may  be  grouped  as  fol- 
lows: anoxia  as,  for  example  in  placenta 
praevia,  mechanical  respiratory  obstruc- 
tion; prematurity;  hemorrhage;  and  birth 
trauma. 

Prematurity  still  remains  one  of  the  ma- 
jor unsolved  mysteries  of  medicine.  There 
is  no  doubt  that  maintaining  the  mother  in 
a good  state  of  health  can  lower  the  inci- 
dence of  prematurity  to  a slight  degree. 
Some  recent  investigations  have  shown  that 
the  cardiac  silhouette  in  roentgenograms  of 
women  giving  birth  to  premature  infants 
present  a long,  thin  cardiac  shadow.  The 
exact  relationship  of  this  and  its  sig- 
nificance is  not  known  at  the  present  time, 
and  the  study  is  being  pursued.  Premature 
infants  have  a high  incidence  of  congenital 
defects,  and  a depressingly  high  percentage 
are  mentally  retarded. 

Among  hemorrhagic  factors,  only  subdu- 
ral hematoma  need  be  mentioned.  The  phy- 
sician with  clinical  acumen  who  detects  this 
condition  in  its  early  stages  and  refers  the 
child  for  surgical  correction  has  the  knowl- 
edge that  he  probably  prevented  a case 
of  mental  retardation.  Suspicion  may  be 
aroused  to  this  condition  by  the  presence  of 


anorexia,  vomiting,  failure  to  gain  weight, 
anemia,  and  slow  development.  Later  there 
may  be  signs  of  increased  intracranial  pres- 
sure and  seizures,  with  a widening  of  the 
head  in  the  biparietal  diameter.  Subdural 
taps  may  be  diagnostic  and,  once  again,  the 
attending  physician  will  earn  the  gratitude 
of  the  neurosurgeon.  Hence,  this  is  another 
surgical  procedure  capable  of  restoring  the 
individual  to  normalacy. 

Causes  After  Birth  and  in  Childhood 

Postnatal  and  childhood  factors  which 
may  cause  mental  retardation  include  the 
following:  infections,  such  as  meningitis 
and  encephalitis;  intoxication  (lead  poi- 
soning); brain  trauma;  brain  tumor  and  de- 
generative diseases,  such  as  Schilder’s  dis- 
ease. 

With  regard  to  meningitis,  it  is  a sad 
commentary  that  the  presence  of  tubercu- 
lous meningitis  in  a baby  focuses  attention 
on  the  fact  that  an  actively  infected  person 
has  come  in  contact  with  the  child.  It  be- 
hooves us  to  see  that  all  members  of  a fami- 
ly are  screened  by  x-ray  examination  be- 
fore such  a tragedy  can  occur. 

Encephalitis  deserves  special  mention. 
Now  that  active  immunization  against  mea- 
sles is  available,  post-rubeola  encephalitis 
as  a complication  should  be  reduced  to  zero. 
It  is  also  well  to  remember  that  brain  tu- 
mor can  simulate  a picture  of  encephalitis 
in  its  early  stages. 

Lead  poisoning,  though  considerably  less 
than  in  former  years,  still  poses  a threat  to 
the  child. 

With  the  alarming  increase  of  automobile 
accidents  brain  damage  deserves  especial 
mention.  Careful  management  of  such  cases 
is,  of  course,  mandatory.  We  physicians 
who  see  the  end  products  of  this  American 
version  of  “Russian  roulette”  need  to  exer- 
cise our  influence  more  in  the  community. 
Medical  societies  should  take  a more  active 
stand  and  agitate  for  proper  law  enforce- 
ment regarding  traffic  violations.  Unless 
responsible  groups  of  people,  such  as  physi- 
cians, back  up  and  demand  more  strict  law 
enforcement  this  tragic  national  disgrace 
will  continue. 

Hypoparathyroidism  can  be  a disease 
state  often  overlooked.  It  is  rarely  found 
during  childhood  and  is  usually  associated 
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with  Addison’s  disease  or  generalized  moni- 
liasis. Mental  retardation  can  result  if  the 
condition  goes  unrecognized  and  untreated. 
The  clinical  features  of  the  disease  are  irri- 
tability, carpopedal  spasm  and  convulsions. 
Recurrent  diarrhea  and  steatorrhea  are 
common.  Photophobia,  conjunctivitis,  len- 
ticular opacities,  and  trophic  changes  in  the 
teeth,  hair,  skin,  and  nails  may  be  present. 
Laboratory  findings  will  disclose  a serum 
calcium  level  which  is  low,  a serum  phos- 
phorus level  which  is  high,  with  a serum 
alkaline  phosphatase  activity  being  normal. 
The  urinary  calcium  and  phosphorus  are 
low.  Roentgenograms  of  the  skull  show 
symmetrical  calcification  in  the  region  of 
the  basal  ganglia.  The  EEG  and  ECG  are 
abnormal.  When  such  an  individual  is  given 
parathyroid  hormone  intravenously,  there 
is  an  increased  level  in  serum  calcium  and 
a decreased  level  of  serum  phosphorus. 
Treatment  consists  of  a diet  low  in  phos- 
phorus; vitamin  D2  in  amounts  of  50,000  to 
125,000  units  per  day;  calcium  lactate,  5 to 
10  gm.  daily  orally;  and  treatment  for  teta- 
ny when  it  is  present. 

Discussion 

So  far,  we  have  discussed  different  types 
of  mental  retardation.  A word  of  caution 
should  be  entered  here  that  what  appears 
to  be  mental  retardation  may  in  actual  fact 
be  a pseudoretardation.  A child  raised  in  a 
poor  environment  has  very  little  opportuni- 
ty to  be  stimulated  mentally.  Impairment 
of  the  visual  and  auditory  senses  can  im- 
pair the  intellectual  content  a child  could 


accumulate.  Emotional  and  psychologic 
problems  can  create  a false  picture  of  men- 
tal retardation;  and,  finally,  infantile  au- 
tism and  other  psychoses  can  lower  the  in- 
tellectual performance.  When  in  doubt  the 
physician  should  refer  such  individuals  to 
the  proper  resources  and  clinics. 

Though  many  causes  of  mental  retarda- 
tion are  preventable,  we  are  just  beginning 
to  make  advances  in  a preventive  phase.  It 
is  up  to  the  individual  physician  to  train 
himself  to  make  an  early  diagnosis  of  men- 
tal retardation.  I would  recommend  that 
hospital  staffs  and  medical  societies  appoint 
an  individual  or  committee  to  explore  the 
feasibility  of  introducing  new  procedures 
for  the  early  detection  and  prevention  of 
mental  retardation.  The  same  physician  or 
committee  could  well  mobilize  all  data  and 
resources  available  for  consultation  to  the 
physician  faced  with  a perplexing  problem 
of  possible  mental  retardation. 

Summary 

The  causes  of  mental  retardation  have 
been  discussed.  Particular  emphasis  has 
been  placed  on  the  conditions  in  which  ear- 
ly detection  and  diagnosis  permit  special 
treatment  and  management  to  increase  the 
possibilities  of  an  individual  attaining  a 
normal  or  near-normal  intelligence. 
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Middle  Tennessee  Medical  Association 

Historical  Note  (From  the  files  of  Dr.  George 
Carpenter,  Sr.  Chairman,  Historical  Committee). 
The  first  meeting  of  our  society  was  held  in  the 
“gentleman’s  parlor”  of  the  Maxwell  House  in 
Nashville  on  September  21,  1894.  There  were  34 
doctors  present.  The  initial  meetings  of  the  so- 
ciety lasted  two  days  and  consisted  of  30  to  40 
papers,  most  of  them  being  read.  A few  fascinat- 
ing titles  from  the  first  meeting  were:  (1)  Is  Ap- 
pendicitis Essentially  a Surgical  Infection?  (2)  A 
Clinical  Report  on  Nasopharyngeal  Reflexes.  (3) 
Treatment  of  Severe  Typhoid  Fever.  (4)  The 
Radical  Cure  of  Inguinal  Hernia.  (5)  Fracture  of 
the  leg  with  vicious  union  necessitating  amputa- 
tion, with  specimen. 
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PROGRAM 


O 13  Outstanding  Guest  Speakers 

• General  Scientific  Meeting 

• 16  Specialty  Society  Meetings 

• Fun  And  Entertainment 

• Technical  Exhibits 
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• Presidents'  Banquet 

Monday,  April  12 — Read  House 


# House  of  Delegates 

Opening  Session  Sunday,  April  11,  1:00  p.m. 
2nd  Session  Tuesday,  April  13,  9:00  a.m. 


# Registration  Daily 


8:00  a.m.  to  5:00  p.m 


No  Registration  Fee 


80 


TENNESSEE  MEDICAL  JOURNAL 


March,  1965 


THE  READ  HOUSE 

AND 


MOTOR  INN 

Chattanooga  s Finest  and  Most  Modern  Hotels 
CHATTANOOGA,  TENNESSEE 


HEADQUARTERS  HOTEL 

for  the 

1965  ANNUAL  MEETING 
April  11-13 

Tennessee  Medical  Association 


March,  1965 


SPECIAL  SECTION 


81 


Special  Section 

SCIENTIFIC  PROGRAM 
OF  THE  130TH  ANNUAL  MEETING 
OF  THE 

TENNESSEE  MEDICAL 
ASSOCIATION 

General  Information 

► The  official  program  contains  detailed  informa- 
tion on  the  1965  annual  meeting  of  the  Tennessee 
Medical  Association,  conducted  in  Chattanooga, 
Tennessee,  April  11-12-13,  1965. 

► Registration 

The  registration  desk  will  be  located  on  the 
mezzanine  floor  of  the  Read  House,  Chattanooga. 
All  members,  visiting  speakers,  interns,  residents, 
exhibitors,  and  guests  are  urged  to  register.  Ad- 
mission to  all  meetings  and  sessions  and  to  the 
exhibits  is  by  a badge  secured  at  the  registration 
desk.  THERE  IS  NO  REGISTRATION  FEE. 

Programs  for  all  activities  during  the  annual 
meeting  are  available  at  the  registration  desk. 
Those  eligible  to  register  are:  Members  of  the 

Tennessee  Medical  Association;  physicians  from 
other  states  who  are  members  of  their  respective 
state  medical  associations;  residents,  interns,  medi- 
cal students  and  guests. 

Miss  Willard  Batey 
Chief  Registrar 

► Registration  Hours 

(All  times  are  Eastern 
Standard  Time) 
Sunday,  April  11.  . ,8:30  A.M. 

(Special  registration  for  mem- 
bers of  the  House  of  Delegates 
from  8:30  A.M.  to  1:00  P.M.) 
(Advance  registration  for  ex- 
hibitors and  early  arrivals 
from  8:30  to  10:00  A.M.  and 
after  1:00  P.M.) 

Monday,  April  12 ...  8: 00  A.M.  to  5:00  P.M. 
Tuesday,  April  13.  8:00  A.M.  to  5:00  P.M. 

► Annual  Meeting  Headquarters 
Headquarters  are  located  in  the  Read  House, 

Chattanooga,  where  many  activities  are  scheduled. 
The  majority  of  the  specialty  societies  will  con- 
duct their  meetings  concurrently  with  TMA  in  the 
Read  House.  Others  will  be  conducted  in  the  Pat- 
ten Hotel.  Specialty  societies  meeting  outside  of 
the  Read  House  are  listed  in  this  program  under 
the  “days”  that  the  various  societies  are  to  meet. 

► TA1A  Headquarters  Office 

Rooms  262-263-264  and  266  in  the  Read  House 
will  be  the  Headquarters  Office  during  the  meet- 
ing. A member  of  the  staff  will  be  available  to 
assist  you  at  all  times.  Members  of  the  House  of 
Delegates,  Officers,  and  Reference  Committee 


Chairmen  can  secure  secretarial  help  when  needed. 
Your  headquarters  staff  is  available  to  assist  you 
in  your  needs. 

J.  E.  Ballentine,  Executive  Director 

L.  Hadley  Williams,  Public  Service  Director 

Bob  Berry,  Administrative  Assistant 

Miss  Willard  Batey,  Records  and  Bookkeeping 

Mrs.  Doris  Darrow,  Secretary 

Mrs.  Sarah  Watkins,  Secretary 

Mrs.  Jean  Ragsdale,  Secretary 

► President’s  Banquet  and  Social  Hour 

The  President’s  Banquet  will  be  preceded  by 
a Social  Hour  sponsored  by  the  Tennessee  Medical 
Association,  beginning  at  6:00  P.M.  on  Monday 
evening,  April  12,  in  Parlors  C,  D,  and  E in  the 
Read  House. 

The  BANQUET  will  follow  at  7:00  P.M.  in  the 
Silver  Ballroom  of  the  Read  House.  TICKETS 
ARE  AVAILABLE  AT  THE  REGISTRATION 
DESK.  A limited  number  can  be  accommodated. 
GET  YOUR  TICKETS  EARLY. 

► Communications — 

Emergency  Telephones 
Chattanooga — 266-7630  and  266-7646 

A blackboard  will  be  placed  in  a conspicuous 
location  on  the  mezzanine  floor  where  doctors’ 
calls  will  be  listed.  PLEASE  CHECK  OFTEN 
WITH  THE  LISTINGS  ON  THE  CALL  BOARD. 

► Specialty  Society  Luncheon  Tickets 
Tickets  to  specialty  society  banquets  and 

luncheons,  as  well  as  the  Woman’s  Auxiliary  af- 
fairs, can  be  obtained  from  their  respective  regis- 
tration desks.  PURCHASE  YOUR  TICKETS  AT 
THE  TIME  OF  REGISTRATION.  The  number 
that  can  be  accommodated  is  limited. 

► House  of  Delegates 

The  first  session  of  the  House  of  Delegates  will 
be  held  on  Sunday,  April  11,  beginning  at 
1:00  P.M.  in  the  Continental  Room  of  the  Read 
House.  The  second  session  will  be  conducted  on 
Tuesday,  April  13,  beginning  at  9:00  A.M.  in  the 
Continental  Room  of  the  Read  House. 

► Scientific  Meetings 

The  scientific  presentations  at  the  130th  annual 
meeting  will  be  those  presented  by  the  specialty 
societies  meeting  concurrently  with  the  Tennessee 
Medical  Association.  Please  see  the  Program  list- 
ing the  scientific  meetings  of  the  specialty  societies 
each  day.  Every  member  attending  is  welcome  to 
attend  any  scientific  meeting  of  any  specialty  so- 
ciety. A special  event  will  be  presentations  of 
general  interest  by  two  guest  speakers  on  Tuesday, 
April  13.  The  subjects  presented  will  be  of  general 
interest  to  all  attending  the  meeting.  Please  note 
topics  and  speakers  in  the  program. 

► Specialty  Societies 

Sixteen  specialty  societies  are  conducting  their 
meetings  concurrently  with  the  Tennessee  Medical 
Association  in  Chattanooga.  Scientific  and  business 
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sessions  of  the  specialty  societies  will  be  conducted 
on  April  11-12-13.  SEE  DETAILS  IN  THIS  PRO- 
GRAM LISTED  UNDER  EACH  OF  THE  ABOVE 
DATES  AND  UNDER  “ANNOUNCEMENTS.” 

► Woman’s  Auxiliary 

The  Woman’s  Auxiliary  to  TMA  will  conduct 
all  sessions  of  its  annual  meeting  in  the  Patten 
Hotel.  The  registration  desk  of  the  Auxiliary  will 
be  located  in  the  Patten  Hotel  and  all  committee 
meetings,  board  meetings,  and  general  sessions 
will  be  conducted  at  the  Patten. 

► Scientific  Exhibitors 

Several  educational  and  scientific  exhibits  will 
be  presented.  These  will  be  displayed  in  the  ex- 
hibit area  of  the  Read  House. 

► Technical  Exhibitors 

The  technical  exhibitors  will  be  located  on  the 
Mezzanine  Floor  of  the  Read  House  and  in  the 
Exhibit  Hall  just  off  the  Mezzanine  level.  They 
may  be  visited  each  day  of  the  annual  meeting  be- 
ginning on  Sunday,  April  11,  from  10:00  A.M.  un- 
til 4:00  P.M. — and  continued  from  9:00  A.M.  until 
5:00  P.M.  on  Monday  and  Tuesday,  April  12  and 
13.  Exhibitors  are  an  important  part  of  the  130th 
Annual  Meeting  and  each  physician  will  be  well 
repaid  by  spending  some  time  visiting  them  and 
inspecting  their  exhibits.  The  exhibits  will  display 
many  educational  features  of  medical  supply  and 
latest  developments  in  the  scientific  world. 

☆ 

ANNOUNCEMENTS- 

SPECIAL  MEETINGS 
AND  EVENTS 

President’s  Banquet 
Read  House 
Silver  Ballroom 
Monday,  April  12 — 7:00  P.M. 

Social  Hour — 6:00  P.M.  (Parlors  C,  D,  E) 

Read  House 

Sponsored  by  TMA 

R.  H.  Kampmeier,  M.D..  President,  Presiding 
Introduction  of  President-Elect — 

John  H.  Burkhart,  M.D. 

Special  Awards: 

Presenting  Tennessee’s  Outstanding  Physician 
of  the  Year — By:  J.  Malcolm  Aste,  M.D., 
Speaker  of  the  House  of  Delegates 
Presenting  Distinguished  Service  Award — By: 
John  H.  Burkhart,  M.D.,  Chairman,  Board  of 
Trustees 

Presenting  Health  Project  Contest  Winner — By: 
Charles  A.  Trahern,  M.D.,  Secretary 


Woman’s  Auxiliary  to  the 
Tennessee  Medical  Association 

April  11-12-13,  1965 
Patten  Hotel 
Hospitality — Parlor  H 
Registration 

Sunday,  April,  11—12:00  Noon-5:00  P.M. 

Monday,  April  12 — 8:00  A.M.-5:00  P.M. 

Tuesday,  April  13—8:00  A.M.-11:30  A.M. 

Complete  details  and  schedule  of  events  and 
meetings  of  the  Woman’s  Auxiliary  are  listed  in 
this  program  under  the  days  they  will  occur,  Sun- 
day, Monday  and  Tuesday. 

Arts  and  Crafts  Exhibit 

The  Arts  and  Crafts  Exhibit  of  the  Woman’s 
Auxiliary  will  be  conducted  in  the  Patten  Hotel, 
Parlor  H.  Doctors  and  their  wives  are  urged  to 
participate  in  the  exhibit. 


Tennessee  Medical  Association 
Scientific  Exhibits 

All  scientific  exhibits  presented  will  be  dis- 
played in  the  Read  House. 


Technical  Exhibits 

The  technical  exhibits  are  located  on  the  Mezza- 
nine Floor  and  in  the  Exhibit  Hall  of  the  Read 
House.  They  are  open  daily  at  9:00  A.M.  (except 
Sunday).  The  exhibits  display  many  educational 
features  of  the  medical  supply  world  which  should 
be  of  interest  to  doctors. 


TMA  Board  of  Trustees  Meeting 

The  TMA  Board  of  Trustees  will  meet  in  Parlor 
A and  B of  the  Read  House  at  9:00  A.M.  on 
Wednesday,  April  14. 


Public  Health  Council 

The  Public  Health  Council  will  meet  in  Room 
706  of  the  Patten  Hotel  at  10:00  A.M. , Monday, 
April.  12. 

Please  Reserve  Luncheon 
Tickets  Early 

A number  of  the  specialty  societies  meeting 
with  TMA  will  sponsor  luncheons  during  the  an- 
nual meeting. 

PLEASE  MAKE  RESERVATIONS  FOR 
LUNCHEONS  YOU  ARE  PLANNING  TO  AT- 
TEND. 

These  should  be  made  with  the  secretary  of  the 
specialty  society. 


Tennessee  Chapter — American 
College  of  Surgeons 

The  Tennessee  Chapter  of  the  American  College 
of  Surgeons  announces  that  Mr.  Fred  Russell, 
Sports  Editor  of  the  Nashville  Banner,  who  is  also 
a nationally  recognized  sports  commentator,  will 
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be  the  dinner  speaker  for  the  Society  on  Tuesday 
evening,  April  13.  TMA  MEMBERS  AND  GUESTS 
ARE  INVITED  TO  THE  BANQUET  AND  TO 
HEAR  MR.  RUSSELL.  His  subject  will  be: 
“LOOSE  STITCHES.”  MAKE  YOUR  RESERVA- 
TIONS EARLY.  TICKETS  AT  REGISTRATION 
DESK. 


NOTICE 

The  scientific  presentations  of  all  of  the  spe- 
cialty societies  meeting  concurrently  with  the 
Tennessee  Medical  Association,  are  open  to  all 
physicians  registered  at  the  annual  meeting.  At- 
tend the  meeting  of  your  choice. 


NOTICE 


IMPACT  Breakfast 

7:15  A.M. 

Tuesday,  April  13,  1965 
Tennessee-Alabama  Room  Patten  Hotel 

(Tickets  on  sale  adjacent  to 
TMA  Registration  desk) 

Tennessee  physicians  and  their  wives  in- 
vited to  attend. 

8:00  A.M. 

PROGRAM 

Guest  Speaker:  Dr.  Walter  R.  Courtenay. 
Minister, 

First  Presbyterian  Church, 
Nashville 

The  breakfast  is  sponsored  by  Independent 
Medicine’s  Political  Action  Committee — 
Tennessee  (IMPACT). 

—You  will  want  to  attend — 


Technical  Exhibitors 

Technical  exhibits  for  the  1965  Annual  Meeting 
will  be  displayed  on  the  MEZZANINE  FLOOR 
of  the  Read  House  and  in  the  Exhibit  Hall.  The 
newest  developments  in  pharmaceuticals,  equip- 
ment and  services  will  be  on  display,  with  full 
information  available  through  trained  and  ex- 
perienced representatives. 

Exhibits  will  be  open  Sunday,  April  11  at  10:00 
A.M.  and  Tuesday  and  Wednesday  from  9:00  A.M. 
to  5:00  P.M.  All  physicians  will  find  their  time 
well  spent  in  visiting  exhibits  and  keeping  abreast 
of  what  is  new  and  useful.  YOUR  ATTENDANCE 
IS  URGED,  for  your  benefit  as  well  as  for  an 
expression  of  cooperation  with  our  exhibitors. 


ABBOTT  LABORATORIES  M ezzanine 

North  Chicago,  Illinois  Booth  50 

AMERICANA  CORPORATION  Mezzanine 

Beverly  Hills,  California  Booth  42 

ARNAR-STONE  LABORATORIES,  INC.  Mezzanine 

Mt.  Prospect,  Illinois  Booth  45 

ASTRA  PHARMACEUTICAL  PRODUCTS,  INC.  Exhibit  Hall 
Worcester,  Massachusetts  Booth  7 

BARNES-HIND  OPHTHALMIC  PRODUCTS  Exhibit  Hall 
Sunnyvale,  California  Booth  3 


BRAYTEN  PHARMACEUTICAL  COMPANY 
Chattanooga,  Tennessee 
CIBA  PHARMACEUTICAL  COMPANY 
Summit,  New  Jersey 
THE  COCA-COLA  COMPANY 
Atlanta,  Georgia 

DAIRY  COUNCIL  OF  TENNESSEE 
Bristol,  Chattanooga,  Knoxville 
Memphis,  Nashville 
THOMAS  A.  EDISON  INDUSTRIES 
Nashville,  Tennessee 
ELI  LILLY  AND  COMPANY 
Indianapolis,  Indiana 
FARRINGER  AND  COMPANY 
Nashville,  Tennessee 

FILLAUER  SURGICAL  SUPPLIES,  INC. 

Chattanooga,  Tennessee 
GEIGY  PHARMACEUTICALS 
Yonkers,  New  York 

GREAT  BOOKS  OF  THE  WESTERN  WORLD 
Chicago,  Illinois 

KNOLL  PHARMACEUTICAL  COMPANY 
Orange,  New  Jersey 
J.  A.  MAJORS  COMPANY 
Dallas,  Texas 

MEAD  JOHNSON  LABORATORIES 
Evansville,  Indiana 

MEDICAL  SOCIETY  RETIREMENT  PLAN 
(Denby  Brandon  Company) 

Memphis,  Tennessee 
MERCK  SHARP  & DOHME 
West  Point,  Pennsylvania 
MUTUAL  BENEFIT  LIFE  INSURANCE  CO. 

( Dunn-Lemly-Sizer) 

Nashville,  Tennessee 
ORGANON,  INC. 

West  Orange,  New  Jersey 
ORTHO  PHARMACEUTICAL  COMPANY 
Raritan,  New  Jersey 
PARKE,  DAVIS  & COMPANY 
Detroit,  Michigan 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 

Richmond,  Virginia 
RICHARDS  MFG.  CO 
Memphis,  Tennessee 
SANBORN,  MEDICAL  DIVISION 
Hewlett-Packard  Company 
Atlanta,  Georgia 
G.  D.  SEARLE  AND  COMPANY 
Chicago,  Illinois 
SHERMAN  LABORATORIES 
Detroit,  Michigan 

SMITH,  MILLER  & PATCH,  INC. 

New  York,  New  York 

SMITH,  REED,  THOMPSON  & ELLIS  CO. 

Nashville,  Tennessee 
E.  R.  SQUIBB  & SONS 
New  York,  New  York 
TAFEL  COMPANY 
Nashville,  Tennessee 
TENNESSEE  GUILD  OF  DISPENSING 
OPTICIANS 
Nashville,  Tennessee 


Mezzanine 
Booth  3 I 
Mezzanine 
Booth  53 
Mezzanine 
Booth  39 
Exhibit  Hall 
Booth  24 

Mezzanine 
Booth  49 
Mezzanine 
Booth  34 
Mezzanine 
Booth  36 
Mezzanine 
Booth  54 
Exhibit  Hall 
Booth  I 
Exhibit  Hall 
Booth  27 
Mezzanine 
Booth  40 
Mezzanine 
Booth  47 
Mezzanine 
Booth  56 
Mezzanine 
Booth  35 

Mezzanine 
Booth  32 
Messazine 
Booth  57 

Mezzanine 
Booth  52 
Mezzanine 
Booth  51 
Mezzanine 
Booth  58 
Mezzanine 
Booth  43 
Exhibit  Hall 
Booth  8 
Mezzanine 
Booth  37 

Mezzanine 
Booth  46 
Mezzanine 
Booth  55 
Mezzanine 
Booth  4l 
Mezzanine 
Booth  30 
Mezzanine 
Booth  33 
Mezzanine 
Booth  38 
Mezzanine 
Booth  44 


THE  UPJOHN  COMPANY  Mezzanine 

Kalamazoo,  Michigan  Booth  48 

U.  S.  VITAMIN  & PHARMACEUTICAL  CORP.  Exhibit  Hall 
New  York,  New  York  Booth  2 


VISIT  THE  EXHIBITORS 

The  scientific  meetings  will  be  recessed  during 
each  day  to  give  doctors  an  opportunity  to  visit 
with  the  exhibitors. 

J.  E.  Ballentine 
Executive  Director 


84 


SPECIAL  SECTION 


March,  1965 


PROGRAM 
Sunday,  April  11,  1965 

1:00  P.M.  (E.S.T.) 

House  of  Delegates,  Continental  Room 
Read  House — Chattanooga 


SPECIALTY  SOCIETIES 

MORNING 

TENNESSEE  STATE  SOCIETY  OF 
ANESTHESIOLOGISTS 

Sunday,  April  11,  1965 

Parlor  E Read  House 

10:30  A.M. 

Business  Meeting 

12:30  P.M. 

Luncheon — Parlor  C,  Read  House 

SCIENTIFIC  PROGRAM 

1:30  P.M. 

Parlor  E 

“Fluid  and  Electrolytes  During  Surgery” 

By:  Charles  R.  Baxter,  M.D.,  Department  of  Sur- 
gery, University  of  Texas  Southwestern  Medi- 
cal School,  Dallas,  Texas 

AFTERNOON 

☆ 

TENNESSEE  STATE 
ORTHOPAEDIC  SOCIETY 

Chestnut  Room  Read  House 

SUNDAY,  APRIL  11,  1965 

1:00  P.M. 

(Registration) 

SCIENTIFIC  PROGRAM 

1:30  P.M. 

“Bone  Block  Procedure  for  Recurrent  Posterior 
Dislocation  of  the  Shoulder” 

By:  Merritt  B.  Shobe,  M.D.,  Robert  T.  Strang, 
M.D.,  and  Joseph  K.  Maloy,  M.D.,  Kingsport 

2:00  P.M. 

“Disappearing  Bone  Syndrome” 

By:  Earl  R.  Campbell,  Jr.,  M.D.,  Chattanooga 
2:20  P.M. 

“A  Common  Cause  of  Internal  Torsion  of  the  Lower 
Extremities  in  Children,  and  its  Treatment” 

By:  Dennis  Coughlin,  M.D.,  Knoxville 


2:50  P.M. 

“Gas  Gangrene  in  the  Extremities — A Review  of 
Current  Concepts  of  Treatment  and  Report  of 
Four  Recent  Cases” 

By:  Stanley  Elmore,  M.D.,  Nashville 
(By  Invitation) 

3:10  P.M. 

Business  Meeting 

* * * * * 

Entertainment  Program 

6:00-8:30  P.M. 

President’s  Entertainment: 
Buffet-Cocktail  Party — Home  of 
Dr.  and  Mrs.  Houston  Price 
Chickamauga  Trail,  Lookout  Mountain,  Tennessee 

☆ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 

April  11-13,  1965 

CONVENTION  HEADQUARTERS 
PATTEN  HOTEL 

***** 

37th  Annual  Convention 

***** 

Sunday,  April  11 
2:00  P.M. -4:00  P.M.  Registration 
PATTEN  HOTEL 
Hospitality  Room:  Parlor  H 

2:00  P.M. -4:00  P.M. 

Special  Committee  Meetings  (Awards,  Finance, 
Revisions) — President’s  Suite,  Room  914 — Patten 
Hotel 

2:00  P.M. -5:00  P.M. 

Entries  accepted  for  Arts  and  Crafts  Show  in 
Parlor  H 

Hostess  Auxiliary 

The  Woman’s  Auxiliary  of  the  Chattanooga- 
Hamilton  County  Medical  Society 

☆ 

Monday,  April  12, 1965 
SCIENTIFIC  MEETINGS 
SPECIALTY  SOCIETIES 

MORNING 

COMBINED  MEETING 
TENNESSEE  STATE  OBSTETRICAL 
& GYNECOLOGICAL  SOCIETY 
TENNESSEE  PEDIATRIC  SOCIETY 
TENNESSEE  ACADEMY  OF 
GENERAL  PRACTICE 
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Chestnut  Room  Read  House 

MONDAY,  APRIL  12,  1965 

Presiding:  W.  Powell  Hutcherson,  M.D., 
Chattanooga 

9:00  A.M. 

Introductory  Remarks:  W.  Powell  Hutcherson, 

M.D.,  Chattanooga,  President,  Tennessee  State 
Obstetrical  and  Gynecological  Society 

SCIENTIFIC  PROGRAM 

9:10  A.M. 

“Fetal  & Perinatal  Mortality  Related  to  Birth 
Defects” 

Guest  Speaker:  Virginia  Apgar,  M.D.,  M.P.H.,  Di- 
rector of  Division  of  Congenital 
Malformations,  National  Founda- 
tion, New  York 

9:40  A.M. 

“Prematurity  and  Intra  Uterine  Infection” 

Guest  Speaker:  Malcolm  G.  Freeman,  M.D.,  At- 
lanta, Ga.,  Director  of  Reproduc- 
tive Wastage  Study,  Project  Dept, 
of  OB-GYN,  Emory  University 
School  of  Medicine 

10:10  A.M. 

Question  and  Answer  Period  from  Floor 
Directed  to  Guest  Speakers 

10:30  A.M. 

Intermission — Visit  Exhibits 

11:00  A.M. 

Perinatal  Mortality  Conference 

Moderator — Robert  T.  Miller,  M.D.,  Chattanooga 
Panel:  Virginia  Apgar,  M.D.,  M.P.H.,  New 

York 

Malcolm  G.  Freeman,  M.D.,  Atlanta, 
Ga. 

William  G.  Crook,  M.D.,  Jackson 
John  Q.  Adams,  M.D.,  Memphis 
(All  cases  are  from  Perinatal  Mortality  files  of 
Baroness  Erlanger  Hospital,  Chattanooga) 

☆ 

TENNESSEE  STATE 
ORTHOPAEDIC  SOCIETY 

Continental  Room  Read  House 

MONDAY,  APRIL  12,  1965 
SCIENTIFIC  PROGRAM 

9:00  A.M. 

“Extremity  Gangrene  Secondary  to  Accidental 
Arterial  Injection  of  Drugs” 

By:  Arthur  Brooks,  M.D..  and  Mr.  Carl  Dyer, 
Nashville 

9:30  A.M. 

“Genu  Valgum  in  Nigeria” 

By:  Paul  Spray,  M.D.,  Oak  Ridge 

10:00  A.M. 

“Orthopaedic  Manifestations  of  Nocardiosis” 

By:  Eugene  Regen,  Jr.,  M.D.,  Nashville 

10:20  A.M. 

Intermission — Visit  Exhibits 

11:00  A.M. 

“Athletic  Injuries” 

By:  Fred  Allman,  M.D.,  Atlanta  (By  Invitation) 


11:30  A.M. 

“Care  of  Athletic  Injuries  to  the  Ankle  and  Knee” 

Guest  Speaker:  Lenox  Baker,  M.D.,  Durham, 
North  Carolina 

12:30  P.M. 

Member  Luncheon 

(Continental  Room — Read  House) 

2:00  P.M. 

“Treatment  of  Non-union  Fractures  of  the  Distal 
Fibula” 

By:  Merritt  B.  Shobe,  M.D.,  Robert  T.  Strang, 
M.D.  and  Joseph  K.  Maloy,  M.D.,  Kingsport 

2:30  P.M. 

“High  Output  Renal  Failure — A Complication  of 
Severe  Trauma,  Diagnosis  and  Treatment” 

By:  Dewey  Thomas,  M.D.,  Nashville 
(By  Invitation) 

3:00  P.M. 

Intermission — Visit  Exhibits 

3:30  P.M. 

“Compression  Plate  Fixation  in  Acute  Fractures 
and  Non-unions” 

By:  Lewis  Anderson,  M.D.,  Memphis 
4:00  P.M. 

“Intra -osseous  Epidemal  Inclusion  Cyst-Report  of 
Two  Cases” 

By:  Arnold  Haber,  Jr.,  M.D.,  Nashville 

☆ 

TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

Silver  Ballroom  Read  House 

MONDAY,  APRIL  12,  1965 
SCIENTIFIC  PROGRAM 

8:45  A.M. 

Meeting  called  to  order — 

William  F.  Murrah,  M.D.,  President 

9:00  A.M. 

“Decompression  of  Labyrinth  in  Meniere’s  Disease 
— Preliminary  Report” 

By:  Clyde  Alley,  M.D.,  Nashville 

9:20  A.M. 

“Medical  and  Surgical  Treatment  of  Meniere’s 
Disease” 

By:  John  J.  Shea,  M.D.,  Memphis 
9:40  A.M. 

“Out  of  Silence”  (Movie)  Histopathology  of  the 
Temporal  Bone 

By:  Paul  H.  Ward,  M.D.,  Nashville 
10:00  A.M. 

Intermission  to  Visit  Exhibits 

10:15  A.M. 

“Management  of  Borderline  Glaucoma” 

By:  Alice  R.  Deutsch,  M.D.,  Memphis,  and 
Tom  Curry,  M.D.,  Memphis 

10:35  A.M. 

“Paralimbal  Ring  Keratitis  and  Absence  of  Lyso- 
zyme in  Lupus  Erythematosis” 

By:  Lee  R.  Minton,  M.D.,  Nashville 
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10:55  A.M. 

“Treatment  of  Traumatic  Hyphema  with  Fibrino- 
lysm” 

By:  Lee  Arnold,  M.D.,  Chattanooga,  and 
Kenneth  Phillip,  M.D.,  Chattanooga 

11:15  A.M. 

Business  Meeting 

12:15  P.M. 

Luncheon  and  Round  Table  Discussions 

1:30  P.M. 

Adjourn 

☆ 

TENNESSEE  RADIOLOGICAL 
SOCIETY 

Parlor  E Read  House 

MONDAY,  APRIL  12,  1965 

9:00  A.M. 

Business  Meeting 

10:00  A.M. 

SCIENTIFIC  PRESENTATION 
“Special  Procedures  in  Examination  of  the  Pos- 
terior Cranial  Fossa” 

By:  Colin  Holman,  M.D.,  Mayo  Clinic,  Rochester, 
Minnesota 

11:00  A.M. 

Intermission — Visit  Exhibits 

12:30-1:30  P.M. 

Luncheon — Parlor  E,  Read  House 

2:00  P.M. 

SCIENTIFIC  PRESENTATION 
“Unusual  Features  of  Lesions  Involving  the  Body 
of  the  Sphenoid  Bone” 

By:  Colin  Holman,  M.D.,  Mayo  Clinic 

3:00  P.M. 

Business  Meeting 

4:00  P.M. 

FILM  READING  SESSION 

(Interesting  films  to  be  brought  by  members  of  the 
Radiological  Society) 

Adjourn 

☆ 

TENNESSEE  INDUSTRIAL 
MEDICAL  ASSOCIATION 

MONDAY,  APRIL  12,  1965 

11:00  A.M. 

Plant  Visit  to  Dupont  Nylon  Company 

Paul  V.  Nolan,  M.D.,  Chattanooga 
Robert  Osmundsen,  M.D.,  Chattanooga 
Transportation  will  leave  Read  House  at  11:00  A.M. 
(Luncheon  at  Dupont  Cafeteria) 

SCIENTIFIC  PROGRAM 
Red  Room  Patten  Hotel 

2:30  P.M. 

“State  Rules  and  Regulations  for  Radiation  Pro- 
tection” 

By:  Curtis  P.  McCammon,  M.D.,  Director,  Indus- 
trial Hygiene  Service,  Tennessee  Department 
of  Public  Health 

(Discussion) 


2:50  P.M. 

Visit  Exhibits 

3:15  P.M. 

“A  Medical  Program  for  a Small  Radiochemical 
Plant” 

By:  Harmon  L.  Monroe,  M.D.,  Medical  Director 
Nuclear  Fuel  Services,  Inc.,  Erwin 

4:00  P.M. 

Business  Meeting 

☆ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 

MONDAY,  APRIL  12,  1965 
Patten  Hotel 

PROGRAM 

8:00  A.M.-12:30  P.M. 

Registration — Patten  Hotel 
8:00  A.M. -9:45  A.M. 

Pre-Convention  Board  Breakfast — Parlor  G and  F 
Patten  Hotel 

9:00  A.M. -4:30  P.M. 

Arts  and  Crafts  Show — Parlor  H 

9:00  A.M.-4:30  P.M. 

Hospitality — Parlor  H 

10:00  A.M. -12:00  Noon 

General  Convention  Session — Georgia  Room 
Patten  Hotel 

1:00  P.M. 

Fashion  Tour  and  Tea — Loveman’s  in  Chattanooga 
6:00  P.M. 

Social  Hour  and  President’s  Banquet — Tennessee 
Medical  Association — Read  House  (Wives  in- 
vited. Auxiliary  Members  with  or  without  hus- 
bands present,  are  urged  to  attend.)  Dancing 
after  dinner. 

AFTERNOON 

☆ 

TENNESSEE  PEDIATRIC  SOCIETY 

MONDAY,  APRIL  12,  1965 

12:00  Noon 

Luncheon — The  Foyer,  Read  House 

☆ 

TENNESSEE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 

Parlor  C Read  House 

MONDAY,  APRIL  12,  1965 

12:00  P.M. 

Luncheon 

(To  be  followed  by  Business  Meeting) 

SCIENTIFIC  PROGRAM 
Chestnut  Room  Read  House 

Presiding:  Harry  E.  Jones,  M.D.,  Chattanooga 
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2:00  P.M. 

“Treatment  of  Recurrent  Cancer  of  Cervix” 

Guest  Speaker:  George  F.  McInnes,  M.D.,  Asso- 
ciate Professor  of  Surgery,  Medi- 
cal College  of  Georgia,  Augusta 

2:30  P.M. 

“Cervical  Carcinoma:  Cryostat  As  A Diagnostic 
Tool’ 

By:  Robert  Daugherty,  M.D.,  Knoxville 
Discussion:  Bruce  Elrod,  M.D.,  Pathologist,  Me- 
morial Hospital,  Chattanooga 

2:50  P.M. 

“What  Value  Is  Mammography  In  Detecting  Breast 
Cancer?” 

By:  C.  Windom  Kimsey,  M.D.,  Radiologist,  Chat- 
tanooga 

3:10  P.M. 

Intermission — Visit  Exhibits 

3:30  P.M. 

“Intra  Uterine  Contraceptive  Device” 

By:  Walter  A.  Bonney,  Jr.,  M.D.,  Nashville 
Discussion:  Samuel  S.  Binder,  M.D.,  Chattanooga 

3:50  P.M. 

“Simplified  Technique  for  Caudal  Analgesia” 

By:  William  Weathers — Senior  Resident,  Dept. 
OB-GYN,  Baroness  Erlanger  Hospital,  Chat- 
tanooga 

4:10  P.M. 

“Sickle  Cell  Disease  In  Pregnancy” 

By:  Richard  P.  Rudnicki,  M.D.,  Memphis 

☆ 

TENNESSEE  DIABETES 
ASSOCIATION 

Exhibit  Hall  Patten  Hotel 

MONDAY,  APRIL  12,  1965 

12:15  P.M. 

Luncheon 

SCIENTIFIC  PROGRAM 

1:15  P.M. 

“Oral  Therapy  in  Diabetic  Management” 

Guest  Speaker:  James  M.  Moss,  M.D.,  Clinical 
Professor  of  Medicine,  George- 
town University,  School  of  Medi- 
cine, Washington,  D.  C.* 

( * Supported  by  U.  S.  Vitamin  and 
Pharmaceutical  Corporation.) 

2:00  P.M. 

“Diabetes  As  It  Affects  the  Eye  and  Ocular 
Adnexae” 

By:  Alfred  E.  Costner,  M.D.,  Johnson  City  Eye 
Hospital 

2:30  P.M. 

Intermission — Visit  Exhibits 

3:00  P.M. 

“Clinical  Experiences  with  Hypoglycemia” 

By:  Luther  W.  Kelly,  Jr.,  M.D.,  Section  on  Endo- 
crinology, The  Nalle  Clinic,  Charlotte,  North 
Carolina 

3:30  P.M. 

Round  Table  Discussion  with  Questions  from 
Audience 


4:00  P.M. 

Business  Meeting 

(Members  Only) 

☆ 

TENNESSEE  THORACIC  SOCIETY 

Parlors  D and  E Patten  Hotel 

MONDAY,  APRIL  12,  1965 

Joint  Meeting  with  the 

TENNESSEE  CHAPTER— AMERICAN  COLLEGE 
OF  CHEST  PHYSICIANS 

12:15  P.M. 

Luncheon 

1:00  P.M. 

Brief  Business  Meeting 
SCIENTIFIC  PROGRAM 

1:15  P.M. 

“Evaluating  the  Risk  of  Tuberculosis  in  Various 
Groups” 

By:  Paul  T.  Chapman,  M.D.,  Detroit,  Michigan 
2:00  P.M. 

“Early  Infiltrations  of  Chronic  Pulmonary  Histo- 
plasmosis” 

By:  Robert  A.  Goodwin,  M.D.,  Nashville 
2:20  P.M. 

“Inflammatory  Diseases  of  the  Upper  Mediastinum 
with  Vena  Caval  Obstruction” 

By:  James  W.  Pate,  M.D.,  Memphis 

2:45  P.M. 

Intermission — Visit  Exhibits 

3:15  P.M. 

“Manifestations  of  Disorders  of  Motor  Function  of 
the  Esophagus” 

By:  J.  Marsh  Frere,  Jr.,  M.D.,  Knoxville 
Theodore  Haase,  M.D.,  Knoxville 

3:40  P.M. 

“Anterior  Dependent  Drainage  for  Tuberculosis 
Lumbosacral  Spinal  Lesions” 

By:  J.  C.  Lougheed,  M.D.,  Memphis 

4:00  P.M. 

“Results  After  Glomectomy  in  Severe  Asthmatics” 

By:  Robert  L.  McCracken,  M.D.,  Nashville 

4:20  P.M. 

“Controlled  Breathing  by  Mechanical  Respirators 
— Indications  and  Complications” 

By:  Jesse  E.  Adams,  M.D.,  Chattanooga 

☆ 

TENNESSEE  SOCIETY  OF 
PATHOLOGISTS 

Parlor  G Patten  Hotel 

MONDAY,  APRIL  12,  1965 

12:00  Noon 

Luncheon — Parlor  G,  Patten  Hotel 
SCIENTIFIC  PROGRAM 
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1:00  P.M. 

“Organisms  of  the  Tribe  Mimeae:  Incidence  of 
Isolations  and  Clinical  Correlation  at  the  City  of 
Memphis  Hospitals” 

By:  A.  P.  Inclan,  M.D. 

1:30  P.M. 

“Clinical  Features  of  Mesentery  Artery  Insuffi- 
ciency” 

By:  Walter  L.  Palmer,  M.D.,  Professor  Emeritus 
of  Medicine,  University  of  Chicago  (Guest 
Speaker) 

2:30  P.M. 

“Cytogenetics:  Its  Laboratory  Development  and 
Clinical  Use” 

By:  Daniel  F.  Beals,  M.D.,  Knoxville 
3:30  P.M. 

“Utilization  of  the  Biologic  Test  in  Post-Trans- 
fusion Hepatitis  for  the  Detection  of  Carriers” 

By:  Richard  H.  Walker,  M.D.,  Memphis 

4:00  P.M. 

Business  Meeting 

☆ 

PRESIDENT’S  BANQUET 

Read  House — Chattanooga 
Social  Hour — 6:00  P.M. — Banquet  7:00  P.M. 

(Accommodations  limited.  Get  your  ticket 
early.) 

☆ 

Tuesday,  April  13,  1965 

9:00  A.M. 

House  of  Delegates,  Continental  Room 
Read  House — Chattanooga 

MORNING 

TENNESSEE 

MEDICAL  ASSOCIATION 

(Open  to  All  TMA  Members) 

GENERAL  SCIENTIFIC  PROGRAM 
Chestnut  Room  Read  House 

TUESDAY,  APRIL  13,  1965 

10:00  A.M. 

“Carcinoma  of  the  Lung” 

By:  Paul  T.  Chapman,  M.D.,  Division  of  Thoracic 
Surgery,  Henry  Ford  Hospital,  Detroit 

11:00  A.M. 

“Psychiatric  Coverage:  Tools  and  the  Doctors” 

By:  Daniel  Blain,  M.D.,  President  of  the  Ameri- 
can Psychiatric  Association.  Dr.  Blain  is  lo- 
cated at  the  Psychiatric  Institute  of  the  Penn- 
sylvania Hospital,  Philadelphia 


SPECIALTY  SOCIETIES 

MORNING 

TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

Silver  Ballroom  Read  House 

TUESDAY,  APRIL  13,  1965 
SCIENTIFIC  PROGRAM 

8:50  A.M. 

Meeting  called  to  order — 

John  W.  Campbell,  M.D.,  Vice-President, 
Knoxville 

9:00  A.M. 

Case  Report — 

“Metastatic  Melanosarcoma  to  Larynx” 

By:  Douglas  Chamberlain,  M.D.,  Chattanooga 

9:30  A.M. 

“Teratomas  of  the  Nasopharynx” 

By:  Jerrall  Crook,  M.D.,  Nashville 

9:50  A.M. 

(To  be  announced) 

10:10  A.M. 

Intermission  to  Visit  Exhibitors 

10:20  A.M. 

“Clinical  Evaluation  of  Congenital  Myopia” 

By:  Roger  Hiatt,  M.D.,  Memphis 

10:40  A.M. 

“False  Positives  in  a Glaucoma  Survey  of  Rela- 
tively Low  Tension  Cases” 

By:  Jesse  Wesberry,  M.D.,  Memphis 

11:00  A.M. 

“Ocular  Findings  in  Cerebral  Palsy” 

By:  Roger  Hiatt,  M.D.,  Memphis 

Mr.  Harry  Altman,  Student,  University  of 
Tennessee 

11:20  A.M. 

“Kodachrome  Slides  Clinic  of  Interesting  External 
Ocular  Conditions” 

By:  Philip  M.  Lewis,  M.D.,  Memphis 
12:00  Noon 

Luncheon  and  Round  Table  Discussions 

1:30  P.M. 

Ad  j ourn 

TENNESSEE  DISTRICT  BRANCH— 
AMERICAN  PSYCHIATRIC 
ASSOCIATION 

TUESDAY,  APRIL  13,  1965 
Chestnut  Room  Read  House 

SCIENTIFIC  PRESENTATION 

11:00  A.M. 

“Psychiatric  Coverage:  Tools  and  the  Doctors” 

By:  Daniel  Blain,  M.D.,  President,  American 
Psychiatric  Association.  Dr.  Blain  is  located 
at  the  Psychiatric  Institute  of  the  Pennsyl- 
vania Hospital,  Philadelphia 


March,  1965 


SPECIAL  SECTION 


89 


AFTERNOON  PROGRAM 
Parlors  F and  G Patten  Hotel 

12:15  P.M. 

Luncheon — (Members  Only) 

2:00  P.M. 

SCIENTIFIC  PROGRAM 
“The  Understanding  of  Latent  Communications” 

By:  James  S.  Cheatham,  M.D.,  Chattanooga 
Discussed  by:  Guy  Zimmerman,  M.D.,  Chattanooga 

2:30  P.M. 

INTERMISSION  FOR  REVIEW  OF  EXHIBITS 

3:00  P.M. 

Address  by  the  President  of  the  American  Psychi- 
atric Association,  Daniel  Blain,  M.D. 

BUSINESS  MEETING 

6:30  P.M. 

BANQUET 

MOCCASIN  BEND  PSYCHIATRIC  HOSPITAL 
Members  of  the  Association  and  their  wives  will 
attend  a banquet  at  the  Moccasin  Bend  Hospital. 
(Complete  details  of  the  Banquet  will  be  furnished 
to  members  of  the  Tennessee  District  Branch, 
American  Psychiatric  Association.) 

☆ 

WOMAN  S AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 

TUESDAY,  APRIL  13,  1965 
Patten  Hotel 
PROGRAM 

8:00  A. M. -11:30  A.M. 

Registration — Patten  Hotel 

9:00  A.M. -12:00  Noon 

General  Convention  Session — Georgia  Room 
9:00  A.M. -4:30  P.M. 

Hospitality — Arts  & Crafts  Exhibit — Parlor  H 
12:30  P.M. 

Honors,  Awards  and  Installation  Luncheon — 

Patten  Hotel  (Tennessee- Alabama  Room) 

3:30  P.M. 

Post  Convention  Board  Meeting — Georgia  Room 
4:00  P.M. -5:00  P.M. 

Pick  up  Arts  and  Crafts  entries — Parlor  H 

AFTERNOON 

☆ 

TENNESSEE  CHAPTER— 
AMERICAN  COLLEGE  OF 
SURGEONS 

Continental  Room  Read  House 

TUESDAY,  APRIL  13,  1965 
WELCOME 

The  Tennessee  Chapter,  A.C.S.  extends  a cordial 
invitation  to  all  physicians  attending  the  TMA 


meeting,  to  be  the  guests  at  the  scientific  sessions 
of  the  A.C.S.  on  Tuesday,  April  13.  Residents, 
Interns  and  Students  are  especially  welcome. 

PROGRAM 

All  Papers  To  Be  Twelve  Minutes  In  Length  In 
Order  To  Allow  For  Discussion. 

SCIENTIFIC  PROGRAM 

1:00  P.M. 

“Manometric  Cholangiography,  Operative  and 
Post-operative” 

By:  C.  Harwell  Dabbs,  M.D.,  Knoxville 
1:15  P.M. 

“Surgical  Management  of  Diseases  of  Gallbladder 
and  Common  Duct  in  Children” 

By:  George  Holcomb,  M.D.  and  Jas.  A.  Kirtley, 
M.D.,  Nashville 

1:30  P.M. 

“Jejunal  Diverticula  Disease” 

By:  Eugene  R.  Nobles,  Jr.,  M.D.,  Memphis 

1:45  P.M. 

“Hand  Injuries — Restoration  and  Function” 

By:  J.  Malcolm  Aste,  M.D.,  Memphis 

2:00  P.M. 

“The  Use  of  Lymphangiography  in  Clinical 
Surgery” 

By:  John  P.  Nash,  M.D.,  Memphis 
2:15  P.M. 

“Soft  Tissue  Tumors” 

By:  Edward  G.  Johnson,  M.D.,  Chattanooga 
2:30  P.M. 

Coffee  Break — Visit  Exhibitors 

3:00  P.M. 

“New  Techniques  in  the  Treatment  of  Ilio  Thrombo 
Phlebitis  and  Prevention  of  Pulmonary  Em- 
bolism” 

By:  Robert  P.  McBurney,  M.D.,  Memphis 
3:15  P.M. 

“Experiences  with  the  Fogarty  Embolectomy 
Catheter” 

By:  Bruce  McCampbell,  M.D.,  Knoxville 
3:30  P.M. 

“Thrombophlebitis  as  an  Aid  in  the  Early  Diag- 
nosis of  Visceral  Cancer” 

By:  John  P.  Carter,  M.D.,  Chattanooga 

3:45  P.M. 

“Manifestations  and  Surgical  Consideration  in 
Subclavian  Arterial  Occlusive  Disease 

By:  Wm.  H.  Edwards,  M.D.,  Nashville 

4:00  P.M. 

Business  Meeting 

Tennessee  Chapter,  American  College  of  Surgeons 
6:00  P.M. 

EVENING  PROGRAM 
SOCIAL  HOUR  and  BANQUET 
Silver  Ballroom — Read  House 
“Loose  Stitches” 

By  Guest  Speaker:  Mr.  Fred  Russell,  Sports  Edi- 
tor of  the  Nashville  Banner, 
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Nashville,  Tennessee.  Mr.  Rus- 
sell is  not  only  recognized  as  a 
nationally  known  sports  com- 
mentator, but  is  also  noted  for 
his  wit  and  humor. 

Members  of  the  Tennessee  Medical  Association 
and  guests  are  invited  to  the  Social  Hour  and 
Banquet.  PLEASE  PURCHASE  YOUR  TICKETS 
EARLY  TO  SECURE  RESERVATIONS. 

SOCIAL  HOUR  and  BANQUET— 6:00  P.M. 

Silver  Ballroom — Read  House 

☆ 

TENNESSEE  ACADEMY  OF 
PREVENTIVE  MEDICINE  AND 
PUBLIC  HEALTH 

Parlors  D and  E Patten  Hotel 

TUESDAY,  APRIL  13,  1965 

12:00  Noon 

Luncheon — Parlors  D and  E 
SCIENTIFIC  PROGRAM 

2:00  P.M. 

“Botulism  Outbreak  in  Tennessee,  1963” 

By:  Danny  B.  Jones,  M.D.,  E.I.S. 

U.  S.  Public  Health  Service 
Tennessee  Department  of  Public  Health 
(Discussion) 

3:00  P.M. 

Visit  Exhibits 


3:30  P.M. 

“Recent  Outbreaks  of  Encephalitis  in  South” 

By:  John  J.  Witte,  M.D.,  Deputy  Chief, 

Surveillance  Section,  Epidemiology  Branch 
Communicable  Disease  Center,  U.S.P.H.S. 

☆ 

TENNESSEE  NEUROSURGICAL 
SOCIETY 

Parlor  C Read  House 

TUESDAY,  APRIL  13,  1965 
SCIENTIFIC  PROGRAM 

2:00  P.M. 

“Relationship  of  Medical  Rehabilitation  as  It 
Pertains  to  Vocational  Rehabilitation  and  the 
OASI  Program” 

By:  E.  M.  Holmes,  Jr.,  M.D..  Associate  Regional 
Representative  for  Health  and  Medical  Af- 
fairs, Atlanta,  Ga. 

2:30  P.M. 

“Discussion” 

Opened  by:  M.  Frank  Turney,  M.D.,  Knoxville 
3:00  P.M. 

“Round  Table  Discussion — Management  of  Neuro- 
surgical Practices” 

Chairman — Edwin  F.  Chobot,  Jr.,  M.D., 
Chattanooga 
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WELCOME  TMA 


The  Patten  Hotel  is  pleased  to  serve  as  headquar- 
ters for  severa  I of  the  major  meetings  and  activities 
of  the  Tennessee  Medical  Association. 


We  Welcome  All  TMA  Members  To  Chattanooga 


Restaur- aovfc  aond  Lounge 


Fatten 

CHATTANOOGA,  TENNESSEE 
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Comparative  Clinical  Evaluation  Of  A New 
Disposable  Microenema* 

ORVILLE  C.  GASS,  M.D.,f  Chattanooga,  Tenn. 


In  the  long  record  of  medical  history,  one 
of  the  earliest  entries  is  the  clyster  or  ene- 
ma; this  method  of  cleansing  the  distal 
bowel  has  been  in  use  for  millennia. 
Babylonian,  Greek  and  Arab  practitioners 
availed  themsevles  of  the  enema,  and  later 
so  did  those  of  medieval  and  Renaissance 
Europe.  Later  still,  the  enema  became  as 
universal  a technic  as  any  known  to 
medicine. 

All  through  these  centuries — not  always, 
of  course,  with  equal  importance — the  ene- 
ma has  been  accorded  a special  place  in  the 
basic  armamentarium  of  clinical  practice. 
This  place  is  well  merited  even  by  modern 
standards,  for  few  agents  in  general  medi- 
cal use  can  achieve  a particular,  intended 
purpose  more  suitably  than  can  a satisfacto- 
ry enema  properly  employed. 

Considered  retrospectively,  in  the  context 
of  hundreds  of  years  of  extensive  use,  the 
enema  is  interesting  both  as  a changing  and 
as  a relatively  unchanging  modality. 
Variations  have  been  many,  for  example, 
with  respect  to  the  equipment  adopted  for 
giving  the  enema — such  apparatus  has 
sometimes  been  extraordinarily  complex. 
Similarly,  the  enema  has  quite  a varied 
history  in  regard  to  medical  recognition  in 
different  eras,  of  indications  for  its  use,  and 
in  regard  to  the  acceptability  of  a technic 
within  the  customs  and  attitudes  of  a given 
social  milieu.  (Lower  intestinal  cleansing 
was  surely  not  the  same  matter — either  to 
patient  or  to  physician — in  Victorian  times 
as  it  was  during  the  Restoration.) 

Because  of  these  and  other  changing  as- 
pects of  the  enema,  it  is  all  the  more  curi- 
ous to  note  the  relative  lack  of  change  in 
the  composition  of  administered  solutions, 
and  especially  in  their  quantity  or  volume, 
during  many  centuries  and  up  to  recent 
years. 

Taking  up  the  qualitative  consideration 

fFrom  the  Baroness  Erlanger  Hospital,  Chatta- 
nooga, Tenn. 


first,  there  is  no  need  to  overlook  the  nu- 
merous and  ingenious  enema  formulations 
devised  (particularly  in  the  late  19th  and 
early  20th  centuries)  and  recommended  for 
a host  of  ancillary  medical  purposes.  How- 
ever, insofar  as  cleansing  of  the  bowel  is 
concerned,  there  is  little  basic  difference 
between  the  sea-water  enema  that  Celsus 
used  two  thousand  years  ago  and  the  sodi- 
um chloride  enema  still  familiar  in  some 
hospitals  today.  To  salt  solution,  one  need 
merely  add  soap  suds  and  tap  water,  to  list 
the  three  enema  compositions  that  have 
been  most  generally  relied  upon  for  a very 
long  historical  period. 

In  terms  of  quantitative  or  volumetric  de- 
velopments, the  history  of  the  enema  ap- 
pears to  be  divided  into  three  phases  of 
unequal  duration.  The  first  phase,  by  far 
the  longest,  runs  from  the  ancient  origin  of 
the  enema  up  to  recent  decades  and  to  some 
extent  into  current  usage.  This  phase, 
which  for  convenience  might  be  called  that 
of  the  “copious”  enema,  is  characterized  by 
the  routine  administration  of  a quart  or  so 
of  solution.  The  second  quantitative  phase, 
dating  back  some  several  decades,  has 
brought  into  fairly  regular  use  the  enema 
of  only  some  four  or  five  fluid  ounces  of  so- 
lution— an  “abridged”  enema,  so  to  speak. 

The  third  phase  of  the  volumetric  devel- 
opment is  very  new.  It  is  a present  day 
transformation  marked  by  the  advent  of  a 
complete  enema  of  about  one-fifth  of  a fluid 
ounce — that  is,  less  than  a hundredth  the 
volume  of  the  older  “copious”  enema.  Be- 
cause there  is  so  marked  a contrast  in  rela- 
tive orders  of  magnitude,  this  newest  type 
of  enema  has  been  designated  “micro- 
enema.” 

In  proctologic  practice,  efficient  cleansing 
of  the  lower  intestine  is  required  for  diag- 
nostic and  other  procedures.  Accordingly, 
for  purposes  of  clinical  evaluation,  compar- 
ative studies  were  made  of  a recently  intro- 
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duced  disposable  microenema  * and  a widely 
used  phosphate-type  enema.  These  prepara- 
tions were  given  to  patients  with  various 
anorectal  conditions,  and  were  used  prior  to 
proctoscopic  examination  or  pre-  and  post- 
operatively. 

The  objectives  of  this  investigation  in- 
cluded a comparative  evaluation  of  efficacy, 
and  of  such  other  important  attributes  as 
the  provocation  of  hyperemia,  mucorrhea, 
cramps  and  griping. 

Materials  and  Method 

The  study  group  consisted  of  155  patients, 
76  male  and  79  female,  ranging  in  age  from 
14  to  78  years  with  an  average  of  44.9 
years.  The  phosphate  enema  was  adminis- 
tered to  57  patients  and  the  new  microene- 
ma to  98  patients.  These  subgroups  were 
satisfactorily  comparable  as  to  relative  dis- 
tributions of  sex  and  age.  Constipation 
played  no  role  in  this  investigation.  The 


respective  diagnoses 

and  surgical  proce- 

dures  are  shown  in  table  1. 

Table  1 

Phosphate- 

Microenema- 

treated 

treated 

Diagnoses 

Patients 

Patients 

Abscess,  horseshoe 
Anal  contraction, 

T-' 

1 

lax.  habit 

- 

1 

Anal  sinusitis 

3 

Anorectal  fistula 

3 

4 

Anorectal  prolapse 

1 

1 

Anusitis 

1 

1 

Causalgia 

2 

1 

Constipation 

>*' 

20 

Cyst,  pilonidal 

3 

7 

Diverticulitis 

3 

1 

Examination,  routine 

5 

6 

Fecal  impaction 

■} 

2 

Hemorrhoids 

28 

44 

Polyposis 

5 

3 

Pruritis  ani 

2 

1 

Rectal  bleeding 

4 

2 

Surgical  Procedures 

57 

98 

Anoplasty 

— 

1 

Fistulectomy 

2 

5 

Hemorrhoidectomy 

14 

34 

Injection 

Resection  of  cysts  or 

3 

2 

prolapse 

2 

8 

21 

50 

Each  patient  received  one  or  the  other 
type  of  enema.  With  both  types  of  admin- 
istration the  patient  was  instructed  to  re- 
tain the  enema  for  20  minutes,  if  this  was 
not  too  uncomfortable.  In  each  instance 
the  volume  of  the  enema  given  was  the  rou- 

*INDEX  Single-Use  Enema;  Trademark  of 
Johnson  & Johnson,  New  Brunswick,  N.  J. 


tine  amount  identified  with  the  particular 
preparation — 4V2  fluid  ounces  (approximate- 
ly 135  cc.)  of  solution  for  the  phosphate- 
type  enema;  and  cc.  (about  1/5  fluid  ounce) 
of  hypertonic  solution  for  the  new 
microenema.* 

In  making  observations  during  the  study, 
proctoscopic  visualization  was  used  to  ob- 
tain all  objective  data  for  the  colon,  with 
respect  to  cleansing  effects  and  with  res- 
pect to  local  reaction  as  shown  by  hyperem- 
ia and  mucorrhea. 

Results 

Both  of  the  preparations  gave  generally 
successful  results.  The  clinical  response 
was  judged  to  be  satisfactory  in  93%  of  the 
phosphate-treated  patients  and  in  99%  of 
the  microenema-treated  patients.  The  pres- 
ence or  absence  of  hemorrhoids  did  not  ap- 
pear to  influence  the  effectiveness  of  either 
preparation.  Neither  type  of  enema  had  any 
noticeable  effect  on  blood  pressure  or 
pulse. 

The  average  time  between  enema  and 
evacuation  was  11.8  minutes  for  57  adminis- 
trations of  the  phosphate  solution,  and  14.9 
minutes  for  130  microenema  administra- 
tions. The  latter  figure  includes  32  post- 
operative administrations  among  the  98  pa- 
tients of  the  microenema  sub-group;  this 
preparation,  as  the  newer  of  the  two,  was 
subjected  to  more  extensive  trial. 

From  the  figures  of  table  2,  it  may  be 
seen  that  moderate  or  severe  cramps  or 
griping  occurred  in  31  or  57  phosphate- 
treated  patients  (54%  of  the  administrations 
for  this  group) , but  in  only  1 patient  of  the 
microenema-treated  group.  It  should  be 
noted  that  this  single  severe  occurrence 
was  in  a postoperative  situation  and  that 
the  griping,  although  tabulated  here,  was 
not  considered  definitely  attributable  to  the 
microenema. 

The  results  of  proctoscopic  visualization 
are  shown  in  table  3.  With  respect  to  in- 
testinal cleansing,  the  two  preparations  ex- 
hibited the  same  order  of  efficacy  in  the 
great  majority  of  observations — both  types 
of  enema  produced  adequate  cleansing  in  at 
least  three  of  four  instances  under  visuali- 

*Each  cc.  of  INDEX  Single-Use  Enema  con- 
tains 90  mg.  sodium  citrate,  9 mg.  sodium  lauryl 
sulfoacetate,  625  mg.  sorbitol,  and  125  mg.  gly- 
cerin, formulated  in  an  aqueous  vehicle. 
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zation  up  to  the  20  centimeter  level.  With 
respect  to  transitory  hyperemia  and  to  mu- 
corrhea,  the  proctoscopic  observations  in 
table  3 reveal  a marked  difference — both  of 
evidences  of  local  reaction  were  obviously 
much  less  pronounced  in  the  group  treated 
by  microenema. 


Discussion 

From  the  results  of  this  study,  it  is  evi- 
dent: (1)  that  the  new  microenema  is  com- 
parable to  the  older  phosphate  enema  in 
efficacy,  as  judged  by  general  clinical  re- 
sponse and  ability  to  cleanse  the  bowel;  and 
(2)  that  the  microenema  has  the  advantage 
over  the  other  preparation  in  freedom  from 
side  effects,  as  judged  by  local  reaction  of 
the  tissue  and  cramps  or  griping. 

The  effectiveness  of  the  microenema  was 
at  first  surprising  and  then  gratifying,  be- 
cause of  the  very  small  amount  of  fluid 
used.  It  is  noteworthy  that  the  standard 
volume  of  the  microenema  producing  ade- 
quate evacuation  and  cleansing  is  about 
one-twentieth  of  the  standard  volume  of  a 
routine  phosphate-type  enema.  (The  latter 
fits  into  the  “abridged”  category  previously 
mentioned.) 

In  addition  to  the  ease  and  rapidity  with 
which  the  reduced  volume  can  be  given, 
the  microenema  offers  a solution  to  a long- 
standing problem.  This  is  the  hazard  of 
water  intoxication  resulting  from  intestinal 
absorption,  a serious  potentiality  in  particu- 
lar with  enemas  of  the  “copious”  type.  Al- 
though the  question  of  absorption  of  water 
and  its  role  in  creating  electrolyte  imbal- 
ance, or  worse,  cannot  be  taken  up  in  de- 
tail here,  there  is  value  in  emphasizing  the 
fact  that  the  6 cc.  of  a microenema  reduces 
the  risk  of  intoxication  for  all  practical 
purposes,  to  the  point  of  clinical  insignifi- 
cance. 

Returning  to  the  simplicity  with  which 
the  microenema  can  be  administered,  it 
should  be  added  that  the  physical  packag- 
ing itself  confers  certain  advantages.  The 
plastic  container  (which  is,  of  course,  dis- 
posable) terminates  in  a short,  semiflexible 
rectal  tube,  well  designed  to  introduce  the 
microenema  fluid  just  anterior  to  the 
sphincter  ani  while  avoiding  discomfort  or 
local  damage  to  tissue  as  might  otherwise 
be  caused  by  some  inadvertence  of  an 


attendant. 

Taking  the  study  as  a whole,  there  can  be 
no  mistaking  the  outstanding  virtue  of  the 
new  microenema — its  ability  to  provide  de- 
sired clinical  effects  with  a truly  remarka- 
ble lack  of  tissue  reactions  locally  and  of 
cramps  or  griping.  The  exceptionally  low 
incidence  of  griping  with  the  microenema 
(practically  nil,  as  shown  in  table  2)  is  all 


Cramps  or 

Griping 

None 

Slight 

Moderate 

Severe 


Table  2 

Phosphate- 
treated  Group 
5 (9%) 

21  (37%) 

21  (37%) 

10  (17%) 


Microenema- 
treated  Group 
91  (70%) 

38  (29%) 

1 d%) 


57  (100%)  130  (100%) 

the  more  interesting  when  it  is  recalled 
that  about  25%  of  these  administrations 
were  in  postoperative  situations.  This  fa- 
vorable attribute  of  the  microenema  is  very 
useful  in  practice,  since  the  distal  bowel 
may  be  better  visualized  when  the  regional 
musculature  and  its  tonus  are  relaxed. 

As  for  the  comparative  incidence  of  tran- 
sitory hyperemia  and  the  increased  secre- 
tion of  mucus,  the  data  of  table  3 show  a 


Table  3 

Number  of  Proctoscopic 
Observations 


Extent  of 

Phosphate- 

Microenema- 

Cleansing 

treated  Group 

treated  Group 

Up  to  10  cm. 

2 (4%) 

7 (6%) 

Up  to  15  cm. 

5 (9%) 

15  (14%) 

Up  to  20  cm. 

35  (61%) 

82  (78%) 

Up  to  26  cm. 

15  (26%) 

3 (2%) 

57  (100%) 

107  (100%) 

Transitory 

Hyperemia 

Negative  or  ± 

8 (14%) 

66  (62%) 

1 + 

20  (36%) 

37  (35%) 

2 + 

25  (45%) 

3 (3%) 

3 + 

3 (5%) 

— 

56  (100%) 

106  (100%) 

Mucus 

None 

— 

89  (79%) 

1+ 

22  (38%) 

23  (20%) 

2 + 

28  (50%) 

1 d%) 

3 + 

3 (5%) 

— 

4+ 

4 (7%) 

— 

57  (100%) 

113  (100%) 

clearcut  superiority  of  the  microenema  over 
the  phosphate  enema  with  respect  to  both 
indices  of  local  reaction. 

Reviewing  the  data,  it  may  be  seen  that 
relatively  consequential  hyperemia  (of  2-\- 
or  3+  degree) ; was  noted  for  50%  of  obser- 
vations in  the  phosphate-treated  group,  but 
for  only  3%  in  the  microenema-treated 
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group.  Similarly,  whereas  mucorrhea  of 
2-f  degree  or  more  was  present  in  62%  of 
observations  in  the  phosphate-group  there 
was  but  a single  2+  (and  no  larger)  rating 
among  the  observations  in  the  microenema- 
group.  In  other  words,  there  was  virtually 
no  need  to  aspirate  mucus  for  clarity  of 
view  in  the  microenema-treated  group. 

Summary  and  Conclusions 

Among  155  patients  with  various  anorec- 
tal conditions,  a comparative  clinical  study 
was  made  of  a newly  introduced  microene- 
ma (INDEX  Single-Use  Enema)  and  a 
widely  used  phosphate-type  enema.  The 
two  preparations  showed  the  same  order  of 
clinical  effectiveness  with  respect  to  gener- 
al response  and  ability  to  cleanse  the  bow- 


el. The  new  microenema  was  markedly  su- 
perior to  the  phosphate  enema  with  respect 
to  freedom  from  side  effects — it  produced 
significantly  less  hyperemia  and  mucorrhea 
(at  proctoscopic  observation) , and  gave  rise 
to  cramps  or  griping  in  only  one  (uncer- 
tain) instance  out  of  130  administrations. 

It  was  concluded  that  the  new  microene- 
ma is  satisfactory  both  as  to  efficacy  and 
safety,  and  that  its  exceptionally  restricted 
tendency  to  cause  side  reactions  constitutes 
a promising  advance  over  previous  enema 
technic.  Although  this  study  was  associated 
with  proctology,  the  performance  of  the  mi- 
croenema was  such  as  to  suggest  its  suita- 
bility for  widespread  use  also  in  the  other 
fields  of  medical  practice. 


Drug  Warning 

The  Ad  Hoc  Committee  under  the  Chairman- 
ship of  Maxwell  M.  Wintrobe,  M.D.,  Professor 
and  Head,  Department  of  Medicine,  University  of 
Utah,  found  that  aminopyrine  and  dipyrone,  a 
sodium  sulfonate  derivative  of  aminopyrine,  are 
capable  of  causing  fatal  agranulocytosis. 
Relatively  small  amounts  of  these  drugs  given 
intermittently  over  a period  of  time,  as  well  as 
regular  and  continued  administration,  can  precipi- 
tate the  reaction  of  agranulocytosis.  They  recom- 
mend that  other  anitpyretics  and  analgesics 
which  are  much  safer  should  be  used  in  pref- 
erence to  aminopyrine  or  dipyrone.  The  only 
conditions  in  which  aminopyrine  or  dipyrone  are 
known  to  be  possibly  indicated  are  febrile  convul- 
sions in  children,  where  a parenteral  antipyretic 
may  be  needed,  and  in  rare  instances  of  Hodg- 
kin’s disease  and  similar  malignant  diseases  in 
which  the  fever  cannot  be  controlled  by  any  oth- 
er means. 

This  Administration  is  seeking  to  require 
manufacturers  of  aminopyrine  and  dipyrone  prep- 
arations to  change  the  labeling  and  advertising  of 
these  drugs  to  warn  that  they  may  cause  fatal 
agranulocytosis  and  to  offer  them  solely  for  their 
antipyretic  effect  in  serious  or  life-threatening 
situations  where  salicylates  or  similar  drugs  are 
known  to  be  ineffective  or  are  contraindicated  or 
not  tolerated. 

The  Ad  Hoc  Committee  recommended  that  it 
be  reconvened  in  about  a year’s  time  to  ascertain 
whether  the  use  of  aminopyrine  and  dipyrone 
and  the  cases  of  fatal  agranulocytosis  associated 
with  the  use  of  these  drugs  have  been  noticably 
reduced  as  a result  of  the  changes  in  their  label- 
ing and  advertising,  and  of  efforts  to  remind  phy- 
sicians of  their  toxicity  through  the  media  of 
professional  communication. 

“It  may  be  well  to  note  that  the  Commissioner 


has  declared  aminopyrine  and  dipyrone  to  be  new 
drugs  under  the  law.  This  is  medically  desirable 
and  sound.  This  decision  will  enable  our  Bureau 
of  Medicine  to  continuously  analyze  the  adverse 
reaction  incidence  of  these  drugs  through  reports 
received  from  the  manufacturer,  as  well  as  such 
data  compiled  through  the  reporting  mechanisms 
of  the  Food  and  Drug  Administration  and  the 
American  Medical  Association.  It  will  make  it 
possible  to  obtain  the  kinds  of  information  need- 
ed by  the  Committee  for  its  re-evaluation  of  the 
matter. 

“Prescribers  should  take  careful  note  of  the 
generic  names  on  labels  of  analgesic  and  antipy- 
retic drugs  since  the  trade  names  commonly  do 
not  reveal  whether  they  contain  aminopyrine  or 
dipyrone.  Aminopyrine  is  marketed  under  such 
names  as:  Amidofebrin,  Amidopyrazoline,  Amido- 
pyrine, Amytal  w/aminopyrine,  Anafebrina,  Ci- 
balgine  (aminopyrine-allobarbital),  Dimapyrin, 
Febrinina,  Novamidon,  Piridol,  Polinalin,  Pyra- 
done  and  Pyramidon. 

“Dipyrone  is  marketed  as:  Alginodia,  Bonpyrin, 
Dipralon  Forte,  Fevonil,  Key-Pyrone,  Migesic, 
Narone,  Nartrate,  Novaldin,  Novalgin,  Novemina, 
Paralgin,  Pydirone,  Pyralgin  and  Sulpyrin. 

“For  your  further  information  concerning  this 
subject,  may  we  recommend  that  you  consider 
Dr.  Charles  Huguley’s  paper  entitled:  ‘Agranulo- 
cytosis Induced  by  Dipyrone,  A Hazardous  An- 
tipyretic and  Analgesic,’  J.A.M.A. — 189:938,  1964. 

Copies  of  the  report  and  recommendations  of 
the  Ad  Hoc  Scientific  Advisory  Committee  on 
Aminopyrine  and  Dipyrone  may  be  obtained  by 
writing  to  the  Office  of  Public  Information,  Food 
and  Drug  Administration,  Department  of  Health, 
Education,  and  Welfare,  Washington,  D.  C. 
20204.” 

Joseph  F.  Sadusk,  Jr.,  M.D. 

Medical  Director 
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It  is  difficult  to  write  this  page  at  this  particular  moment  in 
history — difficult  because  by  the  time  of  its  publication  the  ir- 
revocable step  may  have  been  taken  into  the  never-never  land  of 
providing  medical  care  by  tax  monies  for  all,  irrespective  of  need. 
Anything  I might  write  now  might  then  be  pointless. 

Realistically,  and  as  publicly  stated  by  both  certain  labor  lead- 
ers and  legislators,  the  so-called  Medicare  Act  would  be  merely 
the  first  step  toward  a broader  socialization  of  medical  care.  If 
medical  care  is  to  be  established  for  all  over  65,  it  is  only  logical 
that  this  age-level  should  be  progressively  reduced,  again  irrespec- 
tive of  need — there  can  be  no  valid  argument  against  this  once 
the  principle  has  been  accepted. 

There  will  be  ill  effects  upon  good  medical  care.  There  will  be  eroding  nuances  in 
doctor-patient  relationships,  as  the  patient  just  out  of  the  hospital  sheepishly  asks  the 
physician  in  his  golfing  foursome  to  “fill  out  the  papers”  for  his  hospitalization  and  the 
diagnoses  which  need  to  accompany  them,  and  the  irritation  of  the  doctor  as  the  word 
“chiseler”  flashes  through  his  mind.  There  will  be  many  such  examples  for,  after  all,  if 
one  can  believe  the  Bureau  of  Census  figures  the  9%  of  the  population  over  age  65  re- 
ceive 8%  of  the  country’s  total  income. 

Who  has  not  heard  newsmen  and  intelligentsia  scoff  at  doctor-patient  relationships 
as  a cliche.  Nevertheless  it  is  an  emotional  state  which  can  not  be  gainsaid, — a curious 
blend  of  hostility  and  love.  Hostility  either  because  the  doctor  can  and  will  circumscribe 
a mode  of  living,  or  because  he  can  not  correct  an  irreversible  disease,  or  the  hostility 
that  comes  with  the  recognition  of  dependence.  Yet  there  is  that  love  or  confidence 
which  softens  the  dictates  which  will  be  demanded  by  ill  health.  Yes,  there  are  a few 
intellectuals  who  may  accept  from  the  computer  tape  the  items  establishing  the  diag- 
nosis of  diabetes,  the  prognostic  implications,  the  injunctions  of  diet,  and  self-injections 
of  insulin,  and  need  no  doctor.  I would  hazard  a guess  that  even  the  most  self-sufficient 
among  these  iconoclasts  would  under  certain  stresses  reach  for  that  “lowly”  relationship 
with  a physician  which  offers  guidance  and  solace.  Most  patients,  and  they  are  the  great 
majority,  need  the  support  of  someone  in  whom  they  have  confidence  when  there  is  need 
to  live  with  the  unpleasantnesses  of  chronic  illness.  The  more  the  tugging  and  the  ir- 
ritations of  third  party  paper-work,  the  more  these  basic  relationships  to  good  treatment 
are  impaired.  Doctors  are  human  and  when  in  their  busy  hours,  the  over-utilization  of 
“free”  medical  care  by  “gold  brickers”  becomes  evident,  and  selfish  but  peremptory  de- 
mands for  needless  hospitalization  are  made — as  they  most  certainly  will — the  intangi- 
bles of  doctor-patient  relationship  will  be  stretched  to  the  breaking  point  and  with  it 
must  suffer  good  medical  care. 

Again,  by  the  time  this  is  in  print  and  to  be  read,  the  die  may  have  been  cast  and 
everyone  is  free  to  read  the  future  in  the  tea  leaves! 


Dr.  Kampmeier 


President 
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EDITORIAL 


CLOSED-CHEST  CARDIAC  MASSAGE 

Closed-chest  cardiac  massage  as  a medical 
procedure  in  certain  cases  of  stoppage  or 
disruption  of  the  heart  beat  has  been 
proved  effective  on  numerous  occasions 
since  its  introduction  by  Kouwenhoven  and 
Associates1  in  1960.  In  many  areas  it  has  re- 
placed the  equally  effective  but  more  cum- 
bersome technic  of  opening  the  chest  wall 
and  massaging  the  heart  directly.  The  rela- 
tive simplicity  of  this  method  and  no  need 
of  equipment,  because  all  that  is  required 
are  two  hands,  have  suggested  the  possibili- 
ty of  more  widespread  instruction  of  this 
medical  procedure  to  nonmedical  personnel. 

The  heart  beat  may  stop  as  the  result  of  a 
variety  of  conditions  or  circumstances,  such 
as  water  submersion,  electrical  shock, 
asphyxiation,  myocardial  infarction,  or  dur- 
ing anesthesia  or  surgery.  Most  persons 
who  experience  cardiac  arrest  cannot  be 
saved  even  under  ideal  conditions  in  a hos- 
pital. The  least  measure  of  success  is  met 


within  heart  attacks  due  to  coronary  throm- 
bosis. However,  some  lives  have  been 
saved  by  this  technic  which  otherwise 
might  have  been  lost.  In  addition  to 
closed-chest  cardiac  massage,  most  patients 
also  require  mouth-to-mouth  respiration  ad- 
ministered by  a second  person. 

The  laymen  should  be  aware  that  the  ap- 
plication of  closed-chest  cardiopulmonary 
resuscitation  calls  for  a working  diagnosis 
of  the  victim’s  condition.  It  is  necessary  to 
be  sure  that  the  circulation  has  stopped 
since  the  method  involves  certain  hazards. 
Reported  injuries  to  patients  have  includ- 
ed damage  to  the  heart  and  liver,  internal 
bleeding,  multiple  rib  fractures,  and  punc- 
ture of  the  lungs.  In  untrained  hands  the 
risk  of  injury  is  increased.  Serious  trauma 
may  result  unnecessarily  if  closed-chest 
cardiac  massage  is  used  upon  a victim 
thought  to  be  in  cardiac  arrest  and  who 
may  have  fainted  or  had  an  epileptic 
seizure. 

In  1962,  the  American  Heart  Association, 
the  American  National  Red  Cross  and  the 
Industrial  Medical  Association  issued  a 
joint  statement  suggesting  that  closed-chest 
cardiopulmonary  resuscitation  be  applied 
only  by  carefully  trained  personnel  so  it 
might  be  utilized  with  the  greatest  safety 
and  effectiveness.2  The  statement  also  sug- 
gested that  the  decision  as  to  whether  train- 
ing in  this  procedure  should  be  extended  to 
certain  segments  of  the  general  public 
should  be  postponed  until  further  experi- 
ence accumulated. 

During  the  past  year  at  least  two  prelimi- 
nary reports3-4  have  detailed  the  training  of 
nonmedical  personnel  from  Brookline,  Mas- 
schusetts  and  Middlesex  County,  New  Jer- 
sey. Admittedly,  it  is  extremely  difficult  to 
exclude  Adams-Stokes  syncope  in  those 
who  have  survived  but  three  patients  pre- 
sumably were  saved  by  the  use  of  closed- 
chest  cardiopulmonary  resuscitation  by 
nonmedical  personnel.  No  evidence  of 
trauma  or  inappropriate  use  of  the  proce- 
dure in  the  hands  of  nonmedical  personnel 
was  found.  Both  reports  stressed  the  need 
for  careful  instructions  with  a planned,  eas- 
ily understood  program.  Excellent  results 
and  retention  of  knowledge  over  a period  of 
months  were  achieved  by  those  so  instruct- 
ed. Lack  of  familiarity  by  physicians  with 
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this  technic  as  well  as  the  potential  of  car- 
diac resuscitation  were  responsible  in  some 
cases  for  premature  cessation  of  resuscita- 
tion even  when  the  efforts  of  nonmedical 
personnel  seemed  effective. 

It  is  essential  now  for  all  physicians  to 
learn  and  become  thoroughly  familiar  with 
this  technic.  Each  must  also  determine 
whether  nonmedical  personnel  in  his  com- 
munity should  be  trained  in  this  medical 
procedure.  It  is  clear  that  only  a narrow 
margin  of  time  exists  after  cardiac  arrest  if 
cardiac  compression  is  to  be  used  success- 
fully. In  the  great  majority  of  instances 
that  occur  outside  a hospital  the  physician 
will  arrive  too  late.  It  has  been  widely  rec- 
ognized that  benefits  in  the  salvage  of 
some  lives  now  being  lost,  such  as  those  oc- 
curring as  the  result  of  shock,  drowning 
and  certain  arrhythmias  of  abrupt  onset, 
cannot  be  achieved  unless  knowledge  of 
this  technic  is  more  widespread  among  the 
public.  It  seems  fitting  that  organized  pro- 
grams with  well  trained  instructors  under 
medical  leadership  might  be  considered  for 
the  training  of  nurses,  ancillary  medical 
personnel,  ambulance  personnel,  firemen 
and  policemen. 

If  physicians  become  adept  in  performing 
closed-chest  cardiopulmonary  resuscitation, 
and  the  technic  is  taught  meticulously  only 
to  certain  specially  qualified  personnel, 
there  is  a distinct  potential  for  salvage  of 
life  in  the  community  accompanied  by  an 
acceptable,  low  rate  of  complications. 

A.B.S. 
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DEATHS 


Dr.  Bryce  F.  Runyon,  76,  Clarksville,  died  Janu- 
ary 13th  in  a Nashville  hospital. 

Dr.  James  W.  Riggs,  54,  LaFollette,  died  Janu- 


ary 1st  at  a Knoxville  hospital  after  a long 
illness. 

Dr.  Spencer  Boyd  McClary,  III,  29,  Etowah,  died 
January  9th  in  Cartersville  following  a heart 
attack. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Nominating  Committee  Named 

A nine-man  nominating  committee  to  se- 
lect a slate  of  officers  for  the  Tennessee 
Medical  Association  for  1965  was  chosen  by 
the  Association’s  Board  of  Trustees  on  Jan- 
uary 16th.  The  Nominating  Committee  will 
hold  its  first  meeting  at  the  TMA  Annual 
Meeting  in  Chattanooga  on  Sunday,  April 
11th.  At  that  time  a Chairman  will  be  elect- 
ed. Members  of  the  Committee  are:  EAST 
TENNESSEE — Dr.  Harmon  L.  Monroe,  Er- 
win; Dr.  Richard  C.  Sexton,  Jr.,  Knoxville; 
and  Dr.  John  M.  Higgason,  Chattanooga. 
MIDDLE  TENNESSEE:  Dr.  Robert  M. 

Finks,  Nashville;  Dr.  John  O.  Williams,  Mt. 
Pleasant;  and  Dr.  Chas.  A.  Trahern,  Clarks- 
ville. WEST  TENNESSEE:  Dr.  Harold  B. 
Eoyd,  Memphis;  Dr.  Chas.  N.  Hickman, 
Bells;  and  Dr.  Laurence  W.  Jones,  Union 
City. 

Nashville  Academy  of  Medicine 

Dr.  Suydam  Osterhout,  assistant  professor 
of  microbiology  and  associate  in  medicine  at 
Duke  University  School  of  Medicine,  was 
guest  speaker  at  the  meeting  of  the  Nash- 
ville Academy  of  Medicine  on  February 
9th.  His  subject  was  “Specific  Problems  in 
Hyperbaric  Oxygenation.”  The  meeting 
was  held  in  the  auditorium  of  the  Veterans 
Administration  Hospital,  with  a dinner  and 
business  session  of  the  Academy  preceding 
the  scientific  presentation. 

Memphis-Shelby  County  Medical  Society 

The  February  2nd  meeting  of  the  Society 
was  held  in  the  auditorium  of  the  Institute 
of  Pathology.  The  program,  presented  by 
the  Committee  on  Medicine  and  Religion, 
consisted  of  a film  entitled  “One  Who 
Heals”  and  a panel  discussion.  Panel  parti- 
cipants were:  Reverend  W.  E.  Horton,  El- 
lendale  Methodist  Church:  Reverend  Rob- 
ert Watson,  Quintary  House;  and  Dr.  Har- 
vey Reese. 
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Chattanooga-Hamilton  County 
Medical  Society 

“What  Our  Medical  Society  Can  Do  For 
You”  was  the  topic  of  Dr.  John  M.  Higga- 
son  in  his  installation  address  at  the  socie- 
ty’s annual  meeting  and  banquet  on  Janua- 
ry 5th  at  the  Read  House.  Dr.  Higgason  as- 
sumed the  presidency  succeeding  Dr.  Ed- 
ward T.  Newell,  Jr.  Dr.  George  G.  Young 
has  been  named  president-elect  of  the  So- 
ciety and  will  become  president  in  1966. 

Knoxville  Academy  of  Medicine 

The  National  Foundation  sponsored  the 
program  for  the  Academy’s  meeting  on  Feb- 
ruary 9th.  Guest  speaker  was  Dr.  Theo- 
dore R.  Fundt,  Director  of  the  Mental  Eval- 
uation Clinic  of  the  Texas  Children’s  Hospi- 
tal in  Houston.  Dr.  Fundt  spoke  on  “A 
Birth  Defects  Kodachrome  Clinic.”  The 
meeting  was  held  in  the  Academy  of  Medi- 
cine Building. 
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The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

The  American  Medical  Association  has 
urged  that  Congress  approve  the  Herlong- 
Curtis  Eldercare  bill  (H.  R.  3727)  as  the 
best  answer  to  the  problem  of  providing 
medical  care  to  people  over  65  who  need 
help  in  paying  hospital  and  doctor  bills. 

In  testimony  presented  at  a closed  hear- 
ing of  the  House  Ways  and  Means  Commit- 
tee, representatives  of  the  AMA  also 
reaffirmed  the  Association’s  opposition  to 
the  King- Anderson  bill,  known  as 
Medicare. 

The  Herlong-Curtis  Eldercare  bill,  incor- 
porating recommendations  of  the  AMA,  was 
introduced  by  Rep.  A.  Sydney  Herlong,  Jr., 
(D-Fla.)  and  Rep.  Thomas  B.  Curtis  (R.- 
Mo.). 

The  AMA  was  represented  before  the 
House  Committee  by  Donovan  F.  Ward,  M. 
D.,  Dubuque,  Iowa,  the  Association’s  presi- 
dent; F.  J.  L.  Blasingame,  M.D.,  AMA  exec- 
utive vice  president,  and  Frank  Coleman, 
M.D.,  Des  Moines,  Iowa,  past  chairman  of 
the  AMA  Council  on  Legislative 
Activities. 


The  bi-partisan  Herlong-Curtis  bill,  enti- 
tled the  Eldercare  Act  of  1965,  would  amend 
the  Kerr-Mills  law  to  authorize  broad 
health  insurance  coverage  for  elderly  per- 
sons. It  would  authorize  federal  grants  to 
the  states  on  a matching  basis  to  help  per- 
sons 65  years  of  age  and  older  pay  costs  of 
the  health  insurance  if  they  could  not 
afford  it  otherwise.  The  bill  would  provide 
for  utilization  of  Blue  Shield  and  Blue 
Cross  plans  and  private  health  insurance 
companies. 

The  cost  of  such  coverage  would  be  borne 
entirely  by  government  for  those  elderly 
individuals  whose  income  falls  below  limits 
set  by  each  state.  For  individuals  with  in- 
comes between  the  minimum  and  a maxi- 
mum, government  would  pay  a part  of  the 
cost  on  a sliding  scale  according  to  income. 
Individuals  with  income  above  the  maxi- 
mum would  pay  the  entire  cost,  but  they 
would  have  the  benefits  of  an  income  tax 
deduction  for  such  payments,  as  well  as 
statewide  bargaining  for  non-cancellable 
health  care  policies. 

Persons  under  65  years  of  age  also  would 
be  given  an  income  tax  deduction  for  the 
amount  of  premiums  paid  on  non-cancella- 
ble health  insurance  policies  to  become 
effective  upon  retirement. 

States  would  administer  the  program  un- 
der state  health  departments  if  they  so 
chose.  The  Kerr-Mills  program  now  is  ad- 
ministered by  state  welfare  departments. 

Both  Herlong  and  Curtis  are  members  of 
the  Ways  and  Means  Committee  which 
made  health-care-for-the-elderly  legislation 
its  first  business  of  this  session. 

In  a joint  statement  when  they  intro- 
duced the  bill,  Herlong  and  Curtis  said: 

“Our  legislation  is  designed  to  provide 
elderly  persons  all  the  medical  services 
they  require,  in  contrast  to  the  limited 
benefits  in  the  King-Anderson  social  securi- 
ty tax  bill.  Under  our  bill,  workers  would 
not  be  taxed  to  pay  for  hospitalization  of 
those  who  are  financially  able  to  pay  for  it 
themselves. 

“This  legislation  would  not  endanger  the 
solvency  of  the  social  security  fund  or  per- 
mit control  of  local  hospitals  by  a federal 
bureaucracy,  as  the  King-Anderson  propos- 
al could. 

“This  bill  goes  to  the  real  problem:  help- 
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ing  those  who  need  help  in  financing  their 
health  care.  That  problem  would  still  re- 
main after  these  individuals  had  used  up 
the  limited  benefits  of  the  King-Anderson 
bill.  Why  levy  a new  tax  and  set  up  anoth- 
er federal  bureaucracy  when  it  will  not  do 
the  full  job?” 

Identical  bills  were  introduced  by  a num- 
ber of  senators  and  other  members  of  the 
House,  including  Rep.  Durward  G.  Hall  (R., 
Mo.) , who  also  is  a member  of  the  AMA 
House  of  Delegates. 

The  AMA  representatives  pointed  out 
that  the  Eldercare  bill  was  designed  to  pro- 
vide the  elderly  who  need  financial  assist- 
ance with  a wide  range  of  hospital  and 
medical  benefits — far  more  than  the  limited 
benefits  Medicare  would  provide. 

Under  the  Herlong-Curtis  Eldercare  bill, 
the  amount  of  financial  assistance  given  to 
the  elderly  would  be  determined  by  the 
amount  of  help  required,  the  AMA  noted. 

The  Eldercare  plan  would  expand  and 
enlarge  on  the  existing  Kerr-Mills  law, 
preserving  state  control  over  administration 
and  requiring  no  new  payroll  taxes  on 
wage  earners,  the  AMA  said. 

They  pointed  out  that  Medicare  benefits 
would  be  restricted  to  limited  hospitaliza- 
tion, some  nursing  home  care  in  some  nurs- 
ing homes,  some  hospital-connected  diag- 
nostic services,  and  home  nursing  care. 

They  said  all  these  benefits  would  be  pro- 
vided under  the  Eldercare  program.  But  in 
addition,  they  said,  Eldercare  would  pro- 
vide the  services  of  physicians  and  sur- 
geons, drugs  outside  the  hospital  as  well  as 
in  the  hospital,  diagnostic  services  whether 
connected  to  hospitalization  or  not,  and  oth- 
er medical  services  which  Medicare  would 
not  provide. 

They  also  pointed  out  that  Medicare 
would  impose  higher  payroll  taxes  on 
workers  and  employers  for  a centralized, 
federally-controlled  program  which  would 
provide  benefits  to  everyone  over  65,  the 
wealthy  and  well-off  as  well  as  the 
needy. 

At  the  request  of  the  Johnson  Adminis- 
tration, which  is  pushing  the  King-Ander- 
son medicare  legislation,  Rep.  Wilbur  D. 
Mills  (D.,  Ark.) , chairman  of  the  Ways  and 
Means  committee,  introduced  a sweeping 
bill  (H.R.  3699)  that  would  consolidate  the 


federal-state  medical  programs  and  extend 
Kerr-Mills  medical  benefits  to  needy  chil- 
dren under  21  years  of  age  and  their 
parents. 

The  Administration  bill  also  would  re- 
quire states  to  follow  a flexible  income  test 
to  determine  Kerr-Mills  eligibility  and  to 
provide  specified  minimum  medical  services. 
These  minimum  services  would  include  in- 
patient and  outpatient  hospital  services, 
other  laboratory  and  X-ray  services,  nurs- 
ing home  care  and  physicians’  services  “in 
the  (physician’s)  office,  the  patient’s  home, 
a hospital,  or  a skilled  nursing  home.” 

Dr.  Ward  told  the  Ways  and  Means  Com- 
mittee that  the  AMA  opposes  the  King-An- 
derson medicare  bill  (H.R.  1)  because  it 
“would  be  unpredictably  expensive.” 

“It  is  unnecessary,”  he  said.  “It  would 
represent  a dangerous  venture  by  the  fed- 
eral government  in  the  field  of  health 
care. 

“Enactment  of  this  program  would  im- 
pose an  unfair  burden  on  the  nation’s 
wage-earners  and  their  employers  to 
finance  health  care  benefits  for  millions  of 
older  Americans  who  are  self-supporting, 
even  wealthy,  and  do  not  need  government 
benefits. 

“Further,  government  regulation  and  con- 
trol which  would  be  established  under  this 
bill  is  not  compatible  with  good  medicine. 
The  availability  of  medical  service  to  the 
aged  could  be  contingent  upon  the  availa- 
bility of  tax  money  and  not  upon  the  medi- 
cal needs  of  older  citizens.  With  quantity 
thus  restricted,  quality  would  inevitably 
suffer.  . . . 

“We  are  opposed  to  government  under- 
cutting and  disrupting  the  continuing  prog- 
ress of  private  health  insurance  and  pre- 
payment plans,  on  which  145,000,000  Ameri- 
cans of  all  ages  today  depend  for  protection 
from  their  illness  costs. 

“We  are  opposed  to  offering  false  prom- 
ises to  the  unfortunate  who  do  need  help. 
This  bill  would  provide  only  a fraction  of 
the  care  necessary  in  any  serious  illness,  a 
fact  which  many  of  our  aged  do  not  real- 
ize. . . . 

“From  the  beginning,  our  involvement  in 
this  issue  has  been  deep  and  unavoidable. 
We  physicians  care  for  the  elderly  and 
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know  their  health  needs  better  than  anyone 
else  . . . 

“We  have  pursued  for  years  the  goal  of 
finding  a means  for  filling  the  broad  medi- 
cal needs  of  older  citizens,  who  need  help 
in  financing  their  health  care,  while  pre- 
serving for  all  Americans  the  high  stand- 
ards and  high  quality  of  our  present  health 
care  system. 

“Out  of  these  efforts  of  the  nation’s  phy- 
sicians— during  which  they  examined  and 
rejected  scores  of  tentative  proposals — has 
come  a series  of  recommendations  which 
has  found  expression  in  H.R.  3727. 

“I  say  categorically  that  this  bill  could 
provide  more  benefits  for  persons  over  65 
who  need  health  care  and  cannot  pay  for  it, 
and  at  less  cost  to  taxpayers,  than  any  oth- 
er measure  pending  before  Congress  . . . 

“Utilizing  Blue  Cross  and  Blue  Shield  and 
health  insurance  companies  as  intermedi- 
aries, state  governments  would  be  author- 
ized to  offer  the  aged  a broad  spectrum  of 
benefits,  including  physicians’  care,  surgical 
and  drug  costs,  hospital  and  nursing  home 
charges,  diagnostic  services,  and  X-ray  and 
laboratory  fees.  These  are  the  components 
which  go  to  make  up  an  individual’s  total 
bill  for  illness. 

“H.R.  1 would  cover  only  a small  portion 
of  these  services.  ...  It  would  not  cover 
doctors’  services  or  surgical  charges.  It 
would  not  cover  drugs  outside  the  hospital 
or  nursing  home.  It  would  offer  only  a 
partial  answer  to  any  serious  illness.” 


MEDICAL  NEWS 
IN  TENNESSEE 


University  of  Tennessee 
College  of  Medicine 

The  University  of  Tennessee  College  of 
Medicine  will  soon  house  one  of  the  na- 
tion’s newest  earbanks.  The  Deafness  Re- 
search Foundation  has  awarded  the  Univer- 
sity a $6,000  grant  for  the  project,  one  of  27 
in  the  country.  Its  purpose  will  be  medical 
research  to  determine  the  cause  of  many 
ear  disorders  that  are  now  difficult,  or  im- 
possible to  diagnose  and  treat.  Part  of  the 
project  will  be  to  encourage  persons  with 
ear  disorders  to  bequeath  their  inner  ear 
structures  to  the  ear  banks  after  death. 


A camera  that  takes  extraordinary  three- 
dimensional  closeups  of  eye  disease  repre- 
sents a significant  new  tool  for  teaching 
and  scientific  research  at  the  College.  The 
stereoscopic  camera  magnifies  an  abnormali- 
ty two  and  one-half  times  its  size  with  as- 
tonishing clarity.  Fast  eye  motion  is  “fro- 
zen” through  an  electronic  flash  that  photo- 
graphs in  l-1000th  of  a second.  The  camera 
will  also  be  used  to  take  three-dimensional 
photographs  of  an  entire  surgical  proce- 
dure. The  stereoscopic  slides  will  be  com- 
piled as  a permanent  medical  record  for 
training  students,  interns  and  residents, 
and  for  research  in  various  eye  diseases. 

The  $3,000  camera  now  in  use  in  the  eye 
clinic  at  Gailor,  was  donated  by  the  chair- 
men of  the  boards  of  WREC  and  WREC- 
TV,  local  radio  and  television  stations. 

* 

The  National  Library  of  Medicine  has  an- 
nounced approval  of  a $50,000  training  pro- 
gram for  graduate  work  by  science  librari- 
ans at  the  Medical  Units.  The  program, 
which  becomes  effective  July  1,  1966,  will 
be  directed  by  Dr.  Andrew  Lasslo,  profes- 
sor and  chairman  of  the  Department  of 
Pharmaceutical  and  Medicinal  Chemistry  in 
the  College  of  Pharmacy,  and  Dr.  Richard 
Overman,  assistant  dean  of  the  College  of 
Medicine.  The  program  is  set  up  on  a one- 
year  basis. 

* 

Dr.  N.  R.  Di  Luzio,  professor  of  physiolo- 
gy and  biophysics,  was  the  recipient  of  a 
research  award  from  the  International  So- 
ciety for  Research  on  the  Reticuloendothe- 
lial System  at  the  Society’s  meeting  in  New 
York.  The  research  award,  consisting  of  a 
gold  medal  and  scroll,  was  presented  to  Dr. 
Di  Luzio  for  “outstanding  achievement  and 
research,”  the  fourth  award  which  the  So- 
ciety has  made.  Dr.  Di  Luzio  was  also 
elected  President  of  the  Reticuloendothelial 
Society,  an  American  group,  and  Vice-Pres- 
ident of  the  International  Society. 

* 

Dr.  William  C.  North,  of  the  faculty  of 
Duke  University  School  of  Medicine,  has 
been  named  chairman  of  the  Department  of 
Anesthesiology,  succeeding  Dr.  Wm.  H.  L. 
Dornette.  The  new  department  head  will 
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also  serve  as  chief  of  anesthesiology  at  the 
City  of  Memphis  hospitals  when  his  ap- 
pointment becomes  effective  July  1. 

* 

St.  Jude  Hospital,  Memphis 

One  of  Canada’s  leading  medical  educa- 
tors, Dr.  Roger  J.  Rossiter,  professor  of 
biochemistry  at  the  University  of  Western 
Ontario,  London,  Canada,  discussed  “Bio- 
synthesis of  Phospholipids  in  the  Nervous 
System”  at  the  research  seminar  at  St.  Jude 
Children’s  Research  Hospital  on  January 
22nd. 

* 

VU  Accepts  Fund  Grant  for  Addition 

A $100,000  matching  fund  grant  that  will 
go  toward  financing  a $3  million,  three-sto- 
ry addition  to  the  University  Medical  Cen- 
ter has  been  received  from  the  David  G. 
Baird  Foundation  of  New  York.  Offered  to 
the  university  on  a one-to-four  matching 
basis,  the  grant  will  be  made  final  when 
Vanderbilt  has  raised  an  additional  $400,000 
for  the  project.  It  is  the  first  contribution 
made  for  the  medical  center  addition  which 
will  permit  expansion  of  the  Department  of 
Medicine  and  Clinical  Research  Center  on 
21st  Avenue. 

The  foundation’s  grant  is  being  made  to 
Vanderbilt  in  memory  of  David  G.  Baird’s 
two  brothers,  Winfield  and  Harold  S. 
Baird. 

The  continuing  education  program  for 
physicians  has  received  commendation  from 
a survey  team  of  the  Council  on  Medical 
Education  of  the  AMA.  It  was  one  of  20  in 
the  United  States  selected  for  a pilot  study 
by  the  Council  to  set  up  standards  for  ac- 
creditation for  such  courses  in  the  Nation’s 
medical  schools.  The  commendation  was  its 
recognition  of  responsibility  in  providing 
continuing  education  to  physicians  in  the 
area  it  serves,  the  report  indicated,  “The 
courses  appear  to  be  well  planned  and  uti- 
lize appropriate  educational  methods  in  ad- 
dition to  lectures.”  The  team  recommended 
accreditation  of  the  program  to  the 
Council. 

* 

VU,  Meharry  Get  Federal  Grants 

The  Public  Health  Service  has  approved 


giants  for  general  medical  and  dental  re- 
search at  Vanderbilt  University  School  of 
Medicine  and  Meharry  Medical  College.  A 
grant  of  $146,463  was  made  to  Vanderbilt, 
and  Dr.  Randolph  Batson,  Dean,  will  be 
project  director. 

Two  grants  were  made  to  Meharry,  one 
for  $45,633  to  the  medical  school  for  re- 
search directed  by  Dr.  Charles  W.  Johnson, 
the  other,  for  $26,731,  to  the  dental  school 
for  research  under  the  direction  of  Dr.  E.  L. 
Mobley. 

* 

14th  Annual  Heart  Symposium 

Three  of  medicine’s  top  men  in  cardiology 
were  guest  speakers  on  the  program  for  the 
14th  Annual  Heart  Symposium,  held  under 
the  auspices  of  the  Chattanooga  Area  Heart 
Association  on  February  4th.  The  Chatta- 
nooga and  Hamilton  County  Medical  Socie- 
ty cooperated  with  the  heart  association  in 
conducting  the  symposium.  The  three  spe- 
cialists on  the  program  were:  Dr.  Robert  O. 
Brandenburg,  head  of  the  cardiology  sec- 
tion at  the  Mayo  Clinic;  Dr.  Denton  Arthur 
Cooley,  professor  of  surgery,  Baylor  Uni- 
versity College  of  Medicine  and  chief  of  the 
cardiovascular  service  at  Texas  Childrens 
Hospital  in  Houston;  and  Dr.  John  Michael 
Criley,  medical  editor,  director  of  the  Car- 
diac Diagnostic  Laboratory  and  assistant 
professor  of  medicine  in  radiology  at  Johns 
Hopkins  University  College  of  Medicine. 
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Dr.  James  P.  Richards,  former  assistant  medical 
director  for  Union  Carbide  Nuclear  Corp.,  Oak 
Ridge,  has  been  appointed  to  the  same  position  at 
National  Life  and  Accident  Insurance  Company  in 
Nashville. 

Dr.  William  G.  Crook  is  the  new  chief  of  staff  of 
the  Jackson-Madison  County  General  Hospital. 
Dr.  Charles  C.  Stauffer  is  assistant  chief  and  the 
chiefs  of  the  various  service  departments  include: 
Dr.  James  D.  Lane,  general  practice;  Dr.  Fred  M. 
Friedman,  medicine;  Dr.  George  D.  Dodson,  sur- 
gery; Dr.  James  A.  Langdon,  Jr.,  obstetrics  and 
gynecology;  Dr.  Bobby  C.  Higgs,  pediatrics;  Dr. 
Louis  G.  Pascal,  Jr.,  radiology;  Dr.  Chester  K. 
Jones,  pathology;  and  Dr.  Robert  S.  Hill,  anesthe- 
siology. Dr.  Robert  J.  Smith  and  Dr.  George  B. 
Wyatt  were  elected  as  staff  members  at  large  to 
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serve  with  the  officers  and  chiefs  of  services  on 
the  medical  staff  Executive  Committee. 

Dr.  David  H.  Turner,  Chattanooga,  has  moved 
his  office  to  1010  East  Third  Street,  for  the  prac- 
tice of  ophthalmology. 

Dr.  Don  L.  Eyler,  Assistant  Clinical  Professor  of 
Orthopedic  Surgery  at  Vanderbilt  University 
School  of  Medicine,  has  been  named  president- 
elect of  the  American  Society  for  Surgery  of  the 
Hand  at  the  Society’s  recent  annual  meeting  in 
New  York  City. 

Dr.  George  M.  Stevens  has  joined  the  staff  of 
the  Oak  Ridge  Orthopedic  Clinic. 

Dr.  Lewis  Anderson,  Memphis  orthopedic  sur- 
geon, has  been  appointed  deputy  chief  of  staff  of 
City  of  Memphis  Hospitals.  His  primary  responsi- 
bility will  be  to  serve  as  chief  of  staff  of  the  Wm. 
F.  Bowld  Hospital,  which  is  under  construction. 

Dr.  Alvin  J.  Ingram,  member  of  AMA’s  Board 
of  Trustees,  discussed  “Growing  Support  for  the 
Physician  Eldercare  Program”  at  a recent  meeting 
of  the  Memphis  Civitan  Club. 

Dr.  Stephen  Thomas  Farr,  formerly  of  Mem- 
phis, has  joined  the  staff  of  Dr.  Edward  Atkinson 
and  Dr.  Harold  Vann  in  Clarksville. 

Dr.  James  L.  Moore,  McMinnville,  has  been 
named  chief  of  staff  for  Warren  County  General 
Hospital.  Dr.  W.  B.  Bigbee  was  elected  vice-chief 
of  staff,  and  Dr.  J.  C.  Phillips,  secretary.  Other 
staff  officers  are:  Dr.  J.  F.  Fisher,  chief  of  obstet- 
rics; Dr.  J.  C.  Gaw,  chief  of  surgery;  and  Dr. 
Phillips,  chief  of  medicine. 

Dr.  Paul  Spray,  Oak  Ridge  orthopedia  surgeon, 
has  completed  his  fourth  tour  of  duty  for  Medico. 
Dr.  Spray,  on  his  second  trip  to  Nigeria,  was  sta- 
tioned in  Enugu,  the  capital  of  the  eastern  region, 
and  supervised  a program  of  training  in  orthope- 
dics for  native  physicians. 

Dr.  Walter  W.  Wolfe,  Jr.,  formerly  Captain 
Wolfe,  MC,  General  Medical  Officer  and  Com- 
manding Officer  of  the  U.  S.  Army  Dispensary, 
Fort  Wayne,  Detroit,  has  entered  private  practice 
in  Erwin  in  association  with  Dr.  R.  H.  Harvey. 

Dr.  Merlin  L.  Trumbull,  director  of  the  Depart- 
ment of  Pathology  at  Baptist  Hospital,  Memphis, 
has  been  named  chairman  of  the  National  Council 
on  Medical  Technology  Education,  a three-year 
$162,000  national  study  intended  to  evaluate  cur- 
rent educational  programs  for  medical  technical 
personnel. 

Dr.  William  F.  Murrah,  Jr.  is  the  new  chief  of 
staff  of  the  Memphis  Eye,  Ear,  Nose  and  Throat 
Hospital.  Dr.  Thomas  M.  Jackson  was  elected 
vice-chief  of  staff,  and  Dr.  Melvin  W.  DeWeese 
was  named  secretary. 

Dr.  W.  M.  Phillips,  formerly  of  Trenton,  has 
opened  his  office  for  the  practice  of  general  sur- 
gery in  Selmer. 

Dr.  W.  F.  Owens  announces  the  opening  of  an 
office  for  the  general  practice  of  medicine  in 
Frayser. 

Dr.  H.  Alfred  Farrar,  Shelbyville,  has  been  em- 
ployed to  assist  Dr.  Wallace  B.  Frierson,  manager 


of  the  medical  branch  of  ARO  at  Arnold  Center  in 
Tullahoma. 

Dr.  Robert  E.  Wilson,  who  has  been  located  in 
Florida  the  past  year,  has  begun  the  general  prac- 
tice of  medicine  in  Kingston. 

Dr.  G.  Daniel  Copeland,  associate  professor  of 
medicine,  has  been  certified  by  the  sub-specialty 
Board  of  Cardiovascular  Diseases  of  the  American 
Board  of  Internal  Medicine,  the  third  Memphis 
physician  to  be  so  certified. 

Doctors  John  K.  Duckworth,  Federico  J.  Fuste, 
and  Elizabeth  F.  Sinclair  of  Memphis,  Dr.  Eldon  S. 
Dummit,  Jr.  of  Columbia,  and  Dr.  Augustus  L. 
Middleton,  Jr.  of  Jackson  were  recently  certified 
as  Diplomates  of  the  American  Board  of 
Pathology. 

Dr.  Robert  L.  Harrington  announces  his  associa- 
tion with  the  Donelson  Clinic  for  the  practice  of 
obstetrics  and  gynecology. 

Dr.  James  P.  Loden,  announced  the  opening  of 
his  office,  in  Nashville,  for  the  practice  of 
ophthalmology. 
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Synopsis  of  Pathology.  By  W.  A.  D.  Anderson, 
M.D.,  Professor  of  Pathology,  University  of  Mi- 
ami School  of  Medicine,  Coral  Gables.  Sixth 
edition,  859  pages,  406  illustrations  and  4 color 
plates.  Saint  Louis:  The  C.  V.  Mosby  Company, 
1964.  Price  $9.75. 

The  author’s  large  standard  Textbook  on 
Pathology  has  been  accepted  as  an  authoritative 
one  and  is  widely  used.  The  popularity  of  the 
Synopsis  is  well  shown  by  its  appearance  as  a 
sixth  edition,  presenting  the  topic  in  a shortened 
version,  though  losing  little  in  comprehensiveness. 
Though  there  are  many  arguments  against  syn- 
opses with  which  the  reviewer  agrees  as  applied 
to  the  medical  student  or  other  one  who  should 
have  knowledge  in  depth,  there  are  arguments 
for  synopses  which  can  not  be  disregarded.  Too 
many  physicians  “forget”  pathology  after  com- 
pleting the  course  in  undergraduate  school.  A 
practicing  physician  upon  occasion  needs  to  put  a 
new  book  on  the  shelf  to  which  he  may  refer 
when  he  had  a special  case  under  study.  It  is 
here  that  a synopsis  of  pathology  has  a place  as 
well  as  offering  a textbook  for  dental  students 
and  those  who  do  not  need  the  depth  in  instruc- 
tion required  of  a medical  student.  The  Synopsis 
is  well  done. 


ANNOUNCEMENTS 


Symposium  on  Gastroenterology 

A continuing  medical  symposium  on  Gastroen- 
terology will  be  presented  March  31- April  2,  at 
the  Medical  College  of  Georgia,  Augusta.  The 
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guest  faculty  includes  three  nationally  recognized 
teachers  and  clinicians  who  will  join  with  mem- 
bers of  the  Medical  College  of  Georgia  Faculty  in 
discussing  the  medical  and  surgical  approach  to 
problems  in  gastroenterology.  For  a brochure  of 
the  symposium  write  to  the  Department  of  Con- 
tinuing Education,  Medical  College  of  Georgia, 
Augusta,  Georgia. 

The  College  will  also  hold  a one  and  one-half 
day  seminar  on  “Chronic  Obstructive  Lung  Dis- 
ease” on  May  1 and  2.  Five  nationally  known 
teachers  will  discuss  recent  developments  related 
to  this  problem.  The  program  is  planned  to  be  of 
interest  to  all  physicians.  A registration  fee  of 
$5.00  will  be  charged.  Additional  information 
may  be  obtained  by  writing  to  the  Department  of 
Continuing  Education,  Augusta. 

Second  Annual  Postgraduate 
Course  in  Pediatrics 

The  Department  of  Pediatrics  of  the  University 
of  Cincinnati  College  of  Medicine  will  give  its  Sec- 
ond Annual  Postgraduate  Course  in  Pediatrics  on 
May  24-25,  1965.  This  course  entitled  “Pediatric 
Aspects  of  Surgery  in  Childhood”  will  be  devoted 
to  advances  in  diagnosis  of  pediatrics  surgical 
problems  and  in  the  pre  and  post  operative  care  of 
children.  In  addition  to  a series  of  lectures,  the 
course  will  feature  a series  of  informal  small 
group  sessions  of  five  and  six  participants  on  re- 
lated topics  and  recent  advances  in  general 
pediatrics. 

Registration  will  be  limited  to  fifty  physicians. 
The  registration  fee  is  $50.00.  Address  all  in- 
quiries to  Dr.  Wm.  Schubert,  The  Children’s  Hos- 
pital, Cincinnati  29,  Ohio. 

1965  Scientific  Session 
of  the  American  Cancer  Society 

The  1965  Scientific  Session  of  the  American 
Cancer  Society  will  be  held  at  the  Drake  Hotel  in 
Philadelphia  on  June  16.  This  symposium  on 
“Hormones  and  Chemotherapy  for  Cancer — A 
Critical  Appraisal”  is  open  to  all  members  of  the 
medical  and  dental  professions,  and  students. 
There  is  no  advance  registration  or  registration 
fee.  For  further  information,  write:  Director  of 
Professional  Education,  American  Cancer  Society, 
219  East  42nd  Street,  New  York,  New  York, 
10017. 

Scientific  Program  for 
TMA  Annual  Meeting 

Twelve  outstanding  guest  speakers  will  appear 
at  the  various  specialty  society  meetings  to  be 
held  in  Chattanooga,  April  11-13,  during  the  an- 
nual meeting  of  the  Tennessee  Medical  Associa- 
tion. All  members  of  TMA  are  invited  to  attend 
the  scientific  meetings  of  the  specialty  societies. 

A general  scientific  program  will  be  presented 
by  the  Association  on  Tuesday  morning,  April 
13th  in  the  Chestnut  Room  of  the  Read  House  at 
10:00  A.M.,  where  two  of  the  nationally  known, 
out-of-state  speakers  will  appear.  Dr.  Paul  T. 


Chapman,  Division  of  Thoracic  Surgery,  Henry 
Ford  Hospital,  Detroit,  will  discuss  “Carcinoma  of 
the  Lung.”  The  other  speaker  will  be  Dr.  Daniel 
Blain,  President  of  the  American  Psychiatric  As- 
sociation. Dr.  Blain  of  the  Psychiatric  Institute  of 
the  Pennsylvania  Hospital  in  Philadelphia,  will 
have  as  his  subject,  “Psychiatric  Coverage:  Tools 
and  the  Doctors.” 

The  general  program  has  been  planned  for  the 
interest  of  all  physicians  attending  the  annual 
meeting. 

Vanderbilt  University  School  of  Medicine 

A Postgraduate  Course  entitled  “Physiologic 
Principles  in  Cardiac  Treatment”  will  be  offered 
from  April  19  to  22,  at  the  Vanderbilt  University 
School  of  Medicine.  The  management  of  patients 
in  certain  categories  will  be  approached  from  the 
standpoint  of  the  physiologic  principles  involved. 
Topics  to  be  considered  with  presentation  of  clini- 
cal material  will  include  multiple  valvular  in- 
volvement and  cardiac  surgery,  the  management 
of  arrhythmias  including  an  evaluation  of  pace- 
makers, renovascular  hypertension,  hemodialysis 
and  renal  transplantation,  and  the  genetic  aspects 
of  congenital  heart  disease. 

For  further  information  regarding  this  course 
address  the  Division  of  Continuing  Education,  B- 
4211  Vanderbilt  University  School  of  Medicine, 
Nashville. 

Chartered  Flight 

The  Southern  EEG  Society  is  organizing  a 
chartered  flight  to  Vienna,  Austria  where  the 
VIII  International  Congress  of  Neurology  and  the 
VI  International  Congress  of  Electroencephalogra- 
phy and  Clinical  Neurophysiology  are  to  be  held 
September  5-10.  The  flight  will  originate  in  At- 
lanta, Georgia,  September  4th  for  Vienna,  and 
will  return  approximately  20  days  later  from 
London,  England  to  Atlanta.  We  anticipate  hav- 
ing several  seats  available  to  individuals  other 
than  those  associated  with  the  Southern  EEG  So- 
ciety and  plan  to  make  them  available  to  mem- 
bers of  other  societies  who  will  be  planning  to 
attend  the  meetings.  For  information  write:  H. 
Lemmi,  M.D.,  University  of  Tennessee,  Box  376, 
Memphis,  Tenn.  38103. 

Study  of  Hodgkin's  Disease,  Metastatic 
Lung  Tumors  and  Ewing's  Sarcoma 

The  cooperation  of  physicians  is  requested  in  a 
continuing  study  of  these  diseases  by  the  Radia- 
tion Branch  of  the  National  Cancer  Institute  at 
the  Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

(1)  Referrals  of  patients  with  histologically 
proven  Hodgkin’s  disease  are  needed.  It  is  desired 
that  patients  be  referred  prior  to  treatment  so 
they  may  be  admitted  for  baseline  studies  prior  to 
radiotherapy.  In  particular,  the  referral  of  pa- 
tients with  disease  clinically  limited  to  areas 
above  or  below  the  diaphragm  is  requested. 

(2)  Referrals  of  patients  with  well-defined, 
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measurable,  bilateral  lung  metastases  (from  any 
primary  site)  are  needed  for  radiation  therapy 
studies. 

(3)  Referrals  of  patients  with  a presumptive  ra- 
diographic diagnosis  of  a malignant  bone  tumor 
are  needed.  It  is  desired  that  such  patients  be  re- 
ferred prior  to  establishment  of  the  diagnosis  by 
biopsy  in  order  that  they  may  be  admitted  for 
biopsy  and  immediate  institution  of  therapy. 

Physicians  interested  in  having  their  patients 
considered  for  study  may  write  or  telephone: 
Ralph  E.  Johnson,  M.D.,  Clinical  Center,  Room  Bl- 
B-41A,  National  Institutes  of  Health,  Bethesda, 
Maryland  20014.  Telephone:  656-4000,  Ext.  65457 
(Area  Code  301). 


March  29-31 

April  4-8 

April  5-8 

April  9-15 
April  25-29 

April  26-29 

April  26-May  1 


Calendar  of  Meetings 

1965 


April  11-13 
April  11-13 


April  22-24 
April  28-May  1 

May  1-5 

May  2-5 
May  10-13 


March  22-26 


State 

Annual  Meeting,  Read  House 
Hotel,  Chattanooga 
Tennessee  Medical  Association 
Annual  Meeting,  Read  House, 
Chattanooga 

Regional 

Medical  Association  of  the 
State  of  Alabama,  Birmingham 
West  Virginia  Academy  of 
Ophthalmology  & Otolaryngol- 
ogy, Greenbrier  Hotel,  White 
Sulphur  Springs 

Medical  Society  of  State  of 
North  Carolina,  Queen  Char- 
lotte Hotel,  Charlotte 
Medical  Association  of  Georgia, 
Augusta 

Southwestern  Surgical  Con- 
gress, Velda  Rose  Hotel,  Hot 
Springs,  Ark. 

National 

American  College  of  Physi- 
cians, Chicago 


May  2-5 

May  3-7 
May  9-13 

May  6-8 
May  20-22 
May  25-26 

May  27-29 

May  30-June  2 
June  14-16 

June  17-21 

June  20-24 
June  28-July  1 


American  Association  for 
Thoracic  Surgery,  Roosevelt 
Hotel,  New  Orleans 
American  College  of  Obstetri- 
cians and  Gynecologists,  Civic 
Auditorium,  San  Francisco 
American  Industrial  Health 
Conference,  American  Hotel, 
Bal  Harbour,  Fla. 

American  Academy  of  General 
Practice,  San  Francisco 
International  Congress  of  Sur- 
geons (North  American  Federa- 
tion) Las  Vegas,  Nev. 

American  Academy  of  Pediat- 
rics, Americana  Hotel,  Bal  Har- 
bour, Fla. 

American  Academy  of  Neurolo- 
gy, Sheraton  Cleveland  Hotel, 
Cleveland 

American  Association  of  Plastic 
Surgeons,  Boca  Raton  Hotel, 
Boca  Raton,  Fla. 

American  Psychiatric  Associa- 
tion, New  York 

American  Urological  Associa- 
tion, Roosevelt  Hotel,  New  Or- 
leans 

American  Pediatric  Society, 
Sheraton  Hotel,  Philadelphia 
American  Gynecological  Socie- 
ty, Americana  Hotel,  New  York 
American  Otological  Society, 
The  Broadmoor  Hotel,  Colorado 
Springs,  Colo. 

American  Ophthalmological  So- 
ciety, Homestead  Hotel,  Hot 
Springs,  Va. 

American  Thoracic  Society, 
Palmer  House,  Chicago 
American  Neurological  Associa- 
tion, Claridge  Hotel,  Atlantic 
City,  N.  J. 

American  College  of  Chest  Phy- 
sicians, Waldorf-Astoria,  New 
York  City 

American  Medical  Association, 
Americana  Hotel,  New  York 
American  Orthopaedic  Associa- 
tion, Hot  Springs,  Va. 


Prescription  drug  companies  almost  doubled 
their  charitable  donations  in  1963  over  1961,  ac- 
cording to  a survey  released  today  by  the  Phar- 
maceutical Manufacturers  Association.  The  1963 
contributions  amounted  to  $43,483,900  compared 
to  $25,000,000  in  1961.  This  was  an  increase  of 
72%. 

Comparable  industry  figures  for  the  two  years 
show  that  sales  increased  only  17%.  Taxes  paid  by 
the  industry  rose  by  27%  during  the  two-year  pe- 
riod and  research  and  development  was  upped  by 
19%. 

Information  on  the  contributions  was  supplied 
by  77  member  firms  of  PMA.  They  account  for 
about  85%  of  the  total  domestic  sales  of  prescrip- 
tion drugs. 

More  than  half  of  the  industry’s  public  service 
activities  were  in  the  form  of  product  contribu- 
tions, with  a total  value  of  more  that  $23  million. 
About  two-thirds  of  the  products  were  distribut- 
ed in  the  United  States;  the  remainder,  abroad. 

Major  domestic  contributions  involved  emer- 
gency relief  and  replacement  of  drug  stocks  lost 


in  the  Alaska  earthquake  and  the  Ohio  River  Val- 
ley floods.  Overseas  contributions  included  drugs 
to  stem  epidemics  caused  by  natural  disasters  in 
Nepal,  Pakistan,  Brazil,  and  India. 

The  major  category  of  cash  contributions  by 
the  industry,  totaling  nearly  $9  million,  was  for 
support  of  schools  and  universities  by  grants,  fel- 
lowships and  scholarships. 

Another  $3  million  plus  was  contributed  for 
health  and  welfare  activities,  including  the  Unit- 
ed Fund,  local  and  national  agencies,  and  hospi- 
tals. The  industry  gave  nearly  $3  million  for  sup- 
port of  civic,  cultural,  religious  and  other  organi- 
zations. 

Additional  public  service  expenditures  included 
more  than  $4  million  for  advancement  of  scien- 
tific and  medical  education  through  publications, 
symposia,  films,  medical  television,  and  other 
communications  for  professional  audiences.  Near- 
ly $1  million  was  spent  on  public  service  films 
and  publications  for  student  and  lay  audiences. 
(Pharmaceutical  Manufacturers  Association.) 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  Medical  Association  is  designed  to  assist  both  physicians 
and  communities.  Further  information  is  available  from  the  TMA  Public  Service  Office,  112  Louise 
Avenue,  Nashville,  Tennessee — 391-4584. 


Location  Wanted 

GENERAL  PRACTITIONER,  48,  graduate  of 
the  University  of  Mississippi,  retiring  from  ac- 
tive military  service,  would  like  any  type  prac- 
tice in  small  to  medium  community.  Married. 
Available  June  1965.  LW-565 

o 

GENERAL  PRACTITIONER,  32,  graduate  of 
the  University  of  Tennessee,  wants  full  time 
hospital  staff  position  or  industrial  medicine  in 
any  locality  in  Tennessee.  Married;  Protestant. 
Available  immediately.  LW-566 

o 

GENERAL  SURGEON,  34,  graduate  of  the 
University  of  Texas  Medical  Branch,  wants  group, 
associate  or  clinical  practice  in  city  in  Tennessee 
with  35,000  plus  population.  Married.  Unitarian. 
Board  certified.  Available  July  1,  1966.  LW-567 

♦ 

GENERAL  SURGEON,  31,  graduate  of  the  Uni- 
versity of  Cincinnati,  wants  associate  or  clinical 
practice  in  any  locality  of  Tennessee,  10,000  plus 
population.  Married.  Protestant.  Now  in  mili- 
tary service.  Board  certified.  Available  July 
1965.  LW-558 


SURGEON,  colon-rectal,  32,  graduate  of  Emory 
University,  wants  assistant,  associate  or  clinical 
practice  in  large  city  in  Tennessee.  Married. 
Episcopalian.  Now  in  sixth  year  residency.  Cer- 
tified Part  I,  Board  eligible  Part  II.  Available 
July  1965.  LW-559 

<s> 

GENERAL  PRACTITIONER,  28,  graduate  of 
the  University  of  Louisville,  wants  associate  prac- 
tice in  any  locality  of  Tennessee.  Will  consider 
solo  or  partnership  practice.  Married.  Baptist. 
Now  in  active  military  service.  Available  Octo- 
ber 1965.  LW-560 

❖ 

GENERAL  PRACTITIONER,  with  interest  in 
obstetrics  or  industrial  medicine,  45,  graduate  of 
University  of  Tennessee,  wants  to  re-locate  in 
Tennessee — town  25,000  plus.  Interested  also  in 
full-time  industrial  medicine.  Married.  Pres- 
byterian.  Tennessee  license.  Available 
immediately.  LW-561 

o 

OBSTETRICIAN-GYNECOLOGIST,  30,  gradu- 
ate University  of  Miami,  Board  eligible,  wants  as- 
sociate or  clinical  practice  in  town  in  Tennessee 
25,000  plus  population.  Married.  Jewish.  Now  in 
active  military  service.  Available  July  1965. 

LW-562 


OBSTETRICIAN-GYNECOLOGIST,  30,  gradu- 
ate of  the  Medical  School  of  Alabama,  would  like 
partnership  practice  in  any  large  city  in  Tennes- 
see. Married.  Baptist.  Now  in  active  military 
service.  Available  August  1965.  LW-563 


GENERAL  PRACTITIONER,  29,  graduate  of 
the  University  of  Arkansas,  would  like  group-as- 
sociate practice  in  Middle  or  West  Tennessee  city 
of  5,000  to  50,000.  Married.  Baptist.  Now  in  ac- 
tive military  service.  Available  July  1,  1965. 

LW-564 


Physician  Wanted 

GENERAL  PRACTITIONER  needed  in  Middle 
Tennessee  town  of  1,200.  Well  built  clinic  build- 
ing available.  Active  support  of  county,  town 
officials  and  civic  organizations.  Near  water  rec- 
reational area.  No  other  physician  in  town. 

FOR  RENT  OR  LEASE,  fully  equipped  clinic, 
to  general  practitioner.  Located  in  East  Tennes- 
see town  of  4,500.  Excellent  practice  opportunity. 
Good  schools  and  housing.  PW-197 

❖ 

INTERNIST  needed  as  assistant  in  West  Ten- 
nessee city  of  15,000.  Well  established  and 
equipped  office.  Age  25  to  35.  Hospital  practice 
required.  Area  an  agricultural  and  industrial  one. 
Excellent  opportunity.  PW-203 

o 

INDUSTRIAL  PHYSICIAN,  25  to  40  years  of 
age,  needed  by  large  corporation  located  in  East 
Tennessee  city  of  180,000.  Office  space  and 
equipment  provided.  Regular  office  hours.  Will 
assist  in  obtaining  housing  if  desired.  Salary  and 
fringe  benefits.  Excellent  position.  PW-206 

INTERNIST  needed.  Will  furnish  modern  air- 
conditioned  office  at  no  charge,  requiring  only 
that  substitution  be  made  on  days  off  and  on  va- 
cation. Located  in  West  Tennessee  metropolis. 
Good  practice.  After  one  year  reasonable  ar- 
rangements for  continuing  practice  may  be  made 
if  desired.  PW-212 


GENERAL  PRACTITIONER  needed  as  replace- 
ment in  West  Tennessee  town  of  over  4,500.  Agri- 
cultural and  industrial.  Housing,  office  space  and 
equipment  available.  40  bed  hospital.  PW-213 


ASSOCIATE  GENERAL  PRACTITIONER 
wanted  in  practice  with  group  in  Middle  Tennes- 
see town  of  4,000.  Excellent  clinic  and  hospital 
facilities.  Starting  salary  $1,500  per  month. 

PW-216 


OFFICE  with  equipment  and  READY-MADE 
GENERAL  PRACTICE  available  immediately  in 
southwestern  city  of  Tennessee  with  population 
of  45,000  plus.  X-ray,  EKG,  diathermy  included 
in  equipment.  Excellent  open  staff  hospital. 
School  system;  housing;  churches  of  finest. 

PW-219 


PATHOLOGISTS — vacancies  for  residents  in 
Pathology  in  large  hospital  located  in  West  Ten- 
nessee metropolis.  Applicants  must  be  graduate 
of  AMA  approved  schools  of  medicine,  or  of 
Canadian  or  Mexican  schools.  Program  is  flexi- 
ble and  provides  for  progressive  responsibility. 
$325  per  month  for  first  year  residents,  with  year- 
ly increments  of  $25  per  month.  Meals,  uniforms 
and  laundry  provided.  PW-220 


GENERAL  PRACTITIONER  needed  as  replace- 
ment in  clinic  located  in  southwestern  town  of  2,- 
500  plus  population.  Thirty-six  bed  hospital. 
Physician  25  to  40  age  group  desired.  Excellent 
practice  opportunity.  PW-221 
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Know  Your 


CONGRESSMEN 


TENNESSEE  CONGRESSIONAL  DISTRICTS,  89th  CONGRESS 


SENATORS 


Albert  Gore  (D) 
Ross  Bass  (D) 


REPRESENTATIVES 

Districts 

1 James  H.  Quillen  (R) 

2 John  Duncan  (R) 

3 William  E.  Brock  (R) 

4 Joe  L.  Evins  (D) 

5 Richard  Fulton  (D) 

6 William  R.  Anderson  (D) 

7 Tom  Murray  (D) 

8 Robert  S.  Everett  (D) 

9 George  Grider  (D) 


Senator  (John  Doe) 
Senate  Office  Building 
Washington,  D.  C. 


Representative  (John  Doe) 
House  Office  Building 
Washington,  D.  C. 


CD  ear  Senator  CD 


oe: 


CDear  G 


ongressman 


CDoe. 


FOR  BETTER  GOVERNMENT: 

Study  the  Issues 

Form  Your  Opinion 

Inform  Your  Congressman 

1.  Be  sincere,  use  your  own  words  and  your  own 
style,  be  brief,  not  terse. 

2.  Be  courteous — a compliment  is  appreciated. 

3.  Be  straightforward,  say  what  you  are  for,  or 
what  you  are  against. 


4.  Give  one  or  two  reasons  for  your  views — avoid 
emotion. 

5.  Give  the  local  viewpoint — how  the  national 
issue  would  affect  your  community,  your  in- 
dustry, your  business. 

6.  Be  reasonable,  don't  ask  the  impossible. 

7.  Request  an  answer — you've  told  him  where 
you  stand,  ask  him  where  he  stands. 


OFFICERS  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION,  1964-65 


President — R.  H.  Kampmeier,  M.D.,  B-4211, 
Vanderbilt  Hospital,  Nashville 
President-Elect — John  H.  Burkhart,  M.D., 
3000  North  Broadway,  Knoxville 
Vice-President — George  K.  Henshall,  M.D., 
Medical  Arts  Building,  Chattanooga 
Vice-President — Robert  M.  Finks,  M.D., 
2122  West  End  Avenue,  Nashville 
Vice-President — Lamb  B.  Myhr,  M.D., 
Jackson  Clinic,  Jackson 
Secretary — Charles  A.  Trahern,  M.D.,  1724 
Memorial  Drive,  Clarksville 
Executive  Director — Mr.  J.  E.  Ballentine, 
112  Louise  Avenue,  Nashville  37203 
BOARD  OF  TRUSTEES 
*John  H.  Burkhart,  M.D.,  Chairman,  (1967) 
3000  No.  Broadway,  Knoxville 
♦John  C.  Burch,  M.D.,  Vice  Chairman  and 
Treas.,  (1967)  2112  West  End  Ave., 

Nashville 

*J.  Malcolm  Aste,  M.D.,  (1965)  188  South 
Bellevue,  Memphis 

Bland  W.  Cannon,  M.D.,  (1965)  910  Madi- 
son Avenue,  Memphis 
♦E.  L.  Caudill,  Jr.,  M.D.,  (1966)  114  East 
H Street,  Elizabethton 
C.  D.  Hawkes,  M.D.,  (1966)  220  South 
Claybrook  Street,  Memphis 


G.  Baker  Hubbard,  M.D.,  (1966)  Jackson 
Clinic,  Jackson 

Joseph  W.  Johnson,  Jr.,  M.D.,  (1965)  In- 
terstate Building,  Chattanooga 

*R.  H.  Kampmeier,  M.D.,  (1966)  Vander- 
bilt Hospital,  Nashville 

K.  M.  Kressenberg,  M.D.,  (1966)  215  Cedar 
T iflBP  PiilaoU’i 

Charles  A.  Trahern,  M.D.,  (1965)  1724 

Memorial  Drive,  Clarksville 
(♦Executive  Committee  of  the  Board  of 
Trustees) 

SPEAKER  OF  THE  HOUSE 

J.  Malcolm  Aste,  M.D.,  188  South  Bellevue, 
Memphis 

Vice-Speaker — Tom  E.  Nesbitt,  M.D.,  1921 
Hayes  Street,  Nashville 

COUNCILORS 

First  District — J.  J.  Range,  M.D.,  Memorial 
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326  Mid-State  Medical  Center,  Nashville 
(1965) 

Seventh  District — Carl  C.  Gardner,  Jr., 
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Chairman,  188  South  Bellevue  Boule- 
vard, Memphis  (1965) 

DELEGATES  TO  THE  AMA 
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Coffee  County 

Consolidated  Medical  Assembly 

Cumberland  County 
Nashville  Academy  of  Medicine 
Davidson  County 
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Arthur  Dunlap,  M.D.,  302  Caldwell  Ave., 
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Paul  Teague,  M.D.,  Parsons 
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Carson  E.  Taylor,  M.D.,  246  N.  Military,  Law- 
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W.  D.  Jones,  M.D.,  214  W.  College,  Fayette- 
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E.  M.  Froedge,  M.D.,  Lafayette 
Kenneth  Brown,  Jr.,  M.D.,  416  1st  Avenue  N., 
Lewisburg 

B.  J.  Vinson,  M.D.,  Hatcher  Lane,  Columbia 

James  F.  Cleveland,  M.D.,  Englewood 

A.  J.  Grobmyer,  Jr.,  M.D.,  22  N.  Pauline, 
Memphis 


James  H.  Barnes,  M.D.,  304  Church  St., 

Sweetwater 

V.  H.  Griffin,  M.D.,  1730  Memorial  Drive, 
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Chesley  H.  Hill,  M.D.,  Troy 

W.  G.  Quarles,  M.D.,  231  E.  University  St., 
Livingston 

J.  T.  Deberry,  M.D.,  141  West  Broad,  Cooke- 
ville 

T.  Guy  Fortney,  M.D.,  Medical  Arts  Bldg., 
Oak  Ridge 

James  R.  Quarles,  M.D.,  500  Main  St., 

Springfield 

James  Payne,  M.D.,  818  E.  Clark,  Murfreesbo- 
ro 

Milford  Thompson,  M.D.,  Bank  Street,  Oneida 

John  M.  Hickey,  Jr.,  M.D.,  Sevierville 

Frank  T.  Rutherford,  M.D.,  Carthage 

James  G.  McFaddin,  M.D.,  120  Blountville 
Hwy.,  Bristol 

H.  W.  Hooper,  M.D.,  570  Hartsville  Pike,  Gal- 
latin 

J.  D.  Witherington,  M.D.,  West  Pleasant 
Ave.,  Covington 

W.  R.  Gaw,  M.D.,  315  N.  Spring  St.,  McMinn- 
ville 

E.  Malcolm  Campbell,  M.D.,  207  E.  Watauga, 
Johnson  City 

Edward  T.  Frank,  Jr.,  M.D.,  Porter  Clinic, 
Greenfield 

C.  B.  Roberts.  M.D.,  Sparta 

Joseph  L.  Willoughby,  Carters  Creek  Pike, 
Franklin 

Joe  Frank  Bryant,  M.D.,  McFarland  Hospital, 


H.  C.  Capps,  M.D.,  Waverly 

O.  L.  Simpson,  M.D.,  Center  Bldg.,  Maryville 

John  M.  Appling,  M.D.,  Bradley  Medical  Cen- 
ter, Cleveland 

Roscoe  C.  Pryse,  M.D.,  Lafollette 

C.  Robert  Clark,  M.D.,  210  Med.  Arts  Bldg., 
Chattanooga 

Mrs.  Flo  Richardson,  109  Med.  Arts  Bldg., 
Chattanooga  — Executive  Secretary 
Fred  M.  Valentine,  Jr.,  M.D.,  501  E.  Main  St., 
Newport 

D.  P.  McFarland,  III,  M.D.,  E.  Grundy  St 
Tullahoma 

James  L.  Thomas,  M.D.,  668  W.  Forest  St., 
Jackson 

S.  P.  Seaton,  M.D.,  Crossville 

Carl  Gessler,  M.D.,  2760  Lebanon  Rd„  Nash- 
ville, 37214 

Mr.  Jack  Drury,  112  Louise  Avenue,  Nash- 
ville— Executive  Secretary 
Mary  Baxter  Cook,  M.D.,  Charlotte 

B.  F.  Allred,  M.D.,  Jamestown 
George  L.  Smith,  M.D.,  Winchester 

W.  H.  Murrey,  M.D.,  215  Cedar  Lane,  Pulaski 

V.  R.  Bottomley,  M.D.,  218  N.  Main  St., 
Greeneville 

C.  H.  Helms,  M.D.,  119  Evans  Ave.,  Morris- 
town 

Wm.  H.  Lyons,  M.D.,  Rogersville 

J.  Ray  Smith,  M.D.,  Paris  Clinic,  Paris 

Parker  D.  Elrod,  M.D.,  Centerville 
J.  S.  Johnson,  M.D.,  Gainesboro 
Ray  J.  Leffler,  M.D.,  East  Tenn.  Baptist  Hospi- 
tal, Knoxville 

M.  H.  Weathers,  M.D.,  Loretto 

B.  G.  Norwood,  M.D.,  203  East  Washington, 
Fayetteville 

M.  E.  Painter,  M.D.,  Lafayette 

W.  A.  Walker,  M.D.,  419  4th  Ave.,  N.,  Lewis- 
burg 

Lawrence  R.  Nickell,  M.D.,  Maury  County 
Hospital,  Columbia 
Charles  T.  Carroll,  M.D.,  Athens 
Tinnin  Martin,  M.D.,  4550  Summer  Ave., 

Memphis 

Mr.  Les  Adams,  774  Adams  Avenue,  Memphis 
— Executive  Secretary 

D.  F.  Heuer,  M.D.,  207  Monroe  Street.,  Sweet- 
water 

B.  T.  Hall,  M.D.,  N.  Meadow  Circle,  Clarks- 
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Robert  Clendenin,  M.D.,  1229  S.  Russell,  Un- 
ion City 

Jack  M.  Roe,  M.D.,  231  E.  University  St., 
Livingston 

Thurman  Shipley,  M.D.,  135  W.  2nd  St., 

Cookeville 

Daniel  M.  Thomas,  M.D.,  221  W.  Tyrone,  Oak 
Ridge 

Sue  C.  Atwood,  M.D.,  500  Main,  Springfield 

Charles  W.  Lewis,  M.D.,  420  N.  University, 
Murfreesboro 

Roy  L.  McDonald,  M.D.,  Alberta  Ave..  Oneida 
Charles  L.  Roach.  M.D..  Sevierville 
David  G.  Petty,  M.D.,  Carthage 
Hugh  Griffin,  M.D.,  Dominion  Bank  Bldg., 
Bristol 

W.  R.  Massey,  M.D.,  County  Hospital,  Galla- 
tin 

Hugh  Vaughn,  M.D.,  Munford 

J.  L.  Moore,  M.D.,  Badger  Arcade,  McMinn- 
ville 

Gilbert  A.  Rannick,  M.D..  107  W.  Fairview 
Ave.,  Johnson  City 
Paul  W.  Wilson,  M.D.,  Dresden 

William  Harold  Andrews,  M.D.,  Sparta 
Robert  H.  Hollister,  M.D.,  Carters  Creek 
Pike.  Franklin 

T.  R.  Puryear,  M.D.,  239  E.  Main,  Lebanon 
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Material 


Carcinoma  of  the  cervix  complicating 
pregnancy  is  not  as  rare  as  is  implied  by 
the  paucity  of  cases  reported  in  the  litera- 
ture. Thirty-nine  cases  were  recorded  in 
the  tumor  registry  at  The  Baroness  Erlan- 
ger  Hospital  from  January  1,  1951,  to  De- 
cember 31,  1963.  These  include  carcinoma 
in  situ  as  well  as  invasive  carcinoma  of  the 
cervix.  Since  this  is  a relatively  large 
number  of  cases,  it  is  thought  that  this  se- 
ries is  significant  and  merits  report. 


fFrom  the  Department  of  Obstetrics  and  Gyne- 
cology and  the  Chattanooga  Tumor  Clinic  of  the 
Baroness  Erlanger  Hospital,  Chattanooga,  Tenn. 

Table  I 

Frequency  of  Invasive  Cancer  and  Carcinoma  In  Situ 
of  the  Cervix  Complicating  Pregnancy* 


Number 

of  Preg-  Carcinoma  In  Situ  Invasive  Cancer 


Clinic  or  Location 

Years 

nancies 

Number  Frequency 

Number 

Percent 

Frequency 

Paris 

1949-58 

6,652 

26 

1:256 

25 

0.38% 

1:268 

Duke  University 

1947-57 

8,000 

44 

1:182 

23 

0.29% 

1:348 

Temple  University 

?— 59 

1,000 

8 

1:125 

2 

0.20% 

1:500 

Indiana  University 

1940-58 

19,904 

— 

30 

0.15% 

1:663 

Heidelberg 

1930-51 

26,726 

— 

21 

0.08% 

1:1274 

Los  Angeles 

1950-58 

11,429 

34 

1:296 

7 

0.06% 

1:1633 

University  of  Virginia 

1946-51 

8,450 

— 

5 

0.06% 

1:1690 

New  York,  Kings  County 

4,067 

20 

1:103 

2 

0.05% 

1:2033 

Johns  Hopkins 

20,000 

2 

1:10,000 

9 

0.04% 

1:2222 

Louisville,  Ky. 

1933-48 

29,394 

2 

1:18,697 

10 

0.03% 

1:2929 

Vienna 

1901-26 

82,825 

— 

25 

0.03% 

1:3310 

Chicago  Lying-In 

1931-54 

81,806 

0 

12 

0.01% 

1:6817 

New  York  Lying-In 

89,980 

’v  . 

11 

0.01% 

1:8180 

Pittsburgh 

1921-39 

40,000 

— 

3 

0.00% 

1:13,333 

New  York  Hospital 

1932-50 

74,087 

— 

4 

0.00% 

1:18,522 

Erlanger  Hospital, 

Chattanooga 

1951-63 

42,040 

17 

1:2472 

22 

0.055% 

1:1828 

^Modified  from  Graham,  Sotto  and  Paloucek.1 


This  study  includes  all  private  and  chari- 
ty patients  in  whom  carcinoma,  either  in 
situ  or  invasive,  was  discovered  during 
pregnancy  or  within  12  months  following 
delivery  or  abortion.  Only  the  patients 
who  received  their  primary  treatment  at 
this  hospital  are  included.  The  ratio  of  ne- 
gro to  Caucasian  is  1:2.33.  Of  the  39  pa- 
tients treated  here,  22  were  classified  as  in- 
vasive cancer  of  the  cervix  and  17  as  carci- 
noma in  situ  of  the  cervix.  It  is  significant 
that  21  of  the  39  had  been  discovered  with- 
in the  past  three  years  since  the  advent  of 
the  routine  use  of  Papanicolaou  smears  in 
the  prenatal  and  postpartum  clinics.  Papa- 
nicolaou smears  were  made  on  23  of  the  39 
patients  prior  to  definitive  diagnosis. 

The  incidence  of  cancer  of  the  cervix 
complicating  pregnancy  varies  depending 
on  the  institution  reporting  table  1. 

The  incidence  of  pregnancy  complicating 
invasive  carcinoma  in  various  cancer  treat- 


The  authors , in  describing  their  series 
of  cases , consider  biopsy  technics  for 
diagnosis  and  the  methods  of  treat- 
ment. The  prognosis  is  clearly  related 
to  the  time  of  diagnosis , whether  early 
or  late. 
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Table  2 

Incidence  of  Pregnancy  in  Patients  With 
Carcinoma  of  Cervix,  Invasive* 

Carcinoma  of  Cervix 

Clinic  or  Location  Total  Cases  Plus  Pregnancy 


Erlanger  Hospital 

M.  D.  Anderson  Hospital 

879 

22 

and  Tumor  Institute 

2,191 

111 

Mayo  Clinic 

Roswell  Park  Memorial 

3,500 

26 

Institute 

4,633 

48 

Chicago  Lying-In 

704 

11 

University  of  Wisconsin 

567 

18 

New  York  Hospital 

500 

4 

Stockholm 

2,756 

38 

Paris 

3,069 

44 

* Modified  from  Graham,  Sotto  and  Paloucek.1 


ment  centers  is  given  in  Table  2. 

Tables  3 and  4 show  the  age  distribution 
of  cases  compared  to  number  of  pregnan- 
cies. All  patients  had  at  least  two 
pregnancies. 


Table  3 

Antepartum  Cases 
Pregnancy  Experiences 
Pregnancies 


Age 

1 2 

3 

4 

5 6 

7 

8 

9 

0-20 

20-30 

1 

2 

2 

30-40 

1 

2 2 

1 

3 

1 

40-50 

1 

Unknown  Number  of  Pregnancies— 

-2 

Table  4 

Postpartum  Cases 

Pregnancy 

Experiences 

Pregnancies 

Age 

1 2 

3 

4 

5 6 

7 

8 

.9 

0-20 

20-30 

1 

1 

1 

1 

2 

30-40 

1 

1 

1 

2 1 

2 

1 

40-50 

1 

Number  of  pregnancies 

unknown — 

■1 

10  10-15 


10  10-15 


1 

1* 


*Case  of  carcinoma  in  situ  diagnosed  but  not  in- 
cluded in  treatment  results.  (Refused  to  return) 


In  the  20-40  year  age  group,  several  pa- 
tients are  noted  to  be  of  high  gravidity. 
This  would  suggest  early  sexual  experience 
for  these  women  which  is  believed  to  be  an 
etiologic  factor  in  the  natural  history  of 
carcinoma  of  the  cervix. 

In  the  antepartum  group,  no  cases  were 
staged  more  than  Stage  1.  Of  the  17  pa- 
tients with  carcinoma  in  situ,  the  youngest 
was  18  years  of  age  and  the  oldest  was  42. 
In  both  the  antepartum  and  the  postpartum 
groups,  the  majority  of  cases  will  be  noted 
to  fall  between  the  ages  of  30-39. 


Table  5 

Age  Distribution  by  Stage — Antepartum 


In  Situ 

Age  0 I 

0-20  1 — 

21-29  4 3 

30-39  7 5 

40-49  — 1 


II  III  IV  Total 

— — — 12 


21 


Age 

Age 

20-29 

30-39 

40-49 


Table  6 

Distribution  by  Stage- 
In  Situ 


-Postpartum 


II  III 

1 — 

— 2 


IV 


Total 

3 

14 

1 


5 8 1 2 2 18 

In  contrast  to  the  antepartum  group,  note 
that  in  Table  6 there  is  a remarkable  num- 
ber of  cases  which  are  staged  higher  than 
Stage  1.  This  would  indicate  that  the  diag- 
nosis was  made  late.  This  is  in  accordance 
with  the  observations  of  other  authors.2'4 

It  is  notable  that  this  average  age  distri- 
bution is  considerably  lower  than  that  for 
the  nonpregnant  patient.  During  this  peri- 
od of  12  years,  there  were  879  nonpregnant 
patients  with  carcinoma  of  the  cervix  with 
an  average  age  of  49.9  years.  The  sig- 
nificantly younger  population  noted  indi- 
cates the  necessity  of  doing  cytologic  stud- 
ies on  all  pregnant  women. 


Diagnosis 

The  signs  and  symptoms  of  cancer  of  the 
cervix  in  this  series  of  patients  are  similar 
to  those  in  the  non-pregnant  state.  Vaginal 
bleeding  or  discharge  was  the  most  common 
complaint  in  the  postpartum  group,  while 
in  most  of  the  antepartum  cases  there  were 
minimal  or  no  complaints,  doubtless  because 
the  diagnosis  was  made  in  the  early  stage 
of  the  disease. 

In  recent  years,  the  diagnosis  was  made 
in  the  antepartum  cases  by  routine  use  of 
the  Papanicolaou’s  smear  with  subsequent 
multiple  punch  biopsies  of  the  cervix  which 
amounted  to  circumferential  biopsy.  Prior 
to  this,  biopsy  alone  was  used.  There  were 
9 cases  of  carcinoma  in  situ  and  8 cases  of 
Stage  I carcinoma  found  in  the  prenatal 
group.  No  cases  were  staged  more  than 
Stage  I. 

In  contrast,  most  of  the  postpartum  group 
were  delivered  elsewhere  and  referred  to 
this  center  for  therapy.  These  included 
one  Stage  II,  two  Stage  III  and  2 Stage  IV, 
in  addition  to  4 Stage  0,  and  8 Stage  I. 

The  technic  of  multiple  punch  biopsy 
with  the  adjunctive  use  of  Schiller’s  stain 
as  a means  to  effect  a definitive  diagnosis  of 
cancer  in  the  pregnant  cervix  has  been 
adopted  here.  As  many  as  15  to  20  speci- 
mens may  be  taken  and  all  suspicious  tissue 


12 


9 


0 


0 


0 
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thus  removed.  Multiple  sections  are  taken 
by  the  pathologist  for  study. 

It  is  the  belief  that  the  technic  of  multi- 
ple circumferential  biopsy  is  somewhat  saf- 
er than  the  conventional  cone  technic  in 
the  highly  vascular  pregnant  cervix.  Even 
with  this  technic,  2 patients  in  this  series 
required  transfusions.  After  the  first  tri- 
mester, biopsies  have  been  done  in  the  op- 
erating room  rather  than  in  the  out-patient 
clinic.  No  abortions  were  precipitated  by 
this  operation.  In  one  case  abortion  oc- 
curred two  months  after  biopsy;  evidence 
did  not  relate  the  abortion  to  the  biopsy. 

Although  none  of  their  patients  were 
pregnant  at  the  time,  Thomison  and  Tosh5 
of  Vanderbilt  University  Hospital  have  re- 
ported a series  of  94  cases  with  diagnosis  of 
carcinoma  in  situ  of  the  cervix.  In  59  pa- 
tients in  whom  biopsy  was  considered  ade- 
quate, only  one  invasive  lesion  was  found 
in  the  hysterectomy  specimen.  In  a group 
of  35  cases  in  which  biopsy  was  considered 
inadequate  and  conization  was  then  per- 
formed, 5 early  invasive  lesions  were  found. 
However,  in  2 the  invasive  lesion  was 
found  neither  at  biopsy  nor  at  conization. 
Therefore,  from  their  experience  as  well  as 
ours,  it  would  seem  that  conization  offers 
no  advantage  over  carefully  taken  multiple 
biopsies.  At  the  same  time  it  does  suggest 
that  endocervical  curettage  in  the  nonpreg- 
nant patient,  combined  with  the  multiple 
biopsy  technic,  will  produce  a more  accu- 
rate diagnosis. 

Therapy 

Carcinoma  in  situ.  When  this  diagnosis 
is  established,  vaginal  delivery  is  permitted 
unless  otherwise  indicated  by  additional 
factors.  Re-evaluation  by  Papanicolaou 
smears  and  biopsies  is  done  at  6 to  12  weeks 
postpartum.  If  the  diagnosis  is  unchanged, 
a hysterectomy  is  performed  unless  the 
marriage  partners  desire  to  retain  the  re- 
productive function.  The  couple  must  un- 
derstand that  the  disease  is  usually  not  re- 
gressive and  may  become  invasive  at  any 
time.  The  patient  is  then  followed  at  least 
every  six  months  with  cytology  smears  and 
examination  by  speculum. 

If  a patient  requires  cesarean  section  for 
delivery,  a cesarean  hysterectomy  with  ex- 
cision of  a wide  vaginal  cuff  is  performed. 
This  may  be  elected  as  an  alternate  proce- 


dure to  vaginal  delivery  for  the  following 
reasons:  (1)  complete  and  adequate  treat- 
ment in  one  procedure-delivery  and  hys- 
terectomy; (2)  this  procedure  shortens  the 
time  the  patient  needs  to  be  hospitalized; 

(3)  anesthesia  is  required  only  once;  and 

(4)  the  patient  is  relieved  of  the  anxiety 
of  waiting  for  the  second  procedure. 

Invasive  Cancer.  The  usual  and  most 
widely  accepted  mode  of  therapy  at  this  in- 
stitution is  irradiation.  However,  surgery 
has  been  used  in  2 cases  of  this  series.  Radi- 
cal abdominal  hysterectomy  is  reserved  for 
very  early  lesions  and  particularly  in  the 
young  patients  where  it  is  desirable  to 
preserve  ovarian  function.  The  operation 
must  be  radical  and  complete  to  be  effec- 
tive, although  one  ovary  usually  is 
retained. 

Irradiation  therapy  is  generally  used  as 
follows:  For  the  first  and  second  trimester, 
external  irradiation,  either  250  or  400  K.V. 
conventional  x-ray  or  cobalt  to  deliver 
2000  r,  is  directed  to  each  of  four  pelvic 
ports.  Abortion  usually  occurs  following 
x-ray  therapy.  This  is  followed  by  two 
insertions  of  radium,  7 to  10  days  later,  with 
either  the  Ernst  Applicator,  Pter-Pergossian 
Applicator,  or  Tandem  and  Kaplan  Colpo- 
stats.  This  gives  an  approximate  tumor 
dose  of  7500  r to  Point  A and  3500-4000  r to 
the  pelvic  wall  with  the  Kaplan  and  Pter- 
Pergossian,  and  5000  r to  the  pelvic  wall 
with  the  Ernst  Applicator. 

Some  clinicians  believe  that  fetal  tissues 
are  less  sensitive  to  irradiation  in  the  second 
trimester  and  that  abortion  is  therefore  less 
likely  to  occur  as  a result  of  external  ir- 
radiation.3’6’7 They  have,  therefore,  made 
transabdominal  hysterotomy  the  initial 
step.  The  patient,  however,  usually  will 
abort  early  in  the  second  trimester  after 
the  irradiation  previously  described.  Late 
in  the  second  trimester  an  attempt  should 
be  made  to  carry  the  fetus  to  viability,  aft- 
er which  the  same  treatment  should  be  in- 
stituted as  is  outlined  for  the  third  trimes- 
ter. Graham,  Sotto,  and  Paloucek1  use  a 
similar  regimen  of  treatment  for  the  first 
and  second  trimesters. 

For  the  third  trimester  treatment  is  gen- 
erally agreed  upon.  Classical  cesarean  sec- 
tion should  be  performed  as  soon  as  the 
child  reaches  viability,  followed  by  irradia- 
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tion  therapy.  One  such  case  in  this  report 
is  a five  year  cure. 

Results 

The  results  of  treatment  of  antepartum 
cases  are  seen  in  table  7.  One  instance  with 
a Stage  I lesion  was  diagnosed  in  the  first 
trimester,  treated  with  x-ray  and  radium, 
and  is  now  four  years  and  three  months 
post-treatment.  She  has  far  advanced  can- 
cer, with  fistulas,  colostomy,  and  a recently 
ligation  of  the  internal  iliac  artery  was  nec- 
essary because  of  hemorrhage. 

One  patient  with  a Stage  I lesion  which 
was  diagnosed  in  the  second  trimester  is 
lost  to  follow-up,  but  when  last  seen  two 
years  following  completion  of  treatment 
was  well  and  had  no  evidence  of  recur- 
rence. Two  patients  with  Stage  I lesions 
and  early  pregnancies  have  been  treated  by 
radical  hysterectomies.  One  patient  is  12 
years  and  the  other  1 year  post-treatment. 
Neither  has  evidence  of  recurrence. 

Table  7 


Antepartum  Patients  Treated  and  Five  Year 
Cures  With  Reference  to  Stage  and  Trimester 


Stages  of  Cancer 

To- 

Percent 
of  Cure 
(In- 

Stage of  Pregnancy 

Stage  0 

Stage  I 

tal 

vasive) 

First  Trimester 

4 of  4 

3 of  4 

8 

75% 

Second  Trimester 

3 of  3 

2 of  3 

6 

66%% 

Third  Trimester 

2 of  2 

1 of  1 

3 

100% 

17  80.4% 

Though  this  is  a small  group  of  patients, 
it  reflects  the  good  results  which  can  be  ex- 
pected by  diagnosis  early  in  pregnancy  and 
adequate  treatment  either  by  radical  sur- 
gery or  irradiation. 

The  results  of  treatment  of  postpartum 
cases  are  seen  in  table  8.  The  poor  results 
in  the  postpartum  group  can  be  attributed 
to  the  recent  delivery  through  a cervix  con- 
taining invasive  cancer,  which  causes  hem- 
orrhage and  dissemination  of  the  disease  by 
opening  vascular  and  lymphatic  channels. 

Late  diagnosis  of  the  malignancy  is  usual- 
ly a feature  of  those  cases  discovered  post- 
partum. Evidence  of  this  is  the  advanced 
stages  found  in  this  table  and  the  poor  re- 
sults obtained. 

It  should  be  noted  that  in  Stage  I,  only  2 
of  8 patients  have  lived  for  five  years  fol- 
lowing treatment.  None  in  the  Stages  II, 
III,  or  IV  groups  lived  five  years. 

Kinch7  reported  from  Canada  a compari- 
son of  42  Stage  I cases  diagnosed  during 


Table  8 

Postpartum  Patients  Treated  and  Five  Year 
Cures  With  Reference  to  Stage  and  Months 
Postpartum 

Months 

Post-  Stage  Stage  Stage  Stage  Stage 

partum  0 I II  III  IV  Total 

3 mos.  3 of  3 1 of  6 0 of  1 0 of  1 0 of  1 12 

3-6  mos.  1 of  1 0 of  1 0 of  1 3 

6-9  mos.  1 of  1 0 of  1 2 

9-12  mos.  0 

17 

pregnancy  with  46  Stage  I cases  in  which 
the  women  were  not  pregnant.  In  the  preg- 
nant group,  13  of  the  42  patients  were  dead 
in  two  years  as  compared  to  5 of  46  in  the 
nonpregnant  group.  None  of  the  pregnant 
group  was  diagnosed  in  the  second  and 
third  trimester;  11  were  diagnosed  during 
labor  or  the  puerperium.  Nine  of  these  11 
patients  were  delivered  vaginally,  in  2 
cases  by  cesarean  section  for  placenta  prae- 
via,  the  lesion  of  the  cervix  being  diagnosed 
later.  This  indicates  the  necessity  of  keep- 
ing cancer  of  the  cervix  in  mind  even  dur- 
ing pregnancy  and  not  attributing  bleeding 
to  a problem  of  pregnancy  itself.  It  also 
indicates  the  necessity  of  Papanicolaou 
smears  and  biopsy  where  indicated  in  the 
pregnant  patient. 

Early  diagnosis  and  early  treatment  are 
the  factors  which  influence  the  prognosis  of 
carcinoma  of  the  cervix  complicating  preg- 
nancy. There  is  no  evidence  that  pregnan- 
cy, itself,  affects  the  cure  rate  in  any  way 
except  to  possibly  delay  the  diagnosis 
where  proper  diagnostic  and  screening 
measures  are  not  used.2’3’8  However,  it  is 
generally  accepted  that  delivery  through  a 
cervix  with  invasive  cancer  may  cause 
wide  dissemination  of  the  disease  as  well  as 
hemorrhage. 

Summary 

1.  Thirty-nine  cases  of  cancer  of  the  cer- 
vix complicating  pregnancy,  have  been  re- 
viewed. These  include  Stages  0 through 
IV. 

2.  The  same  philosophy  must  be  followed 
in  the  pregnant  as  in  the  non-pregnant 
woman.  Papanicolaou  smears,  Schiller’s 
stain,  and  adequate  biopsy  must  be  used  to 
diagnose  cancer  of  the  cervix  in  the  pre- 
invasive  stage,  at  which  time  the  disease  is 
theoretically  100%  curable. 

3.  Biopsy  material  obtained  by  the  multi- 
ple punch  biopsy  technic  (circumferential) 
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appears  to  be  an  accurate  method  of  diag- 
nosis with  minimal  complications  to  the 
gravid  uterus. 

4.  The  various  modes  of  therapy  for  car- 
cinoma in  situ  have  been  discussed.  It  is  our 
prediction  that  in  certain  selected  cases, 
cesarean-hysterectomy  will  be  used  to  a 
greater  extent  in  the  future  for  treatment 
of  preinvasive  carcinoma  associated  with 
pregnancy. 

5.  The  prognosis  of  invasive  cancer  of  the 
cervix  complicating  pregnancy  depends 
upon  early  diagnosis  followed  by  adequate 
treatment. 
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The  author  has  applied  an  old  principle  in  the  management  of  ruptured  appendix. 

Open  Wound  Treatment  For  Purulent 

Appendicitis* 

JACKSON  HARRIS,  M.D.,  Nashville,  Tenn. 


Introduction 

Wound  infection  occurs  frequently  fol- 
lowing the  removal  of  a grossly  purulent 
appendix.  This  is  due  to  unavoidable  soil- 
ing of  the  wound  during  extraction  of  the 
appendix.  Among  the  methods  surgeons 
have  used  to  avoid  this  complication  are 
drainage  of  the  peritoneal  cavity,  the  peri- 
toneum, or  the  subcutaneous  layer,  each  for 
varying  periods  of  time.  Delayed  closure 
of  the  wound  and  peritoneal  packs  have 
also  been  used. 

It  is  the  purpose  of  this  report  to  describe 
a technic  for  the  management  of  such 
wounds  and  the  results  in  31  patients. 

Technic 

The  same  kind  of  modified  closure  of  the 
operative  wound  was  used  on  all  patients 
with  grossly  purulent  appendices  during 
the  three-year  period,  December  1959 
through  December  1962.  This  consisted  of 
routine  closure  of  the  peritoneum  with  3-0 
chromic  catgut,  all  other  layers  being  left 
open.  (In  one  case  even  the  peritoneum  was 
left  unsutured.)  The  wound,  in  each  in- 
stance a rather  short  (a  one  and  a half  to 
two  inch)  McBurney  incision,  was  dressed 
with  dry  gauze  and  the  dressing  changed 
whenever  soiled.  Dressings  were  changed 
as  an  in-patient  or  out-patient  until  com- 
plete healing  had  occurred.  Occasionally 
exuberant  granulation  tissue  was  touched 
with  silver  nitrate  sticks.  All  patients  with 
a ruptured  appendix  (see  classification)  re- 
ceived antibiotics  and  were  placed  in  Fow- 
ler’s position.  Nasogastric  suction  was  fre- 
quently used  the  first  24  to  48  hours  until 
peristalsis  returned. 

Results 

A rather  arbitrary  classification  of  puru- 
lent appendicitis  was  made  (Table  I) ; (1) 

*From  the  Department  of  Surgery,  Miller  Clin- 
ic, Nashville,  Tenn. 


Rupture — grossly,  free  intraperitoneal  pus; 
(2)  Perforation — a small  perforation 

through  all  layers  of  the  appendix  with  lo- 
calized pus;  and  (3)  Exudative — a granu- 
lar, purulent,  weeping  exudate  involving 
the  entire  appendix. 

In  the  period  of  study,  234  patients  were 
operated  upon  with  the  presumptive  diag- 
nosis of  acute  appendicitis.  Of  this  study 
material  166  had  acute  appendicitis,  and  31, 
of  these  fell  into  one  of  the  three  groups 
mentioned  above. 

There  were  three  complications.  One  pa- 
tient died  13  days  postoperatively  after  a 
stormy  course.  At  autopsy  he  was  found  to 
have  massive  hemorrhage  from  gastric  and 
stomal  ulcers,  cirrhosis  of  the  liver,  and 
lower  nephron  nephrosis,  as  well  as  loculat- 
ed  peritonitis  not  thought  to  be  amenable  to 
drainage.  One  patient  developed  a fecal 
fistual  at  the  site  of  the  wound.  This  closed 
spontaneously  in  6 weeks  and  the  wound 
was  completely  healed  in  8 weeks.  One  pa- 
tient’s wound  closed  in  4 weeks,  but  spon- 
taneously reopened  a week  later  and 
drained  for  one  week.  There  have  been  no 
late  complications.  There  have  been  no 
pelvic  abscesses,  no  wound  hernias,  and  no 
other  infections  (liver  abscess,  pylephlebi- 
tis, etc.)  through  September  1964. 

The  average  hospital  stay  was  5.4  days  as 
compared  to  3.1  days  for  patients  with  con- 
ventional closure  of  the  wound  and  less 
purulent  appendicitis.  Most  patients  re- 
sumed normal  activities,  including  work  or 
school,  within  two  weeks. 

The  healed  wounds  look  surprisingly 
well  and  are  not  unlike  clean  sutured 
wounds. 

Discussion 

Eighteen  years  before  Reginald  Fitz 
coined  the  term  appendicitis,  Willard  Park- 
er,1 in  1868,  published  a paper  concern- 
ing the  operative  treatment  of  appendiceal 
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Table  I 


Open  Wound  Treatment  for  Purulent  Appendicitis 


Initials 

Age 

Sex 

Gross 

Findings 

Hospital 
Stay  in 
Days 

Duration  of 
Disability 
Postoperatively 

Wound 

Completely 

Complications  Healed 

J.L. 

56 

M 

Ruptured 

13 

— 

Death  — 

C.A.C. 

11 

F 

Ruptured 

10 

In  school  14  days 

Fecal  fistula — 

closed  spontan.  8 weeks 

R.A.C. 

7 

F 

Ruptured 

4 

In  school  14  days 

None  5 weeks 

J.A.G. 

3 

M 

Ruptured 

6 

7 days 

None  2 weeks 

F.G. 

41 

M 

Ruptured 

6 

7 days 

None  2 weeks 

W.W.G. 

9 

M 

Ruptured 

6 

7 days 

None  2 weeks 

R.N.H. 

29 

M 

Perforated 

4 

At  work  8 days 

None  4 weeks 

R.J. 

19 

F 

Exudative 

3 

At  work  3 weeks 

None  4 weeks 

D.J. 

11 

M 

Perforated 

3 

School  7 days 

None  3 weeks 

D.McM. 

7 

M 

Exudative 

3 

School  9 days 

None  3 weeks 

M.S. 

27 

F 

Exudative 

4 

Housework  7 days 

None  4 weeks 

D.S. 

9 

F 

Ruptured 

9 

School  13  days 

None  3 weeks 

D.S. 

25 

F 

Perforated 

6 

Work  5 weeks 

None  3 weeks 

J.M.W. 

25 

M 

Exudative 

3 

Work  19  days 

None  2 weeks 

V.W. 

80 

F 

Ruptured 

10 

Caring  for  self 
12  days 

None  4 weeks 

S.E. 

10 

M 

Perforated 

4 

School  8 days 

None  2 weeks 

J.B. 

3 

M 

Ruptured 

7 

Up  and  about,  7 days 

None  2 weeks 

R.N.C. 

19 

M 

Ruptured 

5 

School  3 weeks 

None  7 weeks 

O.A.L. 

26 

F 

Ruptured 

5 

Housework  7 days 

None  2 weeks 

L.A.M. 

24 

F 

Ruptured 

5 

Work  2 weeks 

None  5 weeks 

E.L.J. 

46 

M 

Ruptured 

5 

Work  3 weeks 

None  3 weeks 

F.M.G. 

41 

M 

Ruptured 

6 

Work  2 weeks 

None  3 weeks 

D.K.A. 

30 

M 

Exudative 

4 

Work  2 weeks 

None  3 weeks 

G.H.D. 

35 

M 

Exudative 

5 

Work  3 weeks 

None  4 weeks 

S.C.S. 

2 

F 

Ruptured 

9 

Up  and  about,  9 days 

None  3 weeks 

W.J.R. 

47 

M 

Ruptured 

7 

Work  3 weeks 

Wound  reopened  spon. 

at  5 wks.  & drained  6 weeks 

B.B. 

21 

F 

Ruptured 

7 

Work  3 weeks 

None  4 weeks 

D.T. 

4 

M 

Ruptured 

4 

Up  and  about  7 days 

None  4 weeks 

P.F. 

16 

F 

Perforated 

4 

School  7 days 

None  2 weeks 

G.L. 

30 

F 

Exudative 

2 

Work  2 weeks 

None  2 weeks 

E.L. 

40 

M 

Ruptured 

5 

Work  2 weeks 

None  6 weeks 

abscesses.  In  one  case  he  drained  the  ab- 
scess through  an  oblique  incision,  intro- 
duced a tent,  and  left  the  wound  open.  The 
patient  recovered  completely  in  3 weeks. 
Mikulicz,2  in  1881,  advocated  open  drainage 
with  a tampon  and  believed  that  ideal  tube 
drainage  was  impossible.  Yates’3  classic 
study  of  peritoneal  drainage  (1905)  showed 
relative  encapsulation  of  a drain  immedi- 
ately and  absolute  encapsulation  in  less 
than  6 hours.  He  concluded  that  peritoneal 
drainage  must  be  local,  and  unless  there  is 
something  to  be  gained  by  rendering  an 
area  extraperitoneal,  or  by  making  from 
such  an  area  a safe  path  of  least  resistance 
leading  outside  the  body,  there  is,  aside 
from  hemostasis,  no  justification  for  its  use. 
Gibson4  used  the  Mikulicz  dam  packed  with 
gauze,  and  used  no  sutures  in  the  abdominal 
wall.  He  thought  that  healing  was  better 
with  fewer  hernias  than  with  conventional 
drainage.  Garlock,5  when  drainage  was  in- 
dicated for  acute  appendicitis,  used  two 
cigarette  drains  through  the  peritoneum  and 
closed  only  the  peritoneum.  This  reduced 
postoperative  hernias  by  two-thirds.  Gam- 


ble,6 treating  peritonitis  secondary  to  ap- 
pendicitis, packed  the  wound  with  germi- 
cidal gauze  for  24  hours,  with  the  patient 
being  kept  on  his  abdomen,  then  removed 
the  pack  and  left  the  wound  open  under  a 
40  candlelight  bulb.  Huebner7  treated  per- 
forated appendicitis  by  packing  the  wound 
with  a Mikulicz  sheet  in  219  patients.  Her- 
nias were  infrequent  (4.1%)  and  there  were 
15  deaths. 

This  study  was  initiated  primarily  to  re- 
duce postoperative  wound  infections  neces- 
sitating secondary  drainage  procedures,  and 
usually  associated  with  fever,  discomfort 
and  longer  period  of  convalescence.  The 
concept  of  leaving  the  wound  open  is  very 
old,  but  this  approach  has  not  been  re- 
corded before. 

Summary 

An  experience  with  31  cases  of  purulent 
appendicitis  treated  by  appendectomy 
through  a McBurney  incision  with  the 
wound  left  open  is  reported.  The  technic 
represents  an  improvement  over  packing 
the  wound  open  or  other  drainage 
procedures. 
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Bilateral  Hemorrhagic  Infarct  of  the 
Kidneys  in  the  Newborn  Due  to 
Renal  Vein  Thrombosis* 

Alex  G.  Carabia,  M.D.,  and 

William  P.  Hardy,  M.D.,  Oalc  Ridge,  Tenn. 

Introduction 

The  diagnosis  of  thrombosis  of  the  renal 
vein  in  the  newborn  is  always  of  interest  to 
the  pediatrician  and  to  the  family  physician 
because  it  is  a cdifTiuld  t gaionassidniscian 
because  it  is  a difficult  diagnosis  and  is  sel- 
dom made  antemortem.  Despite  an  exten- 
sive literature  on  this  subject  modern  text- 
books devote  little  attention  to  it.1 

The  frequency  of  renal  vein  thrombosis  is 
approximately  V/  of  autopsy  material  in- 
cluding all  the  ages.  Most  instances  occur 
in  infants  under  two  months  of  age.2,2 

Unilateral  or  bilateral  thrombosis  of  the 
renal  vein  may  result  in  hemorrhagic  in- 
farct of  the  kidney,  though  this  lesion  may 
also  occur  in  the  absence  of  venous  throm- 
bosis.2 It  is  usually  found  that  the  sexes  are 
equally  affected  by  this  condition,  bilateral 
involvement  occurring  more  frequently  in 
females.  When  the  lesion  is  unilateral,  the 
left  vein  is  more  frequently  involved  than 
the  right.  In  males,  bilateral  and  left  and 
right  vein  thrombosis  occur  with  equal 
frequency.' 

The  purpose  of  this  paper  is  to  report  a 
case  recognized  autopsy  in  which  there  was 
bilateral  and  extensive  hemorrhagic  necro- 
sis of  the  kidneys  due  to  extensive  bilateral 
thrombosis  of  the  renal  veins  following  gas- 
troenteritis and  subsequent  dehydration. 
The  etiologic  factors  in  the  development  of 
this  condition  are  discussed.  Suggestions 
are  made  which  may  possibly  be  of  help  in 
the  antemortem  diagnosis  and  cure  of  simi- 
lar cases. 

Case  Report 

The  negro  male  infant  of  a normal  delivery  at 
the  Oak  Ridge  Hospital  on  May  5,  1962,  weighed 
5 pounds  and  8 ounces  at  birth.  The  color  was 
satisfactory.  He  was  type  B,  Rh  positive.  There 
was  a small  umbilical  hernia,  but  the  physical  ex- 
amination otherwise  was  negative.  He  was  d!s- 
charged  on  May  15,  and  readmitted  on  May  30, 
1962  with  fever,  vomiting  and  diarrhea.  The 
mother  stated  the  infant  had  been  irritable  be- 
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cause  of  these  symptoms  and  had  refused  to  take 
the  formula  of  evaporated  milk  and  water. 

Physical  examination  disclosed  an  acutely  ill, 
moderately  dehydrated  and  listless  infant.  The 
fontanelles  were  slightly  depressed;  the  abdomen 
was  distended  without  palpable  masses.  He  had 
one  loose  stool  on  the  day  of  admission  and  one 
the  next  day.  There  was  gross  hematuria. 

The  infant’s  condition  continued  to  deteriorate 
and  he  died  on  June  2. 

Urinalysis  on  May  30,  showed  a ph  of  5,  3+  al- 
bumin, 2+  sugar  and  was  negative  and  acetone 
and  P.K.U.  On  June  1,  urinalysis  showed  a ph  of 
7,  4+  albumin,  no  sugar  and  many  It.B.C.  and 
W.B.C.  Hgb.  was  20.2  Gm.,  microhematocrit  63 
mm.,  and  WBC  count  20,200.  There  was  one  nu- 
cleated ItBC  per  100  WBC  and  toxic  granulations 
were  present  in  the  segmented  neutrophils.  The 
temperature  on  admission  was  100.2°  and  94.4° 
before  death.  The  admission  diagnosis  was  gas- 
troenteritis with  dehydration;  he  was  given  80  ml. 
of  1/6  molar  lactate  solution  and  erythromycin 
(Ilosone). 

Autopsy  Findings.  The  body  showed  advanced 
dehydration.  The  organs  of  the  thorax  were 
normally  located  and  no  gross  abnormalities  were 
found  in  the  thymus,  lungs  or  heart.  The  stomach 
and  the  small  intestine  were  abnormally  distend- 
ed, showed  swollen  mucous  membranes  with 
hemorrhagic  mottling  throughout,  and  in  some 
places  the  mucosa  was  covered  by  fibrinoid  bands. 
These  changes  were  also  seen  in  the  large  intes- 
tine but  in  a minor  degree.  The  liver  showed  ir- 
regular yellow  patches  but  was  not  enlarged 
weighing  100  Gm.  The  kidneys  were  normally 
located,  the  left  larger  than  the  right.  The  true 
capsules  stripped  ofT  without  difficulty  and  the 
outer  surfaces  were  markedly  congested  and  pur- 
plish-brown. On  longitudinal  sections  there  were 
extensive  hemorrhages  in  the  medullary  portion 
chiefly  in  the  papillary  areas  in  both  k'dneys. 
The  left  kidney  weighed  12.6  Gm.  and  the  right, 
9.5  Gm.  There  was  bilateral  thrombosis  of  the 
renal  veins.  The  thrombus  obliterating  the  left 
vein  was  partially  calcified  at  the  periphery.  The 
thrombi  appeared  to  be  organized  and  were 
firmly  adhered  to  the  intima.  The  brain  and  spi- 
nal cord  were  not  significant. 

Microscopic  Examination.  The  organs  of  the 
thoracic  cavity,  brain  and  spinal  cord  did  not 
show  pathologic  changes.  The  stomach,  small 
and  large  intestine  showed  fibrinoid  bands  cover- 
ing the  mucosa,  and  a moderate  mononuclear  cel- 
lular infiltration  was  present  in  the  submucosal 
spaces.  There  were  no  areas  of  hemorrhagic  or 
ischemic  necrosis  in  the  mucous  membrane.  The 
kidneys  exhibited  extensive  hemorrhagic  necrosis 
of  the  papillary  portions  of  the  medullas,  involv- 
ing the  distal  and  collecting  renal  tubules.  (Fig. 
1.)  In  some  areas  the  cortical  portions  were  also 
involved  by  the  hemorrhagic  necrosis  with 
marked  hyperemia  of  neighboring  glomeruli.  The 
renal  veins  showed  bilateral  thrombi  with  pe- 
ripheral areas  of  calcification.  (Fig.  2.)  Other  sec- 
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Fig.  1.  The  renal  papilla  at  the  right  upper  cor- 
ner shows  extensive  hemorrhagic  necrosis.  A 
small  parenchymal  vein,  in  the  left  upper  corner, 
is  thrombosed.  Distal  renal  tubules  are  seen  in 
lower  portion  of  the  photograph. 


Fig.  2.  A partially  calcified  thrombus  fills  the 
lumen  of  the  renal  vein. 


tions  showed  embolization  of  the  parenchymal  re- 
nal arterioles  by  loose  thrombotic  fragments.  The 
emboli  were  formed  by  fibrinoid  material,  hemo- 
lyzed  red  cells  and  polymorphonuclear  neutro- 
phils. (Fig.  3)  There  was  moderate  fatty 
infiltration  of  the  liver  parenchyma. 


Fig.  3.  At  the  right  upper  corner,  one  of  the 
branches  of  the  renal  vein  is  obliterated  by  a cal- 
cified thrombus.  Other  renal  vein  branches  ob- 
literated by  embolic  fragments.  At  the  lower  left, 
several  immature  glomeruli  are  surrounded  by 
proximal  and  distal  renap  tubules. 


Pathologic  Physiology  of  Renal  Vein 
Thrombosis  in  Infants 

Thrombosis  of  the  renal  vein  may  be  pri- 
mary or  secondary.  Primary  thrombosis 
refers  to  those  cases  in  which  there  is  no 
apparent  cause.2  Massive  hematogenous  in- 
fection is  the  usual  cause  when  the  throm- 
bosis originates  in  the  kidney  itself.  This 
variety  is  designated  as  primary  to  distin- 
guish it  from  secondary  thrombosis  which 
develops  in  cases  associated  with  acute  ill- 
ness, or  as  an  extension  of  phlebitis  of  the 
vena  cava,  ureteral,  ovarian,  spermatic,  su- 
prarenal or  accessory  renal  vessels,  or  fol- 
lows pronounced  inflammation  of  the  renal 
pedicle  when  it  lies  within  an  acute  perire- 
nal suppuration  or  phegmon.  Hemorrhagic 
infarct  of  the  kidneys  may  develop  as  the 
result  of  renal  vein  thrombosis.  However, 
hemorrhagic  infarct  may  occur  without 
thrombosis  of  a renal  vein. 

Secondary  renal  vein  thrombosis  is  the 
most  common  type  in  infants  and  children, 
occurring  most  frequently  in  those  affected 
by  infection  and  dehydration.5  The  case 
presented  here  falls  into  this  category  since 
the  infant  showed  evidence  of  gastroenteri- 
tis and  dehydration. 

Certain  factors  have  been  mentioned  as 
predisposing  to  renal  vein  thrombosis  in  in- 
fancy. These  are:  (1)  the  tendency  toward 
dehydration  in  infancy,  (2)  the  low  capil- 
lary, arterial  and  venous  pressure  associat- 
ed with  infancy,  (3)  the  anatomic  nature  of 
the  renal  circulation  with  its  double  capil- 
lary network,  and  (4)  bed  rest  in  infants 
with  infection  and  dehydration  may  cause 
stasis  of  the  blood  because  of  decreased 
blood  volume,  hemoconcentration  and  arte- 
riolar constriction  resulting  in  local  ische- 
mia or  anoxia,  or  in  increased  coagulability 
of  the  blood  due  to  increased  amounts  of 
circulating  thromboplastin.6 

It  is  possible  that  in  certain  instances  of 
epidemic  diarrhea,  antigens  produce  by 
Escherichia  coli  act  as  additional  damaging 
agents.  These  antigens  in  the  presence  of 
local  tissue  anoxia  may  damage  the  intima 
of  the  vein  to  a sufficient  degree  to  offer  a 
nidus  for  the  accumulation  of  platelets 
which,  upon  disintegrating,  release  the  sub- 
stances which  initiate  clot  formation.  This 
concept  agrees  with  the  clinical  observa- 
tions that  renal  vein  thrombosis  rarely  oc- 
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curs  in  infants  except  as  an  accompaniment 
of  ileocolitis,  particularly  the  epidemic  diar- 
rhea of  the  newborn.7 

Terminal  hemorrhagic  infarction  of  the 
kidneys  without  thrombosis  may  result 
from  local  toxemia  in  fulminant  pyelone- 
phritis; then  there  might  be  little  evidence 
of  previous  inflammation.  The  renal  tu- 
bules of  the  newborn  have  relatively  little 
ability  to  remove  water  from  the  glomeru- 
lar filtrate.  Fluid  lost  by  the  glomeruli  is 
not  regained  from  the  tubules  and,  with  cir- 
culation slowed  by  toxemia  and  dehydra- 
tion, the  blood  in  some  of  the  small  veins 
may  become  unduly  concentrated  and  stag- 
nant. The  absence  of  comparable  reaction  in 
the  larger  interlobular  or  extrarenal  veins 
suggests  the  lesion  is  secondary  to  the  re- 
sultant stasis.8 

Discussion 

In  Kauffman’s1  review  of  98  cases  since 
1900,  he  found  that  60%  of  renal  vein 
thrombosis  occur  in  infants  under  two 
months  of  age.  Since  the  patients  in  40% 
of  these  cases  were  2 months  or  older,  the 
diagnosis  should  be  considered  in  older  in- 
fants and  children. 

Renal  vein  thrombosis  should  be  consid- 
ered in  an  acutely  ill  infant  with  gross  or 
microscopic  hematuria,  oliguria,  azotemia, 
and  with  or  without  a renal  mass,  particu- 
larly if  these  signs  are  associated  with 
dehydration  or  distant  infection  (ileocolitis, 
enteritis,  pneumonitis,  omphalitis,  scarlet 
fever,  otitis  media,  etc.) . The  development 
of  a mass  in  the  region  of  one  or  both  kid- 
neys is  highly  suggestive  of  the  presence  of 
the  lesion.  If  in  the  course  of  the  illness,  the 
blood  uses  nitrogen  values  return  to  nor- 
mal, intravenous  or  retrograde  pyelograms 
may  be  done,  and  if  they  reveal  a nonfunc- 
tioning kidney  unilateral  thrombosis  of  a 
renal  vein  should  be  suspected,  however, 
since  pyelograms  may  determine  the  pres- 
ence or  absence  of  normal  renal  function 
as  well  as  to  delineate  large  extrarenal 
masses  which  may  simulate  enlargement  of 
the  kidney  itself,  only  the  renal  lesions  that 
would  produce  a nonfunctioning  mass,  such 
as  polycystic  kidney,  hydronephrosis,  renal 
infarct  and  Wilm’s  tumor,  should  be  consid- 
ered in  the  differential  diagnosis.  A persis- 
tent azotemia  and  a downhill  course  points 
toward  bilateral  involvement. 
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The  surgical  removal  of  the  infarcted 
parenchymatous  tissue  is  indicated  provid- 
ed the  other  kidney  can  be  demonstrated  to 
be  present  and  functioning  satisfactorily. 
Survival  will  depend  largely  on  immediate 
exploration  and  nephrectomy.  If  the  diag- 
nosis is  strongly  suspected  and  a surgical 
approach  is  indicated,  the  preoperative  care 
should  consist  of  general  supportive  meas- 
ures, blood  transfusions,  correction  of  elec- 
trolyte imbalance  and  antibiotics.  If  the 
clinical  findings  indicate  bilateral  throm- 
bosis of  renal  veins,  anticoagulant  therapy 
is  of  prime  importance.8 

The  prognosis  is  always  exceedingly 
grave,  and  over  95%  of  infants  with  renal 
vein  thrombosis  will  die  unless  surgical  in- 
tervention is  prompt.  It  is  estimated  that 
approximately  75%  of  patients  may  recover 
after  nephrectomy  if  the  renal  vein  throm- 
bosis is  unilateral  and  the  child  is  not  hope- 
lessly septic.9 

Summary  and  Conclusion 

A case  of  an  infant  having  bilateral  hem- 
orrhagic infarct  of  the  kidneys  due  to  bi- 
lateral renal  vein  thrombosis  secondary  to 
gastroenteritis  and  dehydration  has  been 
presented. 

The  pathologic  physiology  of  primary  and 
secondary  thrombosis  of  the  renal  veins  has 
been  reviewed. 

Suggestions  have  been  made  for  the  con- 
sideration of  the  diagnosis  of  either  unilat- 
eral or  bilateral  renal  vein  thrombosis,  in 
infants. 

The  condition  is  found  most  frequently  in 
the  first  two  months  of  life,  though  it 
affects  children  older  than  this  in  approxi- 
mately 40%  of  cases. 

Pediatricians,  family  physicians  and  con- 
sulting surgeons  should  be  alert  to  suspect 
this  condition.  Early  surgical  interference 
may  permit  75%  of  infants  with  an  unilat- 
eral lesion  to  survive.  A lumbar  approach 
has  been  found  inferior  to  a transperitoneal 
approach. 
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Myxoma  of  the  Atrium 
Perforated  Peptic  Ulcer 

This  80  year  old  white  housewife  was  admitted 
on  Oct.  9,  1964  because  of  episodic  loss  of  con- 
sciousness. It  was  stated  that  she  had  been  in  good 
health  except  for  some  hypertension  during  the 
previous  10  years  until  3 days  prior  to  admission. 
At  that  time  she  had  a syncopal  attack.  She  con- 
sulted a physician  who  found  her  blood  pressure 
to  be  “200”  and  changed  her  medication.  Two 
nights  before  admission  she  had  another  severe 
attack,  again  losing  consciousness  for  approxi- 
mately two  to  three  minutes.  Subsequently, 
these  attacks  became  more  frequent  and  occurred 
almost  constantly.  The  family  was  told  that  the 
patient  had  a “heart  block”  and  she  was  referred 
to  Memphis. 

System  review  was  essentially  negative.  The 
patient  had  a fall  about  a year  before  but  no 
fracture.  She  had  had  4 children  and  had  had  no 
postmenopausal  bleeding. 

Physical  examination  on  admission  revealed  an 
unresponsive  slightly  obese  white  woman  in  acute 
distress.  T.  was  99;  there  was  no  palpable  radial 
pulse.  R.  were  24,  and  B.P.  66/0.  The  patient  was 
placed  on  the  Bennett  respirator.  The  Emergen- 
cy Room  record  indicates  the  use  of  Isuprel,  atro- 
pine, and  sodium  bicarbonate,  but  no  vasopressors 
are  recorded.  However,  the  B.P.  was  soon  re- 
corded at  levels  up  to  202/114  and  the  patient  was 
admitted. 

Admission  laboratory  data  included  a PCV.  of 
43%,  Hgb.  of  14.4  Gm.%,  WBC.  count  of  19,150 
with  3 bands,  87%  segmented  neutrophils,  1 
metamyelocyte,  4 lymphocytes,  and  5 monocytes. 
The  admission  urinalysis  revealed  3+  albumin, 
negative  for  sugar,  specific  gravity  1.022,  15-20 
WBC.,  20-30  RBC.,  rare  waxy  casts,  occasional 
hyaline  casts  and  occasional  finely  granular  casts. 
The  venous  pH  in  the  Emergency  Room  was  7.22; 
with  therapy  it  rose  over  the  next  6 hours  to 
7.39.  The  admission  potassium  was  3.4  and  chlo- 
ride 97  mEq/L.  BUN  at  this  time  was  70  mg.%. 

The  initial  EKG.  revealed  ventricular  tachcar- 
dia  and  probable  complete  right  bundle  branch 
block.  The  possibility  of  anterior  myocardial  in- 
farction was  suggested.  Chest  x-ray  at  this  time 
revealed  left  ventricular  hypertrophy;  the  lungs 
were  clear.  Subsequent  EKGs  revealed  complete 
AV  block  with  a ventricular  rate  of  54  and  an 
atrial  rate  of  112  (Oct.  10);  AV  block  was  still 
present  on  Oct.  12. 

Transaminase  on  Oct.  10  was  35  units  and  over 
the  next  2 days  went  to  30  and  49  units.  On  Oct. 
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13,  the  lactic  dehydrogenase  was  1040,  and  by  Oct. 
14  was  1300  units. 

By  the  day  after  admission  the  sensorium  had 
improved  slightly.  On  Oct.  13  vomiting  began, 
with  associated  abdominal  distention.  X-ray  film 
at  this  time  revealed  much  gas  in  the  abdomen 
suggestive  of  an  ileus.  The  patient  became  more 
distended  the  following  day  and  had  rather  high 
pitched  bowel  sounds;  the  sensorium  was  clearer. 
At  this  time  sodium  was  126,  potassium  3.9,  and 
chloride  92  mEq/L.;  a BUN  was  49  mg.%.  Later 
on  Oct.  14  vomiting  ceased.  The  progress  notes 
state  the  impression  that  the  ileus  was  attributable 
to  atropine.  Later  that  day  phlebitis  was  noted.  By 
Oct.  15  the  abdomen  was  less  distended,  the  lungs 
were  clear,  and  the  mental  status  was  greatly  im- 
proved. On  Oct.  16  the  apical  rate  was  50  a min- 
ute with  complete  heart  block;  there  were  good 
bowel  sounds.  On  Oct.  17,  because  of  the  cardiac 
status,  as  well  as  the  superficial  thrombophlebitis 
on  the  left,  anticoagulants  were  begun.  On  Oct.  20 
it  was  noted  that  the  patient  continued  with  com- 
plete heart  block  and  was  very  lethargic.  The  se- 
rum potassium  was  3.1  mEq/L,  and  some  diarrhea 
was  noted.  A note  on  Oct.  22  states  “the  patient 
still  has  heart  block.  Lungs  clear.  Main  problem 
is  diarrhea,”  though  at  5:00  P.M.  on  the  same  day 
there  is  a note  “diarrhea  less  now.” 

On  Oct.  25  serum  proteins  were  reported  as  4.6 
Gm.  with  3 Gm.  of  albumin  and  1.6  Gm.  of  globu- 
lin. At  this  time  the  potassium  was  4.1  mEq/L 
and  the  hematocrit  39%.  A chest  film  on  Oct.  24 
revealed  some  haziness  lateral  to  the  aortic  knob 
and  it  was  stated  that  “aneurysm  cannot  be  com- 
pletely ruled  out.”  A subsequent  film  on  Oct.  26 
indicated  that  haziness  was  again  noted  and  it 
was  stated  “that  these  changes  are  still  consistent 
with  a leaking  aortic  aneurysm.” 

On  Oct.  28  onset  of  abdominal  pain  was  noted. 
At  this  time  bowel  sounds  were  absent  and  the 
abdomen  was  generally  tender  to  palpation.  A 
fluid  wave  was  demonstrated.  The  PCV.  was 
39%,  Hgb.  12.5  Gm.,  and  the  plasma  was  noted  to 
be  slightly  hemolized.  WBC.  were  6,400  with  6 
bands,  79%  segmented  neutrophils,  14  lympho- 
cytes and  1 monocyte.  Surgical  consultation  was 
obtained  on  Oct.  29,  but  the  patient  was  not  con- 
sidered a suitable  candidate  for  surgical  interven- 
tion. On  Oct.  30  at  9:15  A.M.  all  vital  signs 
ceased. 

During  the  hospital  stay  the  patient  was  gener- 
ally afebrile,  although  the  T.  reached  101.4  rectal- 
ly  on  Oct.  11.  It  was  then  essentially  within  nor- 
mal limits  until  Oct.  28  when  a peak  of  102°  rec- 
tally  was  noted. 

DR.  McKENZIE:  This  was  an  80  year  old 
white  housewife  admitted  on  October  9, 
1964  because  of  episodic  loss  of  conscious- 
ness. She  had  been  hypertensive  for  about 
ten  years  but  otherwise  healthy.  She  had  a 
syncopal  attack  three  days  before,  and  saw 
a local  physician  who  said  her  blood  pres- 
sure was  200  and  changed  her  medication. 
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We  do  not  know  what  medication  she  had 
been  on,  either  before  or  after.  Two  nights 
before  admission  she  had  another  attack 
and  did  not  fully  regain  consciousness.  Her 
doctor  said  she  had  a heart  block  and  sent 
her  to  Memphis.  Past  history  and  system 
review  are  said  to  reveal  nothing  except  a 
fall  the  year  before.  This  could  have  been 
with  an  arrhythmia,  but  we  don’t  know. 

When  admitted  to  the  emergency  room 
she  was  unresponsive,  in  acute  distress,  and 
cyanotic.  The  radial  pulse  was  not  palpable 
and  the  systolic  blood  pressure  66.  Respira- 
tions were  24  and  the  temperature  99.  She 
received  heroic  treatment  and  we  can  as- 
sume she  was  given  external  cardiac  mas- 
sage, a cutdown,  and  probably  endotracheal 
intubation.  She  was  treated  with  Isuprel, 
atropine,  and  sodium  bicarbonate.  Without 
vasopressors  her  pressure  returned,  proba- 
bly to  what  it  had  been  before — 202/114. 

Blood  studies  showed  a white  blood  count 
of  19,000  with  87%  segmented  cells,  and  the 
urinalysis  three  plus  albumin,  many  white 
and  red  cells  and  all  sorts  of  casts.  The  ve- 
nous pH  was  down  and  returned  to  normal 
with  the  bicarbonate  therapy.  Potassium 
was  a little  low,  probably  not  too  sig- 
nificant. BUN  was  70.  I take  these  renal 
changes  to  be  the  result  of  recurring  and 
prolonged  hypotension.  We  haven’t  yet 
any  other  way  to  explain  them.  The  next 
day  her  temperature  had  risen  to  101  rec- 
tally. 

The  initial  cardiogram  was  said  to  have 
shown  ventricular  tachycardia,  complete 
right  bundle  branch  block,  and  anterior 
myocardial  infarction.  It  could  not  possi- 
bly have  shown  all  those  three  at  the  same 
time,  being  mutually  exclusive  diagnosti- 
cally, so  I suppose  she  had  ventricular 
tachycardia  part  of  the  time,  paroxysmally. 

The  right  branch  block  implies  some  sort 
of  nodal  or  supraventricular  pacemaking. 
The  diagnosis  of  an  anterior  myocardial  in- 
farction in  the  presence  of  ventricular 
tachycardia  is  impossible,  and  very  difficult 
in  the  presence  of  a right  bundle  branch 
block.  Soon  after  she  developed  complete 
AV  block  with  slow  ventricular  pacemak- 
ing. 

Chest  x-ray  was  said  to  show  left  ven- 
tricular hypertrophy;  the  lungs  were  clear. 
She  continued  to  have  a third  degree  block. 


From  this  time  until  the  end  of  her  hos- 
pitalization no  changes  were  recorded  on 
electrocardiogram. 

Transaminase  on  the  morning  after  ad- 
mission was  35  and  rose  to  49;  not  much  of 
a change  and  not  inconsistent  with  the  pe- 
riods of  shock.  This  is  said  to  originate  in 
the  liver.  It  does  not  necessarily  mean  car- 
diac disease,  although  if  she  had  cardiac 
massage  it  could  be  from  the  heart.  Lactic 
dehydrogenase  was  1040,  which  is  about 
double  normal  from  our  laboratory  and  rose 
to  1300.  This  might  be  from  cardiac  contu- 
sion if  she  had  been  massaged.  It  might  be 
from  the  same  hepatic  source  as  the  SGOT. 
Lactic  dehydrogenase  is  one  of  the  few  en- 
zymes we  see  consistently  elevated,  with  a 
relatively  normal  SGOT,  with  infarction  of 
the  bowel.  This  is  a possibility  which  we 
will  have  to  remember. 

The  next  day  it  is  said  that  she  had  im- 
proved; her  sensorium  was  brighter.  Two 
days  later  she  was  vomiting  and  had  ab- 
dominal distention.  X-rays  showed  a great 
deal  of  gas  suggestive  of  ileus.  There  were 
high-pitched  bowel  sounds.  It  was  suggest- 
ed that  the  ileus  and  high-pitched  bowel 
sounds  might  be  due  to  atropine.  I doubt  it; 
atropine  should  quiet  the  gut.  With 
progression  of  abdominal  disturbances,  we 
may  think  that  something  had  started  in 
the  bowel  already.  At  this  time  electro- 
lytes were  a little  off,  the  sodium  being 
down;  the  BUN  had  improved  some.  We 
don’t  know  much  about  the  output  during 
this  period,  and  there  is  no  mention  that 
she  was  in  heart  failure  at  any  time.  She 
was  treated  with  diuretics.  Later  that  day 
phlebitis  was  noted.  I presume  this  is  the 
superficial  thrombophlebitis  on  the  left 
mentioned  later. 

DR.  STEFFEE:  The  first  recorded  venous 
cutdown  was  on  October  14. 

DR.  McKENZIE:  That’s  when  the  phlebi- 
tis was  discovered.  At  this  time  she  was 
supposed  to  have  been  better.  By  October 
15  the  abdomen  was  less  distended,  the 
lungs  were  clear,  and  the  mental  status  was 
improved.  The  heart  block  was  still  pre- 
sent; the  bowel  sounds  had  improved.  Be- 
cause of  the  cardiac  status — I don’t  know 
just  what  the  protocol  means  by  that — as 
well  as  the  superficial  thrombophlebitis,  an- 
ticoagulants were  begun.  We  are  not  told 
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what  kind  of  drug  was  used — was  it  hepar- 
in? This  may  have  some  significance  later 
when  the  so-called  “aneurysm”  starts 
leaking. 

At  about  this  time  she  started  having 
diarrhea.  She  was  lethargic;  the  lungs  re- 
mained clear.  The  main  problem  at  this 
point  is  said  to  have  been  diarrhea.  I be- 
lieve this  is  where  the  low  sodium  and 
potassium  are  first  reported.  We  are  not 
told  about  the  stools  which  were  passed,  es- 
pecially whether  or  not  they  were  checked 
for  blood.  This  becomes  of  some  signifi- 
cance later,  when  she  dies  with  a pain- 
ful abdomen.  Careful  electrolyte  replace- 
ment must  have  been  instituted  because  the 
potassium  recovered  to  4.1  mEq/L.  The  he- 
matocrit was  39  which  is  not  much  different 
from  the  43  she  had  when  she  came  in.  This 
39  probably  represents  no  more  than  rehy- 
dration, whether  or  not  she  had  heart  fail- 
ure. At  this  time  an  interesting  chest  film 
was  obtained.  It  was  unchanged  on  repeti- 
tion. Could  we  look  at  that  before  we  go  on 
to  the  final  episode? 

DR.  MABRY:  The  series  of  films  starts 
on  October  9 in  which  you  can  see  the  Ben- 
nett tube  across  the  patient.  The  patient 
was  critically  ill  at  this  time,  and  all  of 
these  films  were  made  with  the  portable 
machine;  some  of  them  were  made  in  su- 
pine position.  We  start  with  clear  lungs; 
the  heart  is  nonspecific  in  configuration  but 
is  increased  in  size — an  arteriosclerotic 
heart.  The  aorta  is  seen  very  well.  It  is 
uncoiled  and  increased  in  length,  but  I 
see  no  localized  swellings.  We  move  on 
into  most  of  the  changes  occurring  in  the 
left  lung  where  we  see  haziness,  pleural 
effusion,  and  infiltration  into  the  parenchy- 
ma itself.  The  heart  increases  in  size.  The 
KUB  as  reported  in  the  protocol,  is  nonspe- 
cific. We  find  gas  scattered  throughout  the 
entire  GI  tract  and  there  is  nothing  to  indi- 
cate or  account  for  obstruction. 

DR.  McKENZIE:  This  last  film  was  taken 
seeking  air  in  the  belly.  Is  there  none 
there? 

DR.  MABRY:  I can  identify  no  free  air. 
The  radiograms  are  necessarily  of  poor 
technical  quality  (portable  technic). 

DR.  McKENZIE:  After  two  and  a half 
weeks  of  hospitalization,  the  patient  gets 
worse.  I presume  that  when  the  x-ray  ex- 


amination suggested  the  aorta  was  leaking, 
all  anticoagulants  were  stopped.  This  would 
be  a reasonable  assumption.  On  the  28th, 
slightly  less  than  three  weeks  after  admis- 
sion, abdominal  pain  was  noted,  bowel 
sounds  were  absent,  and  the  abdomen  was 
generally  tender.  It  is  said  a fluid  wave 
was  demonstrated,  this  not  having  been 
present  the  day  before.  Temperature  rose 
to  102  rectally.  The  white  count  is  much 
lower  than  upon  admission  and  shows  six 
bands,  which  is  an  interesting  complication. 
This  probably  represents  beginning  mar- 
row exhaustion.  Surgical  consultation  was 
obtained  and  the  surgeon  declined  to  op- 
erate. 

Could  we  see  what  her  fever  curve  was? 

There  was  fever  the  day  after  admission 
and  more  fever  shortly  before  death.  There 
are  several  things  to  think  about.  The  big- 
gest riddle  is  the  cause  of  death.  We  accept 
her  hypertension  and  we  accept  the  car- 
diac enlargement,  and  we  accept  her  appar- 
ent Stokes-Adams  attacks  and  subsequent 
rhythm  abnormalities  at  face  value.  We  do 
not  look  for  complications  there.  We  have 
an  abdominal  disaster  in  a very  sick  elderly 
cardiac  hypertensive,  a patient  already  des- 
perately ill.  External  cardiac  massage  in 
the  emergency  room  that  first  night  might 
produce  several  complications  which  could 
show  up  two  weeks  later.  This  might  ex- 
plain the  findings  on  chest  x-ray  in  the 
mediastinum  as  delayed  bleeding  from  trau- 
ma. A fractured  sternum  occasionally  oc- 
curs as  does  pneumothorax.  Hematomas, 
lacerations,  ruptures  of  the  spleen  and  liver 
might  turn  up  two  or  three  weeks  later  to 
explain  the  problem.  We  don’t  have  a lot 
to  point  us  that  way,  and  if  we  can  take  the 
protocol  as  being  significant  regarding  the 
patient’s  life  and  death,  the  protocol  indi- 
cates that  this  may  not  have  a lot  to  do 
with  it.  These  are  certainly  things  to  con- 
sider in  a patient  who  has  had  her  chest 
compressed  forcefully  and  repeatedly.  La- 
cerations of  the  inferior  vena  cava  have  oc- 
curred, damage  to  the  aorta  is  rarely 
reported. 

There  are  other  explanations,  rupture  of 
unknown  etiology  of  an  abdominal  hollow 
viscus  could  fit  in  the  best.  The  pain,  the 
distended  abdomen,  the  fluid  wave  must 
mean  an  irritative  process  in  the  perito- 
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neum.  She  must  have  had  heart  failure  or 
she  would  not  have  been  given  diuretics. 
Perhaps  she  had  some  ascites  all  along  and 
it  was  just  not  mentioned  in  the  chart. 
There  is  no  way  to  get  around  this  question. 

A rupture  of  an  ulcer  from  stress  or  an 
ulcer  from  uremia  could  fit  in  very  well  in 
this  elderly  woman  who  was  exceedingly 
ill.  The  x-ray  film  was  obtained  at  the  time 
and  must  have  been  looking  for  free  air  in 
the  peritoneal  cavity.  Actually,  this  doesn’t 
rule  out  a ruptured  hollow  viscus.  With 
the  absence  of  air  the  surgeon  would  not 
go  in  looking  for  a ruptured  hollow  vis- 
cus. However,  ruptures  do  occur  without 
producing  the  classic  x-ray  picture.  I have 
mentioned  rupture  of  a solid  viscus  from 
trauma.  This  would  be  expected  to  be  ac- 
companied by  a drop  in  the  hematocrit,  I 
believe,  and  this  was  not  seen.  There  is  no 
mention  of  a drop  in  pressure  or  increase  in 
pulse  rate  or  drop  in  hematocrit,  so  I will 
assume  she  did  not  rupture  the  spleen  or 
liver. 

An  infarction  of  the  bowel  comes  the  clos- 
est to  explaining  the  clinical  and  laborato- 
ry picture.  To  produce  an  infarcted  bowel, 
one  might  suggest  embolus,  either  from  the 
left  ventricle,  the  atrium,  or  from  the 
valves.  Arrythmias  can  be  associated  with 
atrial  thrombi.  One  EKG  was  read  as  sug- 
gesting a myocardial  infarction.  A mural 
thrombus  could  have  developed  before  the 
anticoagulants  were  begun.  A marantic 
embolus  from  the  valves  is  a possibility. 
This  would  not  be  unexpected;  she  was  cer- 
tainly ill  enough.  An  infarction  of  the 
bowel  without  vascular  occlusion  certainly 
could  happen.  The  previous  diarrhea  and 
previous  distention  could  have  been  a mat- 
ter of  vascular  insufficiency  of  the  bowel. 
This  does  not  require  occlusion,  but  re- 
quires only  a drop  in  cardiac  output,  if  the 
vessels  are  too  sclerotic  to  compensate.  In- 
farctions of  the  bowel  without  occlusion  of 
vessels  can  be  manifestations  of  severe  or 
sudden  drop  in  cardiac  output  or  a manifes- 
tation of  intense  visceral  vasospasm.  Her 
changing  rhythms  certainly  could  account 
for  embarrassment  to  the  circulation  of  her 
bowel.  Intravenous  vasopressors  have  been 
accused  of  produing  this  same  abnormali- 
ty. If  she  had  had  significant  trauma  to  the 
vena  cava,  which  does  occasionally  occur 


with  chest  massage,  this  could  have  set 
the  background  for  vena  caval  obstruction 
which  would  account  for  the  fluid  wave 
and  which  would  account  for  venous  occlu- 
sion of  the  bowel.  Regarding  the  diagnosis 
of  infarcted  bowel,  the  fact  that  no  blood 
was  discovered  in  the  stool  during  the  diar- 
rhea is  a little  worrisome.  However,  a sig- 
nificant portion  of  patients  with  proven 
bowel  infarcts  will  present  without  melena 
and  without  bright  blood  in  the  stool.  Blood 
may  be  discovered  only  at  operation  or  at 
autopsy. 

Another  possibility,  since  the  x-ray  peo- 
ple suggest  that  something  is  happening  in 
the  chest,  is  dissecting  aneurysm.  Chronic 
dissection  of  the  aorta  does  happen.  It  hap- 
pens in  elderly  people,  and  particularly  in 
elderly  people  with  hypertension  which  is 
treated.  This  is  said  to  occur  most  frequent- 
ly with  those  who  are  treated  with  sym- 
pathetic blocking  agents,  but  occasionally 
occurs  in  other  hypertensives.  This  could 
have  had  something  to  do  with  her  original 
disease,  if  the  syncopal  episodes  were  not 
Stokes-Adams  but  instead  were  due  to  a 
block  to  the  great  vessels  to  the  head  by 
dissection  of  the  aorta.  She  should  have 
had  pain  to  go  with  this  lesion.  If  a patient 
like  this  came  into  the  hospital  and  were 
given  anticoagulants,  one  might  expect  an 
extension  of  the  dissecting  process,  even  so 
far  as  to  block  off  the  superior  mesenteric 
artery  and  thereby  produce  an  abdominal 
disaster  sufficient  to  end  in  death. 

Despite  all  of  this  extensive  talk,  I can’t 
tell  you  with  any  certainty  what  killed  her. 
I would  like  to  make  my  guess  and  it’s  no 
more  than  that,  namely,  infarction  of  the 
bowel  with  or  without  occlusion,  probably 
without  since  this  would  make  a better 
CPC.  I would  keep  the  possibility  of  dis- 
secting aneurysm  as  a real  shot  in  the  dark. 
Any  questions  or  suggestions? 

DR.  STEFFEE:  To  discuss  surgical  as- 
pects, particularly  of  a surgical  case  which 
had  been  discussed  by  an  internist,  I’ve 
asked  Dr.  Bill  Ginn  to  take  hold. 

DR.  GINN:  The  surgical  history  here  is 
pretty  short.  On  the  5th  day  of  hospitaliza- 
tion it  is  noted  that  vomiting,  abdominal 
distention,  and  high  pitched  bowel  sounds 
occurred.  This  suggests  some  obstructive 
process.  Following  this,  there  was  less  dis- 
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tention  and  a return  of  bowel  sounds — I 
suppose  of  normal  pitch  and  intensity.  Fol- 
lowing this  a bout  of  diarrhea.  Then  on  the 
19th  hospital  day,  or  two  weeks  after  the 
initial  GI  episode,  there  was  generalized 
abdominal  pain,  a fluid  wave,  and  absent 
bowel  sounds.  The  patient  died  within  two 
days  following  this. 

Thus,  generalized  abdominal  pain,  fluid 
wave,  and  absent  bowel  sounds  is  about  all 
we  have  to  go  on,  as  far  as  the  abdominal 
problem  is  concerned.  In  an  80  year  old 
person  with  any  hint  of  gastrointestinal 
difficulties,  carcinoma  is  to  be  considered, 
particularly  with  any  hint  of  obstructing 
gastrointestinal  disease.  We  would  consid- 
er the  colon  first,  as  she  is  of  the  age  of  sus- 
pect, although  this  cancer  peaks  at  45  to  75 
years.  Carcinoma  of  the  stomach,  because 
of  her  initial  vomiting  episode  is  a possibili- 
ty. Here  again,  she  is  a little  beyond  the 
peak  age  incidence — 5th  and  6th  decades. 
There  are  now  known  antecedent  causes 
for  carcinoma,  either  gastric  or  colonic,  that 
we  know  of.  There  is  a negative  system  re- 
view. We  know  of  no  change  in  bowel  hab- 
its. We  know  of  no  obvious  anemia;  the 
hematocrit  is  reported  as  43  and  39.  So,  I’ll 
pass  to  other  obstructing  lesions. 

Adhesions  are  the  main  cause  of  intesti- 
nal obstruction.  We  have  no  indication, 
however,  that  this  woman  had  previous  sur- 
gery, which  is  the  source  of  most  adhesions. 
Hernia  is  not  mentioned  on  any  physical 
examination,  at  least  it  is  not  mentioned  in 
the  protocol.  That  does  not  completely 
rule  out  internal  hernias.  Volvulus  is  a 
hard  one  for  me  to  get  around.  However,  I 
would  think  any  volvulus  that  would  pro- 
duce necrosis,  transudation,  and  resultant 
fluid  wave  (this  we  do  have  as  a positive 
physical  finding)  should  raise  the  white 
count  beyond  6400,  even  if  covered  with 
antibiotics.  Intussusception  must  be  con- 
sidered. I attended  one  tuberculous  patient 
who  did  have,  and  died  with  a small  bowel 
intussusception  preceded  by  a benign  tumor 
of  the  small  bowel.  That  patient  certainly 
had  a fluid  wave;  I’ll  never  forget  it.  I 
don’t  think  the  woman  considered  today 
had  this  lesion,  but  it  must  be  included  in 
the  differential  diagnosis. 

Infectious  processes  of  colonic  appen- 
dages, including  diverticulitis  and  appendi- 


citis, are  possible.  Appendicitis  is  particu- 
larly difficult  to  diagnose  in  the  aged,  in  the 
young,  and  in  those  in  between!  These 
processes,  however,  are  usually  suppura- 
tive ones,  and  I again  depend  on  the  low 
white  count  of  6400,  as  reported  toward  the 
end  of  this  patient’s  life.  And,  also,  some- 
thing which  would  produce  a fluid  wave 
must  of  necessity  have  a significant  transu- 
dation or  spillage  of  bowel  contents.  I un- 
derstand the  fluid  wave  was  of  free  intra- 
abdomnial  fluid,  not  a succussion  splash 
from  a dilated  stomach. 

Another  consideration  is  appendages  of 
the  small  bowel,  Meckel’s  diverticulum  for 
instance.  It  would  seem  unusual  that  an  80 
year  old  woman  would  harbour  ectopic  mu- 
cosa in  a Meckel’s  for  80  years  to  suddenly 
perforate  it  from  acute  ulceration.  Vascular 
occlusions  have  some  good  antecedent 
causes  here,  viz:  cardiac  arrhythmia,  and  I 
would  favor  arterial  embolism  rather  than 
venous  thrombosis.  We  have  mentioned 
one  solitary  vasopressor  used  early  in  the 
story  here.  Levophed,  I believe,  is  possibly 
the  one  reported  most  offensive,  as  far  as 
arterial  spasm  is  concerned.  Another  ante- 
cedent cause  here  for  vascular  occlusion  is 
arteriosclerosis.  We  are  bound  to  have  this 
and  it  is  probably  generalized.  However,  it 
is  rare,  or  said  to  be  rare,  to  perforate  the 
bowel  following  a mesenteric  occlusion. 
Again,  we  need  a process  that  is  of  such 
significance  that  it  will  allow  a transudate 
to  give  us  a fluid  wave  or  perforation  to 
spill  bowel  contents  in  order  to  demonstrate 
this.  True,  we  could  have  the  transudate 
without  perforation  but,  if  so,  it  must  be 
bacteria  laden  and  there  would  be  undoubt- 
edly a generalized  peritonitis.  I can’t  con- 
ceive of  a generalized  peritonitis  with  a 
white  count  of  6400,  and  again  we  have  no 
mention  of  abdominal  tenderness.  Peri- 
tonitis without  tenderness  is  nonexistent. 
Abdominal  pain  is  mentioned  but  tender- 
ness is  noticeably  absent.  Melena  is  not 
mentioned  and  about  70%  of  the  cases  with 
mesenteric  occlusion  have  melena,  leaving 
a significant  30%  that  do  not.  The  usual 
white  count  in  mesenteric  occlusion  with 
necrosis  is  in  the  20  to  30,000  range,  cer- 
tainly not  in  the  6400  range,  which  brings 
me  to  a nonsuppurative  or  a relatively 
nonsuppurative  and  relatively  nonnecrotic 
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perforation  of  the  bowel,  which  takes  me 
back  to  the  stomach.  Some  acute  process, 
such  as  an  acute  peptic  ulceration  with 
perforation,  which  will  give  the  fluid 
wave,  give  us  the  ileus,  absence  of  bowel 
sounds,  abdominal  pain  and  undoubtedly 
tenderness  too,  would  be  my  choice.  We 
have  some  antecedent  causes  here  for  the 
acute  ulcer,  viz:  uremia,  at  least  we  have 
some  elevation  in  the  BUN,  recorded  at 
70  and  49,  a microscopic  hematuria,  pyuria, 
and  albinuria.  The  specific  gravity  is  not 
fixed  evidently,  the  one  recorded  is  1.022; 
but  this  woman  is  hypertensive  and  is 
approaching  the  uremia  syndrome.  Of 
course,  she  doesn’t  have  burns  to  produce 
bleeding  and  there  is  no  known  hypothala- 
mic lesion.  I surmise  that  in  her  initial 
episode  in  the  emergency  room  with  hypo- 
tension we  had  tissue  damage,  we  had  tis- 
sue devitalization,  possibly  autodigestion 
nutured  by  the  hypophyseal-adrenal-corti- 
cal axis,  and  stress  ulcer  of  the  stomach 
with  perforation  developed. 

Now  the  house  staff  has  unique  access  to 
all  sorts  of  things  around  here,  not  the  least 
of  which  is  rumor  and  speculation,  and  sure 
enough  one  of  the  members  of  the  house 
staff  assisted  in  this  patient’s  care.  The  at- 
tending physician,  the  real  doctor,  in  my 
presence  in  one  of  the  coffee  breaks  around 
here,  was  asked  if  he  knew  that  his  patient 
was  being  presented  at  the  CPC,  and  his 
reply  was  “do  you  mean  the  one  with  the 
stomach  ulcers?”  So,  I ask  you  “is  this  the 
one  with  the  stomach  ulcers?” 

DR.  STEFFEE:  The  first  CPC  I presented 
when  I came  to  Memphis  was  discussed  by 
Dr.  Glenn  Horton,  who  commented  that  one 
of  the  ways  to  find  about  the  diagnosis  is  to 
go  to  the  library  and  see  what  books  that 
pathologist  has  checked  out.  I see  you  have 
a much  more  direct  route  and  it’s  faster! 
Are  there  other  comments  from  the  floor 
before  we  find  out  if  “this  is  the  one  with 
stomach  ulcers?” 

DR.  E.  N.  STEVENSON:  Since  we  have  a 
paucity  of  possibilities  here  in  this  death,  I 
am  reminded  of  one  of  the  statements  “the 
main  problem  is  diarrhea,”  and  that  has  not 
been  elaborated  upon  too  much.  How  long 
did  this  diarrhea  occur?  It  does  remind  me 
of  the  possibility  that  sometimes  a villous 
adenoma  will  result  in  intractable,  rapidly 


fatal  death.  I throw  that  in  as  just  a possi- 
ble issue. 

DR.  STEFFEE:  That’s  excellent  CPC- 
manship 

DR.  JOHN  CONWAY:  I think  the  reason 
the  early  part  of  this  case  wasn’t  document- 
ed very  well  was  that  the  situation  was 
pretty  bad  when  she  came  in.  She  appar- 
ently died  in  the  home,  and  with  some  of 
the  routine  management  by  the  firemen, 
etc.,  she  perked  up  a little  bit.  When  she 
arrived  at  the  Emergency  Room  the  clinical 
picture  was  that  of  cardiac  arrest  without 
any  detectable  cardiac  activity,  and  she  re- 
quired the  full  treatment  of  massage,  intu- 
bation, and  all  that. 

DR.  STEFFEE:  I haven’t  had  much  dis- 
cussion about  the  etiology  of  the  heart 
block  in  this  little  thing.  Gene,  do  you 
want  to  venture  any  guesses?  Just  hyper- 
tensive, you  think? 

DR.  McKENZIE:  Hypertensive,  elderly 
...  I took  it  as  I found  it  and  didn’t  worry 
about  any  more  etiologies,  you  may  have 
one  up  your  sleeve. 

DR.  STEFFEE:  Are  there  any  more  com- 
ments or  questions?  Well  then,  I guess  we 
might  as  well  start  looking  at  the 
pictures. 

The  first  is  fairly  close-up.  (Fig.  1)  This 


Fig.  1. 


is  the  peritoneal  surface  with  the  liver  in 
the  background.  Just  below  the  pylorus  is 
a hole  in  which  I have  a probe.  The  next 
picture  shows  the  mucosal  surface,  and  the 
probe  penetrating  the  defect.  (Fig.  2)  Mi- 
croscopically, at  the  base  of  the  ulcer  prop- 
er, I think  you  can  appreciate  the  massive 
infiltrate  of  polyps  here  and  a little  bit  of 
recognizable  smooth  muscle.  This  includes 
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Fig.  3. 


the  edge  of  the  perforation;  nearby,  there 
are  a few  duodenal  glands.  (Fig  3) 

DR.  WEBER:  Scattered  through  the  lit- 
erature are  isolated  case  reports  of  peptic 
ulceration  following  cardiac  resuscitative 
procedures.  We  have  observed  this  phenom- 
enon in  several  of  our  patients  here  who 
have  been  resuscitated  from  ventricular 
fibrillation.  There  are  multiple  factors 
working  here  and  we  have  no  intention  of 
establishing  a cause  and  effect  relationship 
between  resuscitation  and  peptic  ulcer  com- 
plications. These  multiple  factors  include 
prolonged  shock,  use  of  vasopressors,  use  of 
cortiocosteriods,  and  the  general  stress  sit- 
uation. I believe  it  is  important  to  recognize 
this  clinical  picture  as  a possible  occurrence 
post-resuscitation  so  therapeutic  measures 
may  be  undertaken  to  attempt  prevention 
of  catastrophic  results  as  were  exhibited  in 
this  patient. 

DR.  CONWAY:  The  patient  has  to  live  a 
while  to  develop  an  ulcer.  Among  the  sur- 
vivors I imagine  it  would  be  quite  a sig- 
nificant percentage — 25  to  30%.  We  can  only 


be  certain  about  the  autopsied  cases,  but 
we  have  had  other  patients  with  hemateme- 
sis  and  gastric  tenderness  who  have  sur- 
vived. If  stress  can  produce  an  ulcer  there 
can’t  be  much  more  stress  to  a patient  than 
cardiac  arrest. 

DR.  STEFFEE:  Any  other  comments  on 
the  relationship  between  cardiac  massage 
and  ulcers? 

Well,  I guess  I’ll  spring  my  other  goodie 
now,  which  is  really  the  reason  I picked 
this  case.  This  became  apparent  to  me  only 
after  the  house  staff  and  the  attending  phy- 
sician had  left  the  autopsy  room,  so  they 
are  not  aware  of  this. 

This  is  the  left  atrium,  and  here  we  have 
a bulging,  smooth,  hemorrhagic,  translucent 
mass.  Microscopically,  the  mass  consists  of 
vascular,  rather  myxoid  connective  tissue 
with  abundant  hemosiderin.  The  entire 
free  surface  is  covered  by  endocardium. 
There  is  a lack  of  encapsulation  at  the 
junction  between  the  mass  and  the  atrial 
wall.  There  is  one  focus  of  bone,  with  he- 
matopoietic marrow.  I wondered  if  this 
mass  could  have  involved  the  conduction 
system  and  thus  explain  the  syncopal  at- 
tacks, however,  it  is  in  the  wrong  place, 
being  fairly  high  on  the  left  side. 

PHYSICIAN:  It  wasn’t  pedunculated 

enough  to  stop  the  mitral  valve,  was  it? 

DR.  STEFFEE:  I think  it  has  too  broad  a 
base  and  is  too  high  to  have  done  so.  The 
problem  is  to  determine  whether  this  is  an 
organizing  mural  thrombus  or  a myxoma. 
There  is  considerable  controversy  in  the  lit- 
erature as  to  what  is  a myxoma  and  what 
is  an  organizing  thrombus.  Both  are  said 
to  have  myxomatous  tissue,  both  are  said  to 
have  hemosiderin,  though  pigment  is  more 
prominent  in  an  organizing  thrombus.  Yet 
the  proponents  of  the  myxoma  theory  come 
back  and  say,  “Yes,  but  these  tumors  are  in 
the  middle  of  the  blood  stream,  they  get 
traumatized,  they  bleed,  and  develop  hemo- 
siderin.” It  is  said  that  the  thrombus  will 
not  have  complete  endocardium  over  it,  but 
the  myxoma  will.  Endocardial  prolifera- 
tion over  a thrombus  is  probably  a function 
of  time,  with  eventual  complete  covering. 
Just  what  is  a myxoma?  Certainly  this 
mass  has  a myxoid  kind  of  background;  it 
has  some  small  arteries  growing  into  it.  You 
wouldn’t  expect  such  vessels  to  invade  an 
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organizing  thrombus;  it  appears  more  like  a 
tumor.  We  could  call  it  a pseudomyxoma, 
this  implies  that  it  is  not  a thrombus  at 
least,  but  it  also  straddles  the  fence  and 
doesn’t  say  that  it  is  a myxoma.  Thus,  I be- 
lieve this  should  be  categorized  as  a 
myxoma. 

PHYSICIAN:  How  often  do  you  find 
bone  and  marrow  in  a thrombus? 

DR.  STEFFEE:  With  any  focus  of  meta- 
plastic bone,  there  is  a good  chance  that 
you  will  see  fatty  marrow.  I do  not  know 
why  this  is  true,  but,  for  example,  a tra- 
cheal cartilage  will  often  ossify  with  forma- 
tion of  fatty  or  cellular  marrow.  Cal- 


cification is  said  to  favor  a myxoma  more 
than  an  organizing  thrombus.  The  pattern 
of  this  is  certainly  vastly  different  from  the 
ordinary  mural  thrombus  one  sees  in  the 
ventricle  overlying  an  infarct.  To  get  an 
atrial  thrombus  she  would  have  to  have  an 
atrial  endocardial  defect  and  probably  di- 
sease of  the  mitral  valve.  The  atrial  en- 
docardium is  perfectly  normal  and  the  mi- 
tral valve  is  pliable  with  no  evidence  of 
valvular  disease. 

Incidently,  the  patient  had  a small  ab- 
dominal aortic  aneurysm  but  there  was  no 
evidence  of  hemorrhage. 
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“Piebident' & Paye 

The  next  President’s  Page  will  be  the  first  of  a dozen  to  present 
new  viewpoints  and  new  thoughts  by  one  who  has  held  first  rank 
as  a leader  in  the  civic  affairs  of  his  community.  The  new  Presi- 
dent is  well  versed  in  the  duties  of  the  doctor,  not  only  as  a phy- 
sician, but  as  a citizen. 

Though  this  is  my  last  President’s  Page,  those  who  read  will 
still  be  subject  to  my  rambles  and  gambols  on  the  Editorial  Page. 

But  on  this,  my  last  President’s  Page,  I must  in  all  sincerity 
thank  the  Tennessee  Medical  Association  for  putting  the  cap  to  a 
long  interest  and  support  of  organized  medicine.  As  I said  upon 
my  election,  to  be  honored  and  recognized  by  one's  peers  falls  into  a category  separate 
from  any  other  distinction  one  may  attain.  It  has  a personal  element  to  it, — something 
akin  to  the  intimacy  of  family  ties.  It  means  accepting  a person  whose  foibles  and  idio- 
syncrasies are  known  as  well  as  whatever  assets  he  may  have.  It  should  be  quite 
evident  that  this  type  of  recognition  has  an  entirely  different  flavor  than  any  other  dis- 
tinction of  elected  office  based  on  status  attained  as  a scientist,  educator  or  what  have  you! 

Until  relatively  recently,  the  state  associations  and  the  American  Medical  Associa- 
tion offered  the  only  source  of  continuing  education  for  the  great  majority  of  doctors  of 
this  country.  My  first  contribution  to  organized  medicine  was  in  1924  when  I was  the 
program  committee  for  the  Carbon  County  Medical  Society,  of  a dozen  or  so  members 
in  the  mountains  of  Utah,  and  where  one  drove  thirty  or  forty  miles  over  unpaved 
mountain  roads  to  attend  a meeting.  In  the  following  quarter  of  a century  I was  always 
prepared  to  help,  and  usually  did,  in  the  educational  activities  of  organized  medicine — 
its  major  activity  until  only  some  decade  and  a half  ago  when  the  burgeoning  social 
philosophy  included  medical  care  within  its  arms.  Only  then  did  organized  medicine 
need  to  accept  other  responsibilities  than  professional  in  the  maintenance  of  good  medi- 
cal care  for  the  nation’s  people,  a matter  about  which  I have  held  strong  convictions. 

Thus,  it  is  that  I thank  the  Tennessee  Medical  Association  for  capping  forty  years  of 
active  interest  in  organized  medicine.  And,  quite  obviously,  my  thanks  must  go  particu- 
larly to  the  members  of  the  Nashville  Academy  of  Medicine  which,  in  spite  of  having 
lived  with  me  now  for  almost  thirty  years,  first  honored  me  with  its  presidency,  and  later 
nominated  me  as  President-elect  of  TMA.  I thank  these,  my  professional  brothers,  es- 
pecially. 

A last  word — though  many  divisive  forces  are  at  work  to  loosen  the  formerly  firm 
ties  between  organized  medicine  and  the  individual  doctor,  a solid  foundation  for  the 
medical  profession  is  still  essential  to  the  maintenance  of  the  high  excellence  of  medi- 
cal care  of  this  country.  For  him  who  would  question  this,  I would  suggest  ten  minutes 
of  contemplation  for  a review  of  his  hopes  for  a career  whether  in  practice,  in  research, 
or  in  teaching — at  the  same  time  contemplating  this  career  unprotected  in  an  anarchy  of 
unknowledgeable  and  unbridled  mountebanks,  politicians  and  impulsive,  well-intentioned 
but  emotionally  unstable  “do-gooders.”  The  hard  facts  of  illness  and  death  stand  apart 
from  unrealistic  idealism  or  crass  politics.  Organized  medicine  offers  the  only  stability 
and  anchor  against  such  anarchy.  No  matter  what  the  complaints  or  feelings  of  a doctor 
may  be  about  organized  medicine — he  should  ponder  upon  what  other  answer  there  may 
be  to  guarantee  the  free  pursuit  of  a career  in  practice  or  research  for  the  ultimate  good 
of  mankind. 
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John  EL  Burkhart  m.  D, 


77th  President,  Tennessee  Medical  Association 


N THE  twenty  years  since  receiving  his  M.D.  degree,  this  energetic,  dedicated 
leader  has  found  time  to  serve  his  profession,  school  system,  church,  and  com- 
munity constantly  and  effectively. 


His  broad  knowledge  in  many  fields,  keen  insight  and  perspective,  and  articulate 
presentation  enable  him  to  handle  his  many  diverse  assignments  and  responsibilities  in  a 
highly  efficient  manner. 


Now  in  his  seventh  year  as  president  of  the  Knoxville  Board  of  Education,  Dr. 
Burkhart  headed  the  medical  society  there  in  1964,  has  been  chairman  of  the  TMA 
Board  of  Trustees  during  the  past  year,  is  a hospital  chief  of  staff  this  year,  and  has  been 
Sunday  School  superintendent  at  his  church. 

Born  May  14,  1920,  in  Knoxville,  he  received  his  A.B.  degree  from  the  University 
of  Tennessee  in  1941,  and  his  M.D.  degree  from  the  University  of  Tennessee  College  of 
Medicine  in  1945.  After  interning  at  Knoxville  General  Hospital,  Dr.  Burkhart  served 
two  years  in  the  U.S.  Army  Air  Force,  being  stationed  in  Japan  one  year  and  attaining 
the  rank  of  captain  in  the  Medical  Corps.  He  began  his  private  practice  in  1949,  after 
a one-year  residency  in  medicine  at  Knoxville  General  Hospital. 


The  many  medical  and  hospital  positions  Dr.  Burkhart  has  held  include:  Knoxville 
Medical  Society  president,  1964;  Public  Service  Committee  chairman,  four  years;  Exec- 
utive Committee,  six  years;  Tennessee  Medical  Association  vice  president  and  secre- 
tary; Board  of  Trustees  member  since  1960,  and  1964  chairman;  Public  Service  Com- 
mittee, seven  years;  Scientific  Work  Committee,  seven  years;  Youth  and  Education 
Committee,  four  years;  Hospital  Committee,  two  years;  TMA  Student  Education 
Fund  Board  president  since  1963;  Tennessee  Valley  Academy  of  General  Practice  sec- 
retary three  years,  and  president  one  year;  Tennessee  Academy  of  General  Practice  vice 
president  in  1962,  and  General  Practitioner  of  the  Year  in  1964;  department  chief  at 
two  Knoxville  hospitals,  and  currently  chief  of  staff  at  St.  Mary’s  Hospital  there. 

Becoming  a member  of  the  Knoxville  Board  of  Education  in  195  8,  when  he  served 
one  year  as  first  vice  president,  he  has  been  Board  president  since  1959. 


A Ruling  Elder  of  the  Fourth  Presbyterian  Church  since  1949,  Dr.  Burkhart  has 
been  a deacon,  committee  chairman,  young  adult  class  teacher,  Men’s  Council  president, 
adult  class  president,  and  Sunday  School  superintendent. 

He  has  served  as  Kiwanis  Club  president,  and  is  active  in  Boy  Scout  and  Cham- 
ber of  Commerce  activities.  While  in  college  he  was  a member  of  the  Kappa  Sigma 
and  Phi  Chi  fraternities,  and  in  1957  the  University  of  Tennessee  awarded  him  mem- 
bership in  the  Omicron  Delta  Kappa  Leadership  Fraternity. 

Dr.  Burkhart  was  married  to  the  former  Miss  Marjorie  Blaylock  of  Memphis  in 
1943.  They  and  their  three  sons,  aged  15,  13  and  9,  live  at  1905  Emoriland  Boulevard 
in  Knoxville. 


The  Association  begins  this  new  year  in  capable  hands.  During  the  past  year  Dr. 
Burkhart  has  oriented  himself  in  the  work  of  the  Association  by  presiding  as  chairman 
of  the  Board  of  Trustees,  and  attending  meetings  of  many  TMA  committees. 
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EDITORIAL 


URINARY  TRACT  INFECTIONS 

The  recent  work  by  Stamey,  Govan  and 
Palmer1  from  the  Division  of  Urology  at 
Stanford  University  has  uncovered  new 
knowledge  which  must  alter  our  thinking 
about  infections  of  the  urinary  tract. 

It  has  been  generally  accepted  that  bac- 
terial counts  of  100,000  per  ml.  or  more  in 
the  urine  indicate  infection  of  the  urinary 
tract.  There  are  no  data,  however,  to  estab- 
lish how  many  patients  with  less  than  100,- 
000  bacteria  per  ml.  also  have  urinary  in- 
fections. These  authors,  in  an  effort  to  fol- 
low the  natural  history  of  the  urinary  tract 
infections  without  introducing  bacteria  by 
direct  urethral  catherterizations,  adopted 
the  technic  of  suprapubic  aspiration  of  the 
bladder  by  needle.  They  demonstrated 
that  bacterial  counts  were  less  than  100,000 
bacteria  per  ml.  in  33%  of  the  aspirated 
urines  from  patients  with  urinary  infec- 
tions. In  patients  receiving  antibacterial 
drugs  at  the  time  of  bladder  aspiration, 
there  were  less  than  100,000  bacteria  per 


ml.  in  45%  of  the  urines  aspirated.  Sterile 
bladder  urines  in  patients  who  had  needle 
aspirations  permitted  a study  of  the  bac- 
teria which  represent  urethral  contami- 
nants in  the  midstream  voided  urine  in  the 
male  and  female.  These  studies  showed 
that  any  male  who  had  more  than  150  bac- 
teria per  ml.  in  the  midstream  voided  cul- 
ture should  be  considered  to  have  bladder 
bacteriuria  until  proven  otherwise.  The 
confidence  limits  for  detecting  bladder  in- 
fection in  the  male,  therefore,  are  150  bac- 
teria per  ml.  and  not  100,000  bacteria  per 
ml.  Urethral  and  vaginal  contamination  in 
the  female  is  a still  greater  problem  and  the 
number  of  bacteria  acceptable  as  contami- 
nants in  the  midstream  culture  is  depen- 
dent on  technic.  With  good  technic,  only 
11%  of  female  patients  with  sterile  bladder 
urines  should  have  more  than  300  bacteria 
per  ml.  as  urethral  contaminants,  and  the 
midstream  urine  in  these  11%  should  con- 
tain less  than  1000  bacteria  per  ml. 

The  authors  emphasized  that  bacterial 
prostatitis  is  nearly  always  an  acute  dis- 
ease. The  patient  is  usually  sick  with  gen- 
eralized malaise  and  fever;  symptoms  re- 
ferred to  the  lower  urinary  tract  may  be 
severe  but  physical  examination  of  the 
prostate  need  not  be  too  striking,  especially 
in  the  absence  of  an  abscess.  The  male  is 
instructed  to  divide  his  voided  urine  into 
urethral,  midstream  (bladder)  and  post- 
prostatic massage  cultures.  In  the  presence 
of  a sterile  bladder  urine,  all  cultures  of 
prostatic  fluid  contain  urethral  bacteria. 
The  diagnosis  of  bacterial  prostatitis  there- 
fore, must  be  made  by  finding  a bacterial 
count  in  the  urine  after  prostatic  massage 
which  is  much  higher  than  the  bacterial 
count  in  the  urine  from  the  urethra.  With 
this  method,  bacterial  prostatitis  was  dem- 
onstrated to  be  a rare  disease,  while  gram- 
negative urethral  infections  were  an  im- 
portant cause  of  recurrent  acute  cystitis  in 
the  male.  In  the  patients  with  urethral  in- 
fection, antibiotic  therapy  appropriate  for 
the  urethral  bacteria  rather  than  prostatic 
massage  would  seem  to  be  the  treatment  of 
choice.  In  a cystoscopic  study  of  patients 
whose  bladder  urines  were  infected,  40% 
of  the  females  had  sterile  renal  urines,  28% 
had  unilateral  pyelonephritis  and  32%  had 
bilateral  pyelonephritis.  Of  the  males  62% 
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had  sterile  renal  urines  and  more  patients 
had  unilateral  pyelonephritis  than  had  bi- 
lateral pyelonephritis.  By  utilizing  these 
technics  it  would  seem  reasonable  to  treat 
recurrent  unilateral  pyelonephritis  by  ne- 
phroureterectomy. 

Bladder  aspirations  as  employed  by  these 
authors  has  contributed  much  to  our  knowl- 
edge of  urinary  infections,  and  has  empha- 
sized that  very  careful  collection  of  mid- 
stream urine  samples  for  culture  in  both 
the  male  and  the  female  allows  the  physi- 
cian to  treat  his  patient  more  effectively. 
Patients  with  positive  bladder  cultures 
need  to  be  studied  for  renal  infection  by 
cystoscopic  technics.  A sizable  number  of 
these  will  have  unilateral  rather  than  bilat- 
eral pyelonephritis.  Intelligent  therapy  of 
patients  with  urinary  tract  infections  is  de- 
pendent upon  such  careful  and  thoughtful 
studies  as  reported  by  Stamey  and  his  co- 
workers. 

A.B.S. 

]Stamey,  Thomas  A.,  Govan,  Duncan  E.  and 
Palmer,  John  M.:  The  Localization  and  Treat- 
ment of  Urinary  Tract  Infections:  The  Role  of 
Bactericidal  Urine  Levels  as  Opposed  to  Serum 
Levels,  Medicine  44:  1,  1965. 

* 

A WELCOME  TO  OLD  FRIENDS 

The  pharmaceutical  industry  has  had  its 
problems  in  recent  years  because  of  re- 
strictive legislation  and  necessary  readjust- 
ments to  rulings  of  the  Food  and  Drug 
Administration.  During  this  transition  the 
industry  no  doubt  did  a pretty  careful  self- 
analysis  as  to  its  past,  current  policies  and 
its  future.  Its  advertising  fell  into  this 
area  and,  as  a result,  the  state  journals 
suffered  rather  acutely  from  a depletion  in 
pharmaceutical  advertising.  It  is  no  secret 
that  state  medical  associations  and  the  pro- 
fession have  much  for  which  to  thank  the 
pharmaceutical  and  appliance  industries. 
Exhibits  at  meetings  and  the  advertising 
pages  of  a journal  lend  much  support  to 
the  educational  functions  of  a medical  so- 
ciety. 

Therefore  TMA  welcomes  the  return  of 
two  old  friends  and  supporters,  The  Ar- 
mour Pharmaceutical  Company  and  J.  B. 
Roerig  & Company.  May  we  suggest  that 
you  inspect  their  ads  in  this  issue. 

R.  H.  K. 


Special  Item 

This  analysis  hy  our  Executive  Director 
may  well  have  lost  its  point  hy  the  time  of 
publication.  Even  then  it  has  historical 
value  as  a matter  of  record  for  him  who 
may  have  interest  in  the  roots  of  medical 
history  in  Tennessee. — Editor. 

PUBLIC  ATTITUDES* 

Mr.  J.  E.  Ballentine,  Nashville,  Tenn. 

My  subject  today  is  the  public  opinion 
poll.  The  place  of  polls  in  our  long  cam- 
paign to  awaken  Congress  to  the  folly  of 
Social  Security  Medicare,  cannot  be  over- 
emphasized. They  are  vitally  important. 

When  Doctor  Donovan  Ward  addressed 
the  House  of  Delegates  in  Miami  two  weeks 
ago,  he  stated  a conviction  that  lies  at  the 
heart  of  my  remarks.  He  said: 

“The  history  of  this  long  and  bruising  struggle 
we  have  been  through  over  this  question  has 
taught  us  that  the  more  people  know  about  direct 
federal  intervention  in  the  field  of  health  care, 
the  less  they  support  it.  Too,  I believe  that  most 
of  our  fellow  citizens  who  have  been  entrusted 
with  public  office  honestly  want  to  represent  the 
thinking  of  their  people;  their  best  interests;  their 
strongest  desires.” 

In  the  last  Congress,  55  House  members 
made  an  effort  to  learn  the  views  of  their 
constituents  on  this  issue.  They  distributed 
questionnaires  in  their  districts  which  pro- 
duced more  than  800,000  responses — 59.2  per 
cent  opposed  the  Social  Security  approach; 
34.6  per  cent  favored  it,  and  6.2  per  cent 
had  no  opinion.  But,  facing  facts,  the  out- 
come was  not  all  in  our  favor.  In  11  of  the 
55  districts,  the  largest  percentage  of  those 
responding  indicated  that  they  favored  the 
Social  Security  mechanism.  The  fact  re- 
mains, however,  that  each  of  these  55  Con- 
gressmen had  an  expression  from  home  on 
which  to  base  his  vote,  had  the  matter  come 
to  a showdown  on  the  floor.  For  our  part, 
we  can  derive  honest  satisfaction  from  the 
realization  that  our  story  was  heard,  and 
proved  convincing  in  the  great  majority  of 
the  districts  polled.  The  entire  history  of 
the  polls  on  the  question  of  financing  health 
care  through  Social  Security  bears  out  the 
soundness  of  Dr.  Ward’s  observations — the 
more  people  know  about  the  proposal,  the 
less  they  support  it. 

*Read  at  the  AMA  Educational  Campaign  Con- 
ference, December  13,  1964,  Chicago,  111. 
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We  all  remember  the  shifting  results  of 
the  Gallup  Poll.  The  great  majority  (67 
per  cent)  favored  federal  control  of  old  age 
medicine  in  June,  1961,  when  the  King- An- 
derson proposal  was  new.  Time  had  allowed 
no  more  than  limited  public  examination  or 
debate  of  the  measure.  It  had  been  put  for- 
ward in  a deliberately  created  atmosphere 
of  crisis,  supported  by  a gigantic  propagan- 
da campaign  directed  from  the  White  House 
itself.  The  need  for  the  program  was  exag- 
gerated. The  inescapable  effects  of  govern- 
ment intervention  in  the  nation’s  proud  sys- 
tem of  health  care  were  minimized.  In  the 
months  that  followed,  the  issue  was  debat- 
ed in  Congress  and  in  forums  across  the 
land.  More  important,  the  claims  of  the 
need  for  the  legislation  were  examined  and 
discussed — and  found  wanting.  Americans 
were  urged  to  ponder  the  present  and  fu- 
ture implications  of  federal  authority  over 
a portion  of  their  health  care  system;  what 
passage  of  the  legislation  would  mean  to 
them  individually,  as  wage-earners  and  tax- 
payers, and  as  patients  dependent  upon  an 
unfettered  and  progressive  medical  system 
to  overcome  their  illnesses  and  prolong 
their  lives.  The  first  tangible  results  from 
these  efforts  came  9 months  later.  The  Gal- 
lup Poll  reported  in  March,  1962,  that  55 
per  cent  favored  federalized  hospital  care 
for  the  aged,  a drop  of  12  per  cent  since  the 
earlier  poll.  By  July,  those  supporting  the 
program  slipped  to  48  per  cent.  In  slightly 
more  than  a year  the  proponents  went  from 
an  overwhelming  majority  to  a minority. 
And  in  August,  one  month  later,  support 
fell  another  four  points,  to  44  per  cent. 

The  conclusion  must  be  drawn  that  the 
American  people  listened  to  the  facts  on 
this  issue,  as  they  must  be  asked  to  listen 
again.  For  the  basic  arguments,  particularly 
as  to  the  financial  position  of  the  nation’s 
aged  population,  the  astounding  growth  of 
private  insurance  and  prepayment  plans, 
and  the  care  that  is  being  provided  the  tru- 
ly needy  through  Kerr-Mills,  are  on  the  rec- 
ord and  have  never  been  overturned.  I 
have  gone  into  some  detail  on  the  Gallup 
poll  because  I believe  that  chapter  in  this 
long  controversy  emphasizes  at  least  two 
important  points  which  we  should  bear  in 
mind  as  we  prepare  for  a crucial  renewal  of 
the  struggle. 


(1)  It  provided  us  with  the  sure  knowl- 
edge that  we  could  make  our  case,  and  did 
make  it,  before  the  American  people.  That 
should  be  a source  of  encouragement  to  us 
in  the  time  that  lies  ahead.  We  must  nev- 
er lose  faith  in  the  power  of  truth  and  fac- 
tual argument  to  prevail  over  exaggera- 
tions, distortions  and  outright  falsehoods. 

(2)  The  poll  remains  to  this  day  the  only 
nationwide  expression  of  opinion  from  an 
impartial  source  on  King-Anderson  legisla- 
tion, an  opinion  with  which  members  of 
Congress  are  as  familiar  as  we  are.  It  pro- 
vided those  who  must  ultimately  decide  this 
question  with  information  they  could  get  in 
no  other  way,  and  I believe  it  is  no  coinci- 
dence that  the  hand  of  Congress  has  been 
stayed  on  final  action  from  that  day  to 
this. 

But  the  Gallup  poll  was  on  a simple 
“for”  and  “against”  question.  Obviously, 
we  need  more  refined  information  to  keep 
our  campaign  on  target — to  change  hostile 
opinions,  to  strengthen  favorable  opinions, 
to  crystalize  the  opinions  of  the  undecided. 

Early  last  year,  we  moved  to  find  out  spe- 
cifically why  those  who  favor  King-Ander- 
son are  for  it,  and  why  those  opposed  to  it 
are  against  it.  Here  are  the  replies  which 
accounted  for  71.4  per  cent  of  those  in  a 
broad  sampling  who  said  they  support  the 
proposal: 

Many,  some,  most,  old  people  need  help,  do  not 
have  enough  money  (24.5  per  cent). 

All  old  people  need  help,  do  not  have  enough 
money  (20.2  per  cent). 

We  should  help,  I want  to  help  old  people  (14.1 
per  cent) . 

Will  benefit  my  parents  now,  me  someday  (12.6 
per  cent) . 

The  remaining  28.6  per  cent  gave  a wide  as- 
sortment of  reasons,  including  3.9  per  cent 
who  said  of  their  support  for  King-Ander- 
son, “Don’t  know  why,  feel  it  is  a good 
idea.” 

We  are  aware,  of  course,  that  the  spon- 
sors of  this  legislation  have  portrayed  the 
nation’s  elderly  as  a class  of  ailing  and  des- 
titute and  helpless  humans.  Their  propa- 
ganda campaign  has  been  waged  to  con- 
vince Americans  that  these  people  cannot 
get  the  health  care  they  need  until  the  gov- 
ernment takes  over  the  problem.  And  there 
is  no  question  about  it,  they  have  succeeded 
in  convincing  a great  number  of  citizens. 
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Sympathy,  sorrow  and  fear  are  strong  emo- 
tions and  they  are  impervious  to  reasoned 
debate.  Emotions  cannot  be  refuted. 

On  the  other  side  of  the  coin,  we  found  in 
this  survey  that  more  people  (35  per  cent) 
are  opposed  to  King-Anderson  because  of 
the  cost  and  the  fact  that  it  would  raise 
taxes  than  for  any  other  reason.  Another  25 
per  cent  said  they  oppose  the  bill  because 
they  believe  only  those  who  need  help 
should  receive  it  from  the  government — not 
everybody  over  65  regardless  of  need. 

Among  those  favoring  the  proposal,  38 
per  cent  admitted  they  did  not  know  what 
benefits  would  be  provided,  and  20  per  cent 
thought  all  health  care  would  be  covered 
including  doctors  and  drugs.  A surprising 
number  in  the  same  group  did  not  know 
tax-paid  benefits  would  be  provided  for  all 
over  65,  the  wealthy  as  well  as  the  needy. 
Plainly  these  are  points  that  our  future  edu- 
cational efforts  should  be  directed  toward 
spelling  out  and  underscoring  so  more  and 
more  Americans  understand  exactly  what 
they  are  being  urged  to  accept  before  it  is 
too  late. 

More  recently  a poll  of  selected  congres- 
sional districts  in  Rocky  Mountain  and  Bor- 
der states  reflected  definite  opposition  to 
King-Anderson  type  legislation  and  en- 
couraging support  for  the  Kerr-Mills  joint 
federal-state  approach.  On  the  question 
of  whether  health  care  for  all  over  65 
should  become  the  responsibility  of  the  fed- 
eral government,  55  per  cent  said  “no”;  32 
per  cent  said  “yes”,  and  13  per  cent  had  no 
opinion.  Asked  whether  they  favored  the 
proposed  Medicare  plan,  or  the  present 
plan  (Kerr-Mills)  providing  care  for  the 
older  people  who  cannot  afford  it  them- 
selves, 60  per  cent  favored  Kerr-Mills;  26 
per  cent  were  for  Medicare,  while  14  per 
cent  had  no  opinion.  A third  question  as 
asked:  “Do  you  think  the  federal  govern- 
ment should  increase  Social  Security  taxes 
. . . to  finance  health  care  for  everyone 
over  65  regardless  of  their  need?”  Those 
opposed  to  raising  the  payroll  tax  account- 
ed for  68.5  per  cent  of  the  replies;  those  in 
favor,  21.5  per  cent — no  opinion,  10  per 
cent.  While  this  information  is  reassuring, 
we  must  bear  in  mind  it  is  not  conclusive. 
It  is  of  no  significant  value  unless  we  use 
it. 


I certainly  hope  that  it  and  other  materi- 
al of  a similar  nature  can  be  placed  in  the 
hands  of  the  appropriate  Congressmen  as  a 
factual  reflection  of  the  sentiment  back 
home  and,  perhaps,  to  give  them  pause  be- 
fore they  surrender  their  votes  to  the  pres- 
sure and  propaganda  legions  of  the  admin- 
istration. For  I believe,  as  Dr.  Ward  pointed 
out,  that  most  officials  do  honestly  want  to 
represent  the  views  of  their  people  and  sa- 
tisfy their  desires.  This  type  of  informa- 
tion, soundly  based  and  expertly  gathered, 
should  be  invaluable  to  them. 

The  point  hardly  needs  laboring  that  the 
same  information  is  equally  valuable  to  us. 
It  is  our  radar,  guiding  us  in  our  efforts, 
sparing  us  from  flying  around  blindly  as  we 
seek  the  facts  that  will  help  us  convince 
the  American  people  that  they  are  being 
asked  to  ratify  an  unpredictably  expensive, 
unnecessary  and  dangerous  venture  by  the 
federal  government  in  the  field  of  health 
care. 

For  example,  let  us  direct  your  attention 
for  a moment  to  another  recent  opinion 
sampling,  as  distinguished  from  a straight 
straw  poll,  which  reflects  a variety  of  atti- 
tudes on  the  part  of  the  public  toward  this 
whole  question.  This  survey,  I might  point 
out,  is  not  encouraging  in  the  sense  that  it 
does  not  present  a lot  of  percentages  that 
we  want  to  hear,  or  otherwise  indicate  that 
this  battle  is  about  to  be  won.  It  isn’t.  Our 
work  is  still  cut  out  for  us,  as  you  will 
see. 

This  survey  emphasizes  in  unmistakable 
terms,  that  concern  for  the  problems  of  the 
aged,  chiefly  that  of  obtaining  medical  care, 
is  shared  by  all  age  groups  in  all  sections  of 
the  country.  On  the  minds  of  a vast  cross- 
section  of  citizens,  it  ranks  only  behind 
economic  pressures,  high  taxes,  government 
waste,  fear  of  war,  and,  in  some  areas  civil 
rights.  Since  the  existence  of  the  problem 
is  commonly  accepted,  the  report  continues, 
the  question  then  becomes  one  of  finding  a 
solution.  And  in  this,  Social  Security  strikes 
large  numbers  of  Americans  as  a familiar 
tested  government  mechanism  for  adminis- 
tering programs  of  this  kind.  It  was  a 
strange  and  new  term  25  years  ago,  but 
now  it  has  become  an  accepted  part  of  the 
fabric  of  American  life,  with  benefits  cur- 
rently being  collected  by  a sizable  segment 
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of  the  population  and  being  anticipated  by 
many  millions  of  others.  Therefore,  the  re- 
port concludes,  anything  bearing  the  name 
Social  Security  is  almost  automatically  ac- 
corded strong  support  by  most  people;  by 
the  same  token,  efforts  to  make  something 
negative  of  Social  Security  are  likely  to 
rally  a minimum  of  support.  On  this  point, 
the  survey  report  states: 

If  a full-scale  attack  were  launched  on  the  “un- 
der Social  Security”  approach  on  the  grounds 
that  it  was  socialistic,  that  it  would  be  econom- 
ically unsound  for  the  Social  Security  system, 
that  it  would  raise  payments  (or  taxes)  and  oth- 
er such  negatives,  it  would  seem  that  only  about 
one-in-ten  of  the  present  support  would  be 
impressed. 

The  most  important  meaning  is  that  most  of 
the  support  of  “under  Social  Security”  comes 
from  people  who  feel  there  are  no  alternatives. 
Medical  care  is  too  expensive,  they  argue,  a terri- 
ble drain  on  elderly  people’s  savings,  and  they 
continue,  in  the  absence  of  such  legislation  there 
are  threats  to  the  health  of  older  citizens.  In 
short,  the  “under  Social  Security”  approach  is 
supported  because  it  seems  the  easiest,  most  pain- 
less way  to  solve  a very  serious  money  and  health 
problem.  They  have  either  not  been  impressed 
much  by  arguments  in  favor  of  possible  alterna- 
tives, or  they  have  not  heard  them. 

This  information,  as  I have  noted,  is  not 
encouraging.  But  again  it  demonstrates  the 
value  of  opinion  sampling.  The  attitude 
pointed  up  here  is  one  we  should  have  up- 
permost in  our  minds  as  we  proceed.  We 
have  never,  of  course,  attacked  Social  Secu- 
rity in  our  campaign.  Indeed,  one  of  our 
fundamental  aims  has  been  to  show  Ameri- 
cans that  the  new  burden  which  it  is  pro- 
posed to  saddle  on  the  system  would  place 
it  in  grave  danger  of  insolvency,  robbing 
future  generations  of  its  benefits  and  pro- 
tection. Clearly,  we  must  strengthen  and 
clarify  these  arguments. 

The  report  further  disclosed  that  the 
Kerr-Mills  alternative  has  not  won  accep- 
tance in  the  minds  of  many  Americans 
who  said  they  fear  less  efficiency  in  a new 
program,  a lack  of  participation  by  the 
states,  a less  fair  approach  with  responsibil- 
ity divided  between  the  federal  and  state 
governments.  Others  did  speak  in  favor  of 
Kerr-Mills  on  such  grounds  as  economy  in 
the  use  of  public  money,  local  control  as 
against  federal  interference,  and  adaptabili- 
ty to  meet  state  needs,  but  they  were  in  the 
minority  in  this  survey. 


Time  will  not  permit  me  to  go  deeply  into 
the  scores  of  questions  and  ramifications  of 
this  and  other  polls  I have  cited.  Rather,  it 
has  been  my  purpose  today  to  try  to  point 
out  the  types  of  highly  significant  informa- 
tion available  to  us  from  this  source  and 
how  it  can  be  utilized  as  a guide  and  a tool 
in  this  undertaking. 

There  is  no  question  in  the  minds  of  any 
of  us  here,  I am  sure,  where  most  Ameri- 
cans will  stand  on  this  issue — if  they  know 
the  facts.  These  surveys  have  shown  us 
that  we  have  made  progress.  That  is  heart- 
ening. They  also  demonstrate  beyond  a 
question  that  more,  much  more,  needs  to 
be  done.  That  is  our  challenge. 

Thanks  to  these  opinion  samples,  we  have 
sound  and  valuable  advice  on  how  to  meet 
it.  Our  task  today,  gentlemen,  is  to  trans- 
late this  advice  into  meaningful,  fruitful 
action  which  will  communicate  itself  from 
the  people  to  their  representatives  in  Con- 
gress, in  terms  too  loud  and  too  clear  to  be 
overlooked  or  ignored. 


DEATHS 


Dr.  Oren  Oliver,  77,  Nashville,  died  March  6th, 
in  St.  Thomas  Hospital. 

Dr.  Lawrence  L.  Sebulsky,  59,  Memphis,  died 
February  27th. 

Dr.  G.  W.  Stanley,  Ish,  Jr.,  46,  Memphis,  died 
March  6th. 

Dr.  Lawrence  F.  Cruze,  50,  Powell,  died  Feb- 
ruary 22nd  at  Cleveland  Clinic  in  Ohio. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Knoxville  Academy  of  Medicine 

Dr  Kenneth  McFarland,  Topeka  Kansas, 
educational  consultant  for  General  Motors 
Corporation  and  for  American  Trucking  As- 
sociations, was  the  guest  speaker  for  the 
annual  banquet  of  the  Society  on  March 
25th  at  the  Senators  Club.  Dr.  McFarland 
is  an  authority  on  education,  a business 
man,  civic  leader,  industrial  advisor,  consul- 
tant and  public  relations  councilor.  He  re- 
ceived his  Bachelor’s  Degree  from  the  State 
Teachers  College  at  Pittsburgh,  Kansas;  his 
Masters  Degree  from  Columbia  University 
in  New  York  City;  and  earned  his  Doctor's 
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Degree  at  Stanford  University,  Palo  Alto, 
California. 

Roane-Anderson  County  Medical  Society 

The  February  23rd  meeting  of  the  Socie- 
ty was  held  in  the  cafeteria  of  Oak  Ridge 
Hospital.  Dr  David  A.  White,  ORINS,  Medi- 
cal Division,  was  guest  speaker.  His  subject 
was  “Intermittent  Corticosteroid  Therapy 
in  Malignant  Lymphocytic  Diseases.”  A 
business  meeting  followed  the  dinner  and 
scientific  program  at  8: 30  P.M. 

Memphis-Shelby  County  Medical  Society 

The  Society  met  in  regular  session  in  the 
auditorium  of  the  Institute  of  Pathology  on 
March  2nd.  The  scientific  program  consist- 
ed of  a symposium  entitled  “Care  of  the 
Stroke  Patient.”  Participants  in  the  sym- 
posium were:  Drs.  J.  Warren  Kyle  and 
Lawrence  D.  Amick,  and  Mrs  Mary  Frances 
Smith,  R.N. 

Dr.  William  T.  Satterfield,  immediate 
past-president  of  the  Memphis  and  Shelby 
County  Medical  Society,  was  presented  a 
plaque  for  his  “dedicated  and  untiring 
efforts”  in  behalf  of  the  society.  Dr.  Albert 
J.  Grobmyer,  Jr.,  president,  presented  the 
award  at  the  meeting  of  the  society  on  Feb- 
ruary 2nd. 

Chattanooga-Hamilton  County 
Medical  Society 

Interesting  case  reports  were  presented 
by  Drs.  Robert  C.  Thompson  and  Cecil  E. 
Newell  at  the  meeting  of  the  Society  on 
February  2nd.  The  meeting  was  held  in  the 
Interstate  Auditorium. 

Dr.  Edward  T.  Newell,  Jr.  presented  the 
scientific  program  at  the  Society’s  dinner 
meeting  on  March  2nd  in  the  Patten  Hotel. 
His  subject  was  “Combined  Abdomino-Peri- 
neal  Resection  of  Colon  for  Rectal  Cancer.” 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

A series  of  lectures  on  the  socio-economic 
aspects  of  the  practice  of  medicine,  spon- 
sored by  the  Nashville  Academy  of  Medi- 
thro  and  Vanderbilt  University  School  of 
Medicine,  began  on  February  10th  and  will 
continue  each  week  through  April  28th. 
The  lectures,  designed  primarily  for  junior 
and  senior  medical  students  have  dealt 
with  such  subjects  as:  ethics,  grievances; 


professional,  patient,  public  hospital,  and 
paramedical  group  relationships;  news  me- 
dia; explanation  of  medical  societies  and 
groups,  their  use  to  physicians  and  the  phy- 
sicians’ responsibilities  in  medical  groups; 
career  categories  (solo,  partnerships,  asso- 
ciation or  group  private  practice;  research, 
teaching,  public  health,  VA,  military,  in- 
dustrial, administrative,  institutional  or 
governmental  medicine) ; office  manage- 
ment; where  to  locate,  equipment  to  buy, 
whom  to  hire,  how  to  select  fees  and  collect 
them,  how  to  handle  finances  and  taxes; 
choosing  a field  of  practice;  medical  and  in- 
surance forms  and  reports. 

Lectures  by  members  of  the  Vanderbilt 
Law  School  Faculty  included  the  subjects: 
scope  of  medical  jurisprudence;  law,  legal 
institutions  and  the  physician-patient  rela- 
tionship; business  relationships  of  physi- 
cians; physicians  liability;  the  medical  wit- 
ness; and  taxation  and  medical  practice. 

Though  the  lectures  are  elective,  interest 
and  attendance  indicate  the  value  and  need 
of  such  discussions  to  medical  students  and 
physicians  entering  practice. 


NATIONAL  NEWS 


The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

The  American  Medical  Association  sup- 
ports a five-year  extension  of  the  Vaccina- 
tion Assistance  Act.  Dr.  James  Z.  Appel, 
Lancaster,  Pa.,  president  elect  of  the  AMA, 
and  Dr.  Robert  C.  Long,  Louisville,  Ky.,  a 
member  of  the  AMA  board  of  trustees,  pre- 
sented AMA’s  position  on  the  vaccination 
program  and  three  other  health  care  bills  at 
a hearing  of  the  house  commerce  commit- 
tee. 

“Medicine,  on  the  national,  state,  county, 
and  community  levels,  has  consistently 
worked  to  bring  to  its  patients  the  benefit 
of  advances  in  medical  research  and  devel- 
opment,” Dr.  Appel  said.  The  physicians  of 
America  and  the  Public  Health  Service 
have  long  been  partners  in  the  fight  against 
disease  and  in  the  campaign  to  eradicate 
contagious  disease  wherever  it  is  found. 

“The  Vaccination  Assistance  Act  of  1962 
was  enacted  (with  AMA  support)  in  recog- 
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nition  of  the  fact  that  there  existed  all  over 
the  country  pockets  of  people,  particularly 
children,  who  were  not  utilizing,  or  who 
did  not  have  available  to  them,  vaccines  for 
the  prevention  of  poliomyelitis,  diphtheria, 
whooping  cough,  and  tetanus.  The  Act  au- 
thorizes grants  to  the  states  to  enable  them 
to  engage  in  a concentrated  campaign  to 
provide  immunization  to  people  in  these 
pockets.  We  believe  that  substantial  prog- 
ress has  been  made,  and  we  recommended 
the  program’s  continuation.  . . . Medical 
research  has  since  1962  provided  an  effec- 
tive vaccine  against  measles.  An  intensive 
vaccination  program  directed  at  preschool 
age  children  can  dramatically  lessen  the  in- 
cidence of  the  disease  and  reduce  or  elimi- 
nate the  serious  residual  effects  which  are 
sometimes  attendant  with  the  disease.  We 
therefore  believe  that  it  is  most  fitting  that 
in  extending  the  Vaccination  Act,  H.R.  2986 
include  measles  in  the  authorized  vaccina- 
tion programs.” 

The  AMA  also  supported  a five-year 
extension  of  the  federal  grant  program 
for  family  health  services  for  migratory 
workers. 

The  AMA  opposed  legislation  that  would 
authorize  the  Public  Health  Service  to  con- 
struct and  operate  regional  or  national  re- 
search facilities.  Dr.  Appel  said:  “We  fail 
to  see  how  research  can  be  classified  as  ‘re- 
gional’ or  ‘national’  or  ‘local.’  Research  in 
cancer  which  may  be  carried  on  in  a medi- 
cal school  research  facility  in  a midwestern 
city  is  as  ‘national’  in  character  as  if  it 
were  carried  on  in  a city  on  the  west  coast. 
Research  in  heart  disease,  or  in  any  of  the 
many  areas  of  interest  to  medical  science, 
has  no  geographic  bounds.  We  believe  that 
the  country  will  best  be  served  through 
the  utilization  of  the  experience  and  knowl- 
edge of  institutions  which  are  currently  en- 
gaged in  medical  research.  Their  record  is 
a good  one.  We  see  no  reason  for  begin- 
ning a new  program  which  would  require 
many  months  or  years  and  large  sums  of 
money,  and  which  would  compete  for 
scarce  skilled  research  manpower.” 

Dr.  Long  outlined  the  AMA’s  opposition 
to  use  of  federal  matching  funds  for  initial 
staffing  of  community  health  centers.  “We 
believe  that  once  the  center  has  been  con- 
structed, the  community  should  assume  the 


remaining  responsibility.  The  providing  of 
medical  care  is  essentially  a community 
affair.  The  federal  government’s  participa- 
tion in  a matching  grant  program  stimulates 
the  start  of  the  local  program  and  helps  the 
state  or  community  overcome  the  initial 
heavy  financial  burden.  Most  often,  the 
problem  initially  facing  a community  is  the 
one-time  large  construction-cost  expendi- 
ture. Assistance  here,  by  way  of  federal 
matching  grants,  is,  in  our  opinion,  ap- 
propriate. The  funds  for  staffing,  however, 
should  remain  the  sole  responsibility  of  the 
local  community.  There  does  not  appear  to 
be  any  justification  for  federal  participation 
in  financing  this  type  of  expense,  nor  is  it 
likely  to  phase  out,  as  stated  in  the  bill, 
once  the  federal  government  has  assumed 
this  responsibility.  If  the  community  can- 
not, or  will  not,  support  the  program  from 
its  beginning  years,  it  is  not  likely  to  do  so 
later.” 

As  for  legislation  that  would  authorize 
federal  mortgage  insurance  and  loans  to 
help  finance  the  cost  of  constructing  and 
equipping  facilities  for  the  group  practice 
of  medicine  and  dentistry,  the  AMA  said: 

“We  do  not  believe  that  this  proposal  for 
federal  subsidy  can  be  justified.  Special 
preference  to  physicians  who  will  be  eligi- 
ble for  the  loan  or  mortgage  insurance  un- 
der this  measure  can  only  be  supported  on 
the  basis  that  adequate  sources  of  financing 
do  not  exist  through  banks,  insurance  com- 
panies, and  other  agencies.  We  know  of  no 
such  evidence.  It  has  not  been  demonstrat- 
ed that  this  legislation  is  required  to  ex- 
pand currently  available  public  or  private 
funds  to  finance  or  insure  the  construction 
and  equipping  of  medical  or  dental  groups. 
The  bill  specifies  that  the  surgeon  general 
shall  give  preference  to,  in  effect,  closed 
panel  prepaid  group  health  plans.  This  pri- 
ority discriminates  against  other  physicians 
in  private  practice  either  as  solo  practi- 
tioners or  in  partnerships  or  groups.” 

The  AMA  also  has  emphasized  to  Con- 
gress that  the  Johnson  Administration’s 
plan  for  a network  of  regional  medical  com- 
plexes could  have  “significant  impact”  upon 
the  practice  of  medicine  in  the  United 
States.  Dr.  F.  J.  L.  Blasingame,  executive 
vice  president  of  AMA,  advised  Sen.  Lister 
Hill  (D.,  Ala.) , chairman  of  the  senate  la- 
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bor  and  public  welfare  committee,  that  the 
AMA  could  not  testify  on  short  notice  on  S. 
596,  the  “Heart  Disease,  Cancer  and  Stroke 
Amendments  of  1965.”  Despite  the  far- 
reaching  potentialities  of  the  legislation, 
Hill  unexpectedly  called  two  days  of  hear- 
ings on  short  notice  in  February.  In  a letter 
to  Senator  Hill,  Dr.  Blasingame  said:  “We 
regret  that  we  found  it  necessary  to  inform 
you  that  we  could  not  present  the  Associa- 
tion’s views  at  that  time.  Because  of  the 
short  notice  given  of  the  hearings,  it  was 
not  possible  to  accord  this  important  leg- 
islation the  proper  measure  of  consideration 
which  it  warrants.  We  are  sure  that  this 
committee  must  appreciate  the  tremendous 
significance  of  the  legislation  before  it.  The 
purposes  of  it,  namely  to  assist  in  combat- 
ting heart  disease,  cancer  and  stroke,  and 
other  major  diseases,  are  most  laudatory. 
The  eradication  or  control  of  such  diseases, 
as  well  as  of  all  other  medical  afflictions 
of  man,  has  been,  and  continues  to  be,  an 
active  concern  and  goal  of  medicine.  We 
deem  it  imperative  that  S.  596  be  given 
consideration  commensurate  with  the  sig- 
nificant impact  which  it  could  have  upon 
the  course  of  medicine  and  upon  the  health 
needs  of  our  citizens.  The  Assocition  has 
initiated  steps  within  its  organization  to 
give  to  S.596  a most  careful  analysis  of  its 
intent  and  the  manner  in  which  it  is  sought 
to  be  implemented  and  achieved.  We  cannot 
urge  too  strongly  to  this  committee  that 
this  legislation  raises  considerations  with 
far-reaching  ramifications  and  with  a po- 
tential of  far-reaching  effects  upon  the  na- 
tion’s health  needs.  The  course  to  be  charted 
must  represent  the  most  judicious  employ- 
ment of  the  nation’s  medical  resources.” 

The  bill  would  amend  the  Public  Health 
Service  Act  by  adding  a new  title  which 
would  authorize  the  appropriation  of  $50 
million  for  fiscal  1966,  and  such  sums  as 
may  be  necessary  for  the  next  four  years, 
to  be  used  as  grants  to  assist  public  or  pri- 
vate nonprofit  universities,  medical  schools, 
research  institutions,  and  other  public  or 
nonprofit  institutions  and  agencies  in  the 
planning,  establishing,  and  operating  of  re- 
gional medical  complexes  for  research  and 
training  and  for  demonstrations  of  patient 
care  in  the  fields  of  heart  disease,  cancer, 
stroke,  and  other  major  diseases.  The  Ad- 


ministration has  refused  to  give  Congress 
the  total  amount  of  planned  expenditures 
on  the  program,  if  it  is  approved  by  Con- 
gress, over  the  five-year  period.  But  Admin- 
istration sources  estimated  $1.2  billion 
when  the  legislation  was  introduced. 

* 

President  Johnson  has  named  Dr.  Luther 
L.  Terry  for  another  four-year  term  as  sur- 
geon general  of  the  Public  Health 
Service 
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Mid-South  Postgraduate  Medical 
Assembly 

Physicians  and  students  from  seven  states 
attended  the  76th  annual  Mid-South  Post- 
graduate Medical  Assembly  held  in  Mem- 
phis, February  9-12.  Outstanding  physi- 
cians reviewed  problems  and  progress  in 
various  health  fields  for  the  benefit  of  gen- 
eral practitioners  and  specialists.  Lectures 
dealt  with  the  liver  disease  of  hepatitis, 
cancer,  ulcers,  epilepsy,  tuberculosis,  har- 
dening of  the  arteries  and  other  ailments. 
Noted  speakers  included:  Dr.  Heinz  F.  Ei- 
chenwald,  Dallas,  Texas,  of  the  department 
of  pediatrics  at  University  of  Texas  South- 
western Medical  School;  Dr.  L.  E.  Harris, 
Mayo  Graduate  School  of  Medicine,  Roch- 
ester; Dr.  William  S.  McCune,  of  the  de- 
partment of  surgery  at  George  Washington 
School  of  Medicine,  Washington,  D.C.;  Dr. 
Wilbur  A.  Thomas,  director  of  the  arterio- 
sclerosis research  program,  Albany  Medical 
College,  Albany,  New  York;  Dr.  Herman  L. 
Gardner,  Houston,  of  the  department  of  ob- 
stetrics and  gynecology,  Baylor  University 
College  of  Medicine;  and  Dr.  Robert  G. 
Fisher,  Hanover,  N.H.,  neurosurgeon  at 
Dartmouth  Medical  School. 

A Natchez,  Mississippi  doctor,  G.  Swink 
Hicks,  was  chosen  president-elect  of  the 
Mid-South  Assembly  to  succeed  Dr.  Moore 
Moore,  Jr.,  Memphis,  in  1966.  Elected  vice 
presidents  were:  Dr.  Gilbert  Kinzer  of 
Huntsville,  Alabama;  Dr.  W.  K.  Tilley  of 
Lebanon,  Tennessee;  and  Dr.  Bryan  Mayo 
of  Drew,  Mississippi. 
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Memphis  EENT  Meeting 

Specialists  from  all  parts  of  the  country 
attended  the  Memphis  Eye,  Ear,  Nose  and 
Throat  Convention  at  Hotel  Peabody,  Feb- 
ruary 6-8.  Dr.  Howard  P.  House,  of  the 
University  of  Southern  California  School  of 
Medicine,  among  the  prominent  speakers, 
discussed  problems  of  the  ear.  Dr.  Kenneth 
C.  Swan,  of  the  department  of  ophthalmolo- 
gy, of  Oregon  Medical  School,  Portland, 
discussed  advances  in  treatment  and  opera- 
tive technics  for  glaucoma  and  cataracts. 

Dr.  William  F.  Murrah  was  program 
chairman  for  the  convention. 

UT  Medical  Center,  Knoxville 

A $7  million  expansion  is  planned  for  the 
medical  complex  at  UT  in  Knoxville,  to  in- 
clude a large  professional  office  building,  a 
125-bed  private  patient  pavilion,  an  expan- 
sion of  the  present  outpatient  clinic  in  UT 
hospital,  new  Children’s  Hospital,  and  new 
Mental  Health  Center.  When  this  program 
is  executed,  the  UT  medical  center  will  rep- 
resent an  investment  of  some  $15  million, 
making  it  one  of  the  largest  in  the  South. 

* 

The  University  Hospital  completed  its 
first  post-graduate  seminar  on  February  5th 
with  some  28  area  physicians  and  19  staff 
members  of  the  hospital  taking  advantage 
of  the  course.  Dr.  Philip  C.  Schreier,  Mem- 
phis, professor  and  chairman  of  the  depart- 
ment of  obstetrics  and  gynecology  of  the 
UT  Medical  Units,  and  two  of  his  assistants 
were  lecturers  for  the  three-day  seminar. 
Dr.  William  Acuff,  director  of  medical  edu- 
cation at  University  Hospital,  stated  the 
seminar  was  for  continuing  education  for 
the  physicians  of  East  Tennessee.  Other 
seminars  will  be  held  each  quarter. 

St.  Jude  Hospital,  Memphis 

St.  Jude  Children’s  Research  Hospital  has 
received  a $46,686  three-year  grant  from 
the  National  Institute  of  Child  Health  and 
Human  Development  for  research  upon  fat 
metabolism  in  newborn  children.  The  grant 
was  made  to  Dr.  Paulus  Zee,  a native  of 
Amsterdam,  Holland  who,  since  1963,  has 
been  a member  of  the  St.  Jude  staff  and  an 
assistant  professor  of  pediatrics  at  the  Uni- 
versity of  Tennessee  Medical  Units. 


Dr.  Alec  Sehon,  a member  of  the  faculty 
of  McGill  University  of  Montreal,  Quebec, 
was  the  fifth  speaker  in  the  St.  Jude  Chil- 
dren’s Research  Hospital’s  spring  seminar 
series.  Dr.  Sehon  discussed  “Heterogeneity 
of  Antibodies  in  Sera  of  Allergic  Individ- 
uals.” 

Vanderbilt  University  School  of  Medicine 

Dr.  William  P.  Longmire,  Jr.,  chairman  of 
the  department  of  surgery,  the  University 
of  California,  Los  Angeles,  delivered  the 
13th  annual  Barney  Brooks  Memorial  Lec- 
ture on  February  19th  at  Vanderbilt  Uni- 
versity School  of  Medicine.  His  lecture 
was  entitled,  “The  Surgical  Treatment  of 
Coronary  Artery  Disease.” 

* 

A temporal  bone  bank,  designed  to  help 
research  on  causes  and  possible  eventual 
prevention  of  deafness,  is  being  established 
in  Nashville.  The  bank,  local  branch  of  a 
national  organization  sponsored  by  the 
Deafness  Research  Foundation,  will  be  un- 
der the  direction  of  Dr.  Paul  H.  Ward, 
chairman  of  the  new  department  of  oto- 
laryngology. Function  of  the  bone  bank  is 
to  enable  persons,  particularly  those  with 
hearing  problems,  to  will  their  inner  ears 
to  such  banks  for  research  and  teaching 
purposes. 

A series  of  multidisciplined  laboratories 
conducting  basic  research  into  hearing  and 
speech  disorders  under  Dr.  Ward’s  direction 
are  being  set  up  in  the  Bill  Wilkerson 
Hearing  and  Speech  Center  and  will  be 
financed  through  grants  of  the  Deafness  Re- 
search Foundation  and  the  National  Insti- 
tutes of  Health.  The  research  represents  a 
new  field  of  scientific  investigation  at  the 
Medical  School,  and  is  designed  to  provide 
basic  information  on  some  diseases  causing 
deafness,  as  well  as  eventual  methods  of 
prevention,  treatment  or  cure,  surgically, 
medically  or  through  intricate  instruments 
that  might  be  implanted  in  the  ear. 

A portrait  of  Dr.  Amos  Christie,  chairman 
of  the  department  of  pediatrics  has  been 
presented  to  the  university.  It  was  com- 
missioned by  the  nearly  100  pediatricians 
trained  by  Dr.  Christie  in  the  last  20  years, 
and  will  hang  at  the  intersection  of  the 
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hallways  leading  into  the  three  pediatric 
divisions,  general  pediatrics,  surgical  pedi- 
atrics and  pediatric  rehabilitation.  Dr. 
Christie  also  holds  the  Harvie  Branscomb 
Distinguished  Professor  Award,  having 
been  named  last  spring  as  the  first  recipient 
of  that  honor. 

National  Rehabilitation  Meeting 
Held  in  Nashville,  April  11-14 

The  1965  Region  Four  Conference  of  the 
National  Rehabilitation  Association  was 
held  in  Nashville  at  the  Andrew  Jackson 
Hotel  on  April  11-14.  Professional  workers 
in  all  phases  of  rehabilitation — including 
rehabilitation  counselors,  supervisors,  phy- 
sicians, psychologists,  mental  health  person- 
nel, employment  service  representatives, 
and  other  persons  interested  in  helping  the 
handicapped  from  a six  state  area  (Ala- 
bama, Mississippi,  South  Carolina,  Georgia, 
Florida  and  Tennessee)  attended  the 
meeting. 

State  Regulations  for  Protection 
Against  Radiation 

Regulations  for  the  control  of  ionizing  ra- 
diation were  recently  adopted  by  the  Ten- 
nessee Department  of  Public  Health.  These 
regulations  are  entitled  “State  Regulations 
for  Protection  Against  Radiation”  and  con- 
tain sections  which  provide  specific  require- 
ments for  the  control  of  various  uses  of 
radiation  machines  and  radioactive 
materials. 

Provisions  are  made  in  these  regulations 
for  State  licensing  of  most  all  radioactive 
materials. 

Present  licensees  of  the  U.  S.  Atomic  En- 
ergy Commission  will  continue  to  operate 
as  such  until  a Federal-State  agreement  is 
consummated.  This  agreement,  which  is  an- 
ticipated during  this  year,  will  permit  dis- 
continuance of  Federal  jurisdiction  and  the 
assumption  of  State  regulatory  activities  in 
the  field. 

This  transfer  of  licensing  and  regulatory 
authority  is  expected  however  to  have  little 
or  no  impact  on  these  licensees  since  li- 
censing and  operating  requirements  of  the 
State  are  identical,  in  most  respects,  to 
those  of  the  Federal  Government. 

Radioactive  materials  not  currently  li- 
censed by  the  U.  S.  Atomic  Energy  Com- 


mission, i.e.,  radium  and  other  naturally  oc- 
curring radioactive  materials  and  machine 
made  radioisotopes,  are  now  subject  to 
State  licensing.  This  licensing  will  be  ac- 
complished as  soon  as  prelicensing  surveys 
can  be  made.  It  is  anticipated  that  these 
materials  can  be  licensed  without  major 
changes  having  to  be  made  by  the 
possessors. 

Under  the  new  state  regulations,  this  cat- 
egory of  radioactive  material  will  be  han- 
dled in  a similar  manner  to  that  of  other  ra- 
dioactive materials.  Sources  and  facilities 
will  be  licensed  and  will  be  inspected  pe- 
riodically to  determine  compliance  with  li- 
censing requirements  and  adherence  to 
health  and  safety  measures. 

Radiation  machines  will  continue  to  be 
registered  by  the  department. 

The  new  regulations  are  not  expected  to 
place  any  new  burden  on  registrants.  This  is 
true  as  the  new  code,  for  the  most  part,  will 
present  no  requirements  which  will  be  alto- 
gether new  to  owners  of  radiation  equip- 
ment. Recommendations  similar  to  the  re- 
quirements of  the  code  have  been  made 
over  the  past  several  years  to  registrants 
inspected  by  the  State  Health  Department 
and  have  received  wide  acceptance. 

Glaucoma  Clinic — Portland 

The  Portland  Lions  Club  held  a “glauco- 
ma clinic”  at  the  Portland  High  School 
Gymnasium  on  February  6.  Dr.  James  E. 
Burnes,  Ophthalmologist  of  Madison,  did 
the  eye-ball  testing  of  tension.  Two  hun- 
dred and  twenty-two  persons  came  to  the 
clinic  voluntarily  for  testing.  Twenty-two 
persons  were  found  to  fall  into  the  “sus- 
picious range”  with  tension  in  at  least  one 
eye  of  over  20  mm.Hg.  Five  of  these  defi- 
nitely had  glaucoma  with  tension  in  at  least 
one  eye  of  over  25  mm.Hg. 
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Dr.  James  Lambert,  formerly  of  Waynesboro, 
has  joined  Dr.  J.  C.  Leonard  in  the  practice  of 
medicine  in  Lewisburg. 

Dr.  E.  C.  Cunningham,  Harriman,  has  been 
named  by  the  Jaycees  as  Harriman’s  Outstanding 
Young  Man  of  the  Year. 

Dr.  John  Neumann  has  been  elected  president 
of  the  Paris  Rotary  Club. 
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Dr.  Ronald  Robert  DiNella,  formerly  of  Nash- 
ville, is  associated  with  Dr.  William  K.  Owen  in 
the  practice  of  general  medicine  in  Pulaski. 

Dr.  James  G.  Hughes,  president-elect  of  the  Na- 
tional Academy  of  Pediatrics,  was  guest  of  honor 
at  a surprise  dinner  at  the  Memphis  Club.  The 
dinner  was  given  by  all  of  the  pediatricians  of 
Memphis. 

Dr.  E.  Malcolm  Stevenson,  Memphis,  has  been 
named  president  of  the  Methodist  Hospital  medi- 
cal staff,  succeeding  Dr.  John  L.  Houston.  Dr. 
John  P.  Conway  was  named  vice  president,  suc- 
ceeding Dr.  William  H.  Morse,  Dr.  Alvin  E.  Smith 
was  re-elected  to  his  third  term  as  secretary. 

Dr.  Edward  R.  Seiler,  former  resident  of  Roane 
and  Monroe  Counties  and  a staff  psychiatrist  at  a 
state  hospital  in  Chattanooga,  has  been  named  act- 
ing medical  director  at  the  Medical  Health  Cen- 
ter of  Anderson  and  Roane  Counties  at  Oak 
Ridge. 

Dr.  John  M.  Higgason,  president  of  the  Chatta- 
nooga-Hamilton  County  Medical  Society,  was 
guest  speaker  at  a recent  meeting  of  the  Sertoma 
Club. 

Dr.  Augustus  L.  Middleton,  Jr.,  assistant  pathol- 
ogist at  Jackson-Madison  County  General  Hospi- 
tal, has  recently  been  named  a Diplomate  of  the 
American  Board  of  Pathology. 

The  Collierville  Methodist  Board  of  Stewards 
presented  a certificate  of  recognition  to  Dr.  L.  P. 
Pearce  for  his  service  to  the  community  and 
Church  since  1921. 

Dr.  Robert  P.  McBurney,  an  associate  professor 
of  surgery  at  the  University  of  Tennessee  College 
of  Medicine  and  well-known  thoracic  and  vascu- 
lar surgeon,  has  been  appointed  to  the  visiting 
staff  of  Tipton  County  Memorial  Hospital. 

Drs.  Carl  Hartung,  Harold  J.  Starr,  E.  Wayne 
Gilley,  Wesley  H.  Stoneburner,  and  Jesse  E. 
Adams,  Chattanooga,  have  been  recent  guests  on  a 
local  television  program  entitled  “Point  of 
View.” 
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Calendar  of  Meetings,  1965 

State 

Tennessee  Valley  Medical  As- 
sembly, Tivoli  Theater,  Chatta- 
nooga 

Middle  Tennessee  Medical  As- 
sociation, Murfreesboro 

Regional 

West  Virginia  Academy  of 
Ophthalmology  & Otolaryngolo- 
gy, Greenbrier  Hotel,  White 
Sulphur  Springs 
Medical  Society  of  State  of 
North  Carolina,  Queen  Char- 
lotte Hotel,  Charlotte 
Medical  Association  of  Georgia, 
Augusta 


May  10-13 

Southwestern  Surgical  Con- 
gress, Velda  Rose  Hotel,  Hot 
Springs,  Ark. 

May  10-13 

Mississippi  State  Medical  Asso- 
ciation, Buena  Vista  Hotel, 
Biloxi 

May  15 

Central  States  Dermatological 
Society,  Cleveland  Clinic, 
Cleveland 

Sept.  21-23 

Kentucky  Medical  Association, 
Kentucky  Hotel,  Louisville 

National 

April  25-29 

International  Congress  of  Sur- 
geons (North  American  Fed- 
eration) Las  Vegas,  Nev. 

April  26-29 

American  Academy  of  Pedia- 
trics, Americana  Hotel,  Bal 
Harbour,  Fla. 

April  26-May  1 

American  Academy  of  Neurol- 
ogy, Sheraton  Cleveland  Hotel, 
Cleveland 

May  1 

American  College  of  Surgeons, 
Bloomington,  Illinois 

May  2-5 

American  Association  of  Plas- 
tic Surgeons,  Boca  Raton  Ho- 
tel, Boca  Raton,  Fla. 

May  3-7 

American  Psychiatric  Associa- 
tion, New  York 

May  6-8 

American  Pediatric  Society, 
Sheraton  Hotel,  Philadelphia 

May  9-13 

American  Urological  Associa- 
tion, Roosevelt  Hotel,  New 
Orleans 

May  20-22 

American  Gynecological  Socie- 
ty, Americana  Hotel,  New 
York 

May  25-26 

American  Otological  Society, 
The  Broadmoor  Hotel,  Colora- 
do Springs,  Colo. 

May  27-29 

American  Opthalmological  So- 
ciety, Homestead  Hotel,  Hot 
Springs,  Va. 

May  30-June  2 

American  Thoracic  Society, 
Palmer  House,  Chicago 

June  14-16 

American  Neurological  Asso- 
ciation, Claridge  Hotel,  Atlan- 
tic City,  N.J. 

June  17-21 

American  College  of  Chest 
Physicians,  Waldorf-Astoria, 

New  York  City 

June  20-24 

American  Medical  Association, 
Americana  Hotel,  New  York 

June  28-July  1 

American  Orthopaedic  Associa- 
tion, Homestead  Hotel,  Hot 
Springs,  Va. 

Aug.  30-Sept.  2 

American  Hospital  Association, 
San  Francisco 

Sept.  9-11 

American  Association  of  Ob- 
stetricians and  Gynecologists 
(Members  and  invited  guests), 
Homestead,  Hot  Springs,  Va. 

Evening  Course  on  Hypertension 

A course  on  hypertension  will  be  conducted  by 
the  Middle  Tennessee  Heart  Association  in  three 


Sept.  27-28 
May  20 

April  28-May  1 

May  1-5 
May  2-5 


April,  1965 


ANNOUNCEMENTS 


143 


consecutive  sessions  at  Vanderbilt  University 
Hospital.  The  sessions  will  be  held  from  7:30  p.m. 
until  9:30  p.m.  on  May  6,  May  13  and  May  20. 

The  subject  will  be  considered  from  the  stand- 
point of  etiology,  diagnosis  and  treatment.  Mem- 
bers of  the  teaching  staff  of  Vanderbilt  Universi- 
ty School  of  Medicine  will  comprise  the  faculty 
for  the  course  which  is  open  to  mid-state  physi- 
cians. There  will  be  no  registration  fee. 

Annual  Otolaryngologic  Assembly 

The  annual  Assembly  of  1965  will  be  held  Oc- 
tober 30  through  November  5,  in  the  new  Illinois 
Eye  and  Ear  Infirmary  at  the  Medical  Center, 
Chicago.  The  Department  of  Otolaryngology  of 
the  University  of  Illinois  College  of  Medicine 
offers  a condensed  postgraduate  basic  and  clinical 
program  for  practicing  otolaryngologists.  It  is 
designed  to  bring  to  specialists  current  informa- 
tion in  the  medical  and  surgical  otorhinolaryngol- 
ogy. Interested  physicians  should  direct  com- 
munications to:  Department  of  Otolaryngology, 

College  of  Medicine,  University  of  Illinois  at  the 
Medical  Center,  P.  O.  Box  6998,  Chicago,  Illinois 
60680. 

Course  in  Postgraduate  Gastroenterology 

The  annual  course  in  postgraduate  gastroen- 
terology of  the  American  College  of  Gastroenterol- 
ogy will  be  given  at  the  Americana  Hotel  in  Bal 
Harbour,  Fla.,  October  28-30.  The  faculty  for  the 
course  will  be  drawn  from  the  medical  schools  in 
and  around  Florida.  The  subject  matter  to  be 
covered,  from  the  medical  as  well  as  the  surgical 
viewpoint,  will  be  essentially,  the  diagnosis  and 
treatment  of  gastrointestinal  diseases  and  compre- 
hensive discussions  of  diseases  of  the  esophagus, 
stomach,  pancreas,  spleen,  liver  and  gallbladder, 
colon  and  rectum.  A clinical  session  will  be  held 
at  the  Mt.  Sinai  Hospital  in  addition  to  the  sev- 
eral individual  papers  to  be  presented. 

For  further  information  and  enrollment,  write 
to  the  American  College  of  Gastroenterology,  33 
West  60th  Street,  New  York,  New  York  10023. 

1965  Rorer  Awards  Contest  of  the 
American  College  of  Gastroenterology 

The  American  College  of  Gastroenterology,  in 
cooperation  with  William  H.  Rorer,  Inc.,  of  Fort 
Washington,  Pa.,  announces  the  1965  Rorer 
Awards  Contest  for  the  best  papers  in  Gastroen- 
terology. Information  on  rules  and  regulations 
and  awards  may  be  obtained  from  the  Research 
and  Scientific  Investigation  Committee,  American 
College  of  Gastroenterology,  33  West  60th  Street, 
New  York,  New  York  10023.  All  entries  must  be 
received  no  later  than  June  30,  1965. 

London  Scene  of  19th  World  Medical 
Assembly 

During  the  week  of  September  19-25,  delegates 
and  members  of  60  national  medical  associations 
will  convene  in  London  for  the  19th  World  Medi- 
cal Assembly  under  the  auspices  of  the  British 


Medical  Association.  The  initial  session  of  the 
General  Assembly  will  be  opened  by  Her  Royal 
Highness,  Princess  Margaret.  Distinguished  Brit- 
ish surgeon,  Sir  Clement  Price-Thomas,  will  be 
installed  W.M.A.  President.  The  theme  of  the 
19th  Assembly  Scientific  Program  is  “Communi- 
cable Diseases  and  Modern  Travel.”  Leading 
British  medical  authorities  will  examine  aspects 
of  the  numerous  health  problems  created  by  to- 
day’s rapid  transit.  In  addition  to  the  regular 
AMA  delegation  attending  the  Assembly,  a large 
observer  delegation  of  American  physicians  will 
participate.  Information  on  observer  credentials, 
accommodations,  individual  and  group  travel, 
medical  tours  and  sightseeing  is  available  from 
the  United  States  Committee,  W.M.A.,  10  Colum- 
bus Circle,  New  York,  New  York  10019. 

A.C.P.  Postgraduate  Course  No.  14 

The  American  College  of  Physicians  will  pre- 
sent a postgraduate  course  on  “Rehabilitation,” 
May  10-14,  1965,  in  the  Institute  of  Physical  Med- 
icine and  Rehabilitation,  400  East  34th  Street, 
New  York  16,  New  York.  The  course  will  in- 
clude, primarily,  problems  pertaining  to  patients 
who  have  suffered  cerebral  vascular  accidents 
with  resulting  hemiplegia;  discussion  on  the  reha- 
bilitation program  of  patients  with  spinal  cord  in- 
juries at  various  levels;  care  of  arthritic  and  am- 
putation patients  and  the  rehabilitation  approach 
to  patients  with  peripheral  neuropathies.  In  addi- 
tion, there  will  be  a session  each,  in  geriatrics, 
electro-diagnosis  and  electromyography.  Registra- 
tion forms  and  requests  for  information  are  to  be 
directed  to:  Edward  C.  Rosenow,  Jr.,  M.D.,  Ex- 
ecutive Director,  A.C.P.,  4200  Pine  Street,  Phila- 
delphia, Pa.  19104. 

Vanderbilt  University  School  of  Medicine 
Postgraduate  Course 

A Postgraduate  Course  entitled  “Physiologic 
Principles  in  Cardiac  Treatment”  will  be  offered 
from  April  19  to  22,  at  the  Vanderbilt  University 
School  of  Medicine.  The  management  of  patients 
in  certain  categories  will  be  approached  from  the 
standpoint  of  the  physiologic  principles  involved. 
Topics  to  be  considered  with  presentation  of  clini- 
cal material  will  include  multiple  valvular  in- 
volvement and  cardiac  surgery,  the  management 
of  arrhythmias  including  an  evaluation  of  pace- 
makers, renovascular  hypertension,  hemodialysis 
and  renal  transplantation,  and  the  genetic  aspects 
of  congenital  heart  disease. 

For  further  information  regarding  this  course 
address  the  Division  of  Continuing  Education,  B- 
4211  Vanderbilt  University  School  of  Medicine, 
Nashville. 

M 

The  Division  of  Neurology  is  offering  a one- 
day  postgraduate  on  “Diagnosis  and  Treatment  of 
Neurologic  Disorders,”  on  May  6.  This  program 
has  been  designed  to  emphasize  neurological  med- 
icine and  its  relationship  to  the  general  field  of 
internal  medicine. 

The  course  is  acceptable  for  6 accredited  hours 
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by  the  American  Academy  of  General  Practice. 
Tuition  is  $15.00.  For  further  information  ad- 
dress the  Division  of  Continuing  Education,  Room 
B-4211  Vanderbilt  University  School  of  Medicine, 
Nashville. 

* 

The  Tennessee  State  Department  of  Mental 
Health,  Central  State  Hospital  and  Vanderbilt 
University  School  of  Medicine  will  present  a one- 
day  postgraduate  course  at  Central  State  Hospital 
entitled  “Psychiatric  Seminar:  Emergency  Serv- 
ices and  Aftercare,”  on  Thursday,  May  27.  Two 
prominent  psychiatrists  from  Boston,  Massachus- 
etts will  be  guest  speakers.  Dr.  Philip  Solomon 
will  discuss  “Psychotherapy  for  the  General  Prac- 
titioner and  Dr.  Milton  Greenblatt  will  speak  on 
the  “Role  of  the  Family  Physician  in  the  Commu- 
nity Mental  Health.” 

This  course  is  acceptable  for  6 accredited  hours 
by  the  American  Academy  of  General  Practice. 
Registration  will  be  held  in  the  lobby  of  the 
Hauk  Building  at  Central  State  Hospital  begin- 
ning at  8 a.m.  Tuition  and  luncheon  by  courtesy 
of  the  Central  State  Hospital.  For  further  infor- 
mation address  the  Division  of  Continuing  Educa- 
tion, Room  B-4211  Vanderbilt  University  School 
of  Medicine,  Nashville. 

Third  Annual  Symposium  of 
Chronic  Pulmonary  Diseases 

The  Third  Annual  Symposium  of  Chronic  Pul- 
monary Diseases  will  be  held  at  Lakeshore  Lodge 
in  Chattanooga,  May  12-13.  The  following  pro- 
gram will  be  presented: 

“The  Association  and  Distinction  of  Chronic 
Bronchitis  and  Emphysema” — By  Roger  S. 
Mitchell,  M.D.,  Associate  Professor  of  Medicine, 
University  of  Colorado  School  of  Medicine;  Di- 
rector, Webb-Waring  Institute  for  Medical  Re- 
search. 

“Intermittent  Positive  Pressure  Breathing  in 
Emphysema” — Edwin  R.  Levine,  M.D.,  Assistant 
Professor  Clinical  Medicine,  Chicago  Medical 
School;  Medical  Director  Titus  Werner  Clinic; 
Vice  chairman,  Council  on  Postgraduate  Medi- 
cal Education,  American  College  of  Chest  Phy- 
sicians; Co-Chairman,  Committee  on  Inhalation 
Therapy,  A.C.C.P.;  President,  Research  Founda- 
tion for  Diseases  of  the  Chest. 


“The  Role  of  Thoracic  Surgery  in  Bronchitis, 
Emphysema  and  Asthma” — J.  Maxwell  Cham- 
berlain, M.D.,  Associate  Clinical  Professor  of 
Surgery,  Columbia  College  Physicians  and  Sur- 
geons; American  Board  of  Thoracic  Surgery; 
American  Board  of  Surgery;  Chairman  of  the 
Founding  Committee  of  the  Society  of  Thoracic 
Surgeons. 

Following  the  above  presentations  on  May  12,  a 
round  table  discussion  entitled  “Recent  Advances 
in  Pulmonary  Diseases”  will  be  moderated  by  Dr. 
Warren  B.  Henry,  Chattanooga.  Panelists  will 
include  Drs.  Chamberlain,  Levine  and  Mitchell. 

The  program  on  May  13  will  include:  “The 
Tuberculin  Test  and  Tuberculosis  Control”  by 
Dr.  Levine;  “Treatment  of  Tuberculosis  in  the 
Drug  Resistant  Patient”  by  Dr.  Mitchell;  “Early 
Resection  in  Tuberculosis”  by  Dr.  Chamberlain; 
and  a round  table  discussion  entitled  “The  Ideal 
Program  for  Tuberculosis  Control”  moderated  by 
Dr.  Carl  A.  Hartung,  Chattanooga. 

The  Banquet  Speaker  on  Wednesday  evening, 
May  12th,  will  be  David  M.  Abshire,  Ph.D.,  Ex- 
ecutive Secretary  of  the  Center  for  Strategic 
Studies  at  Georgetown  University.  Dr.  Abshire’s 
subject  will  be  “Danger  Ahead:  U.  S.  Foreign 
Policy  at  the  Crossroads.” 

The  program  is  acceptable  for  5 accredited 
hours  by  the  American  Academy  of  General  Prac- 
tice. Additional  information  may  be  obtained 
from  Dr.  L.  Spires  Whitaker,  Symposium  Chair- 
man, 823  McCallie  Avenue,  Chattanooga,  Tennes- 
see 37403. 


INTERN  for  busy  clinic  with  60  bed  hospital 
attached.  Excellent  remuneration.  Fairwood 
General  Hospital  and  Medical  Center — 
4050  E.  12  Mile  Road — Warren,  Michigan 
(suburban  Detroit.)  Call  collect  for  inter- 
view appointment  SL  5-2500. 
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A Call  To  Action* 

WALTER  R.  COURTENAY,  D.D.,|  Nashville,  Tenn. 


I come  to  you  as  a clergyman,  and  yet  I 
never  think  of  myself  in  such  terms,  for  to 
me  a clergyman  is  a member  of  a closed 
corporation  of  priests,  and  I belong  to  no 
such  corporation. 

Rather  I come  as 

— A man  who  knows  a Man  I would  like 
all  men  to  know  as  I know  Him, 

— A teacher  of  faith  and  faithfulness, 

— A cheerleader  of  those  who  never  quit, 
— An  encourager  of  the  sick,  the  sad,  the 
guilt  burdened,  and  the  temporarily 
defeated, 

— A challenger  of  the  young,  a companion 
to  those  of  many  years, 

— A champion  of  good  morals,  good  man- 
ners and  good  government, 

— A foe  of  bad  morals,  bad  manners  and 
bad  government, 

— A friend  to  all  who  love  goodness  and 
honor,  spiced  adequately  with  good  hu- 
mor and  commonsense, 

—A  sensible  conservative  crusading  for 
a responsible  church  in  a chaotic  world. 
I am  a pastor,  a shepherd  with  a flock. 
My  flock  is  in  Nashville,  Tennessee,  not 
Selma,  not  Philadelphia,  not  New  York  and 
not  Los  Angeles.  As  a shepherd  I must 
know  my  sheep  and  be  known  by  mine.  It 
is  my  privilege  to  lead,  it  is  not  my  prerog- 
ative to  drive.  I must  not  be  so  far  out  in 
front  that  they  can  neither  see  nor  hear  me, 
nor  yet  so  far  behind  that  communications 
are  impossible.  As  a shepherd  I must  learn 
from  Him  who  went  about  doing  good. 

I am  also  a minister,  one  who  serves,  one 
who  ministers  to  the  needs  of  others.  Like 


* Address  presented  at  the  Impact  Breakfast, 
upon  the  occasion  of  the  Annual  meeting  of  the 
Tennessee  Medical  Association,  April  13,  1965, 
Chattanooga,  Tenn. 
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a physician  it  is  my  task  to  deal  with  the 
ailments  of  persons,  to  try  to  meet  their 
needs.  It  is  not  my  job  to  condemn  them  be- 
cause they  are  not  well,  nor  yet  to  excom- 
municate them  because  they  lack  perfec- 
tion. It  is  my  job  to  listen,  to  observe,  to  an- 
alyze and  to  prescribe,  to  do  what  any  per- 
son does  who  is  interested  in  people  and 
the  things  that  cripple,  worry  and  sicken 
them. 

I am  also  a voice,  to  inform,  to  stimulate, 
to  challenge,  to  correct,  to  counsel,  to  com- 
fort, to  enrich  and  to  redeem. 

I am  also  a man,  a man  like  all  other  men, 
with  a body  to  be  nurtured,  sanitized, 
clothed,  sheltered,  exercised,  rested  and 
conserved;  with  a mind  to  be  fed,  a con- 
science to  be  obeyed,  an  inheritance  to  be 
valued  and  added  to,  and  descendants  to  re- 
member and  to  bless. 

I am  a Christian  man,  in  the  Presbyterian 
mold,  a man  under  orders.  I am  not  free  to 
do  what  I please  nor  what  pleases  others.  I 
dare  not  try  to  live  my  life  in  terms  of  life’s 
horizontal  axis  only,  but  must  constantly 
remind  myself  that  there  is  a vertical  axis 
that  gives  significance  to  the  horizontal.  I 
must  remember  that  the  quality  of  life  is 
more  important  than  its  quantity,  and  that 
it  is  not  enough  that  we  prolong  life;  we 
must  also  improve  it. 

I am  also  a citizen,  a tax  payer,  a parti- 
cipator in  superior  or  inferior  governments, 
and  therefore  the  builder  of  better  things 
or  worse. 

Like  all  other  human  beings  my  life  has 
been  shaped  by  three  forces,  heredity,  envi- 
ronment and  response.  During  the  last  one 
hundred  years,  since  the  time  of  Charles 
Darwin,  we  have  tended  to  emphasize  the 
importance  of  environment  rather  than  he- 
redity, trying  to  make  man  in  the  image  of 
our  theories.  We  created  the  behaviouris- 
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tic  school  of  philosophy  and  psychology  in 
consequence,  believing  that  environment 
and  its  conditioning  powers  were  all-impor- 
tant. Thus  Dewey  and  others  believed  that 
any  normal  child  could  become  whatever 
his  instructors  wanted  him  to  be,  that 
Pavlov’s  dog  would  respond  to  a bell  and 
an  empty  plate  just  as  avidly  as  to  a bell 
and  a dish  full  of  Gravy  Train.  Education 
has  been  saturated  with  the  conditioning 
concept  of  environment,  and  the  animal  in 
man  has  become  of  major  importance.  Just 
as  we  train  animals  to  do  certain  things 
well,  so  we  train  human  beings,  although 
our  work  with  the  latter  is  inferior  to  that 
of  the  former  on  a performance  basis. 

I am  pleased  to  see  that  we  are  now  re- 
turning at  least  a little  bit  to  the  older  con- 
cept of  the  importance  of  heredity.  To  me 
heredity  is  a stronger  force  than  environ- 
ment. In  terms  of  the  masses  maybe  envi- 
ronment is  stronger,  but  in  terms  of  indi- 
viduals, in  terms  of  people  of  great  ability, 
of  leadership  potentials,  I believe  that  he- 
redity precedes  environment  as  a shaper  of 
men.  If  environment  is  as  powerful  as  men 
say,  then  man  ought  always  to  be  only 
what  his  environment  will  let  him  be.  It  is 
my  observation  that  it  is  those  persons  who 
have  mastered  environment,  who  refuse  to 
be  conditioned  by  it,  who  rise  above  it  and 
dominate  it,  that  bless  the  earth.  Let  it  be 
said  that  I am  on  the  side  of  heredity,  and 
being  a cattle  breeder  as  well  as  a student 
of  human  nature,  I cannot  feel  otherwise. 
Pedigrees  are  important,  and  that,  along 
with  special  qualities  in  the  individual, 
makes  for  progress.  Too  many  have  risen 
above  slum  conditions,  poverty,  illiteracy, 
ill  health,  and  all  the  rest  for  me  to  believe 
that  environment  is  as  important  as  many 
have  believed. 

Here  is  a good  place  for  me  to  inject  an- 
other Courtenay  belief,  namely,  that  man 
lives  by  his  feelings  rather  than  by  his  log- 
ic, or  better  still,  he  lives  by  the  logic  of  his 
mind — sometimes,  and  by  the  logic  of  his 
feelings  the  rest  of  the  time.  Even  the  logi- 
cian falls  in  and  out  of  love,  in  and  out  of 
favor,  in  and  out  of  positions,  and  is  victim 
to  his  changing  moods.  Surely  his  moods, 
his  feelings  have  more  to  do  with  his  char- 
acter attributes  than  his  logic.  He  is  not 
mereiy  what  his  logic  will  let  him  be,  he  is 


also  what  his  responses  will  let  him  be,  and 
that  has  to  do  with  the  world  of  emotions 
and  feelings. 

Emotional  response  is  everything.  Doctors 
watch  for  it  in  patients.  I watch  for  it  in 
friends  and  parishioners.  Governments 
watch  for  it  in  voters,  manufacturers  and 
merchants  watch  for  it  in  customers,  and 
God  must  watch  for  it  in  His  children.  Ac- 
cording to  their  responses  so  are  they.  Re- 
sponse is  indicative  of  health  or  illness,  nor- 
malcy or  abnormalcy,  in  all  areas  of  human 
life,  in  the  mind,  the  body,  the  home,  the 
community,  the  nation  and  the  world.  How 
men  feel  is  as  important  as  how  they  think, 
and  sometimes  more  so! 

All  of  which  brings  me  to  observe  that 
communism,  socialism  and  do-goodism  be- 
lieve wholeheartedly  in  the  power  of  envi- 
ronment to  produce  the  kind  of  people  our 
world  needs.  It  must  be  said  of  them  that 
they  sound  logical  even  when  the  hearer 
knows  that  they  are  illogical  in  both  design 
and  purpose.  They  believe  in  a managed 
environment,  an  environment  scientifically 
created  to  produce  manageable  people. 
They  believe  in  brainwashing  people  into 
conformity  with  their  system.  Now,  while 
all  men  are  brainwashed  to  some  degree, 
communists,  socialists,  and  do-gooders  are 
brainwashed  to  a marked  degree.  In  a sys- 
tem like  ours  we  believe  in  sharing  a maxi- 
mum of  information,  inculcating  a maxi- 
mum of  honor  and  dedication,  and  season- 
ing the  whole  with  the  spice  of  common- 
sense  and  religious  faith,  and  leaving  the 
outcome  to  the  individual.  We  believe  in 
an  open  society.  We  believe  that  it  is  right 
that  some  should  climb  and  succeed,  and 
that  some  should  fail  and  fall.  We  believe 
that  there  should  be  a top  for  those  who 
have  what  it  takes,  and  a bottom  for  those 
who  do  not.  Human  nature  is  that  way, 
and  so  is  life.  You  cannot  prevent  some 
from  going  up.  You  cannot  prevent  others 
from  falling  down.  That  does  not  mean 
that  we  are  indifferent  to  dangers  at  both 
top  and  bottom,  but  rather,  that  we  are 
conscious  that  there  must  be  in  any  open 
society,  any  free  society,  both  terminals. 

In  a statism  society  everything  must  be 
managed.  Man  must  be  made  manageable 
by  those  in  political  power.  He  must  be 
made  willing  to  do  their  will  even  when  it 


May,  1965 


A CALL  TO  ACTION — Courtenay 


149 


is  against  his  own  best  interest.  He  must  be 
anti-democracy,  anti-free  enterprise,  anti- 
free society,  anti-free  choice,  and  anti-free 
faith.  He  must  surrender  himself  to  a con- 
trolled press,  controlled  education,  con- 
trolled industry,  controlled  communications, 
controlled  transportation,  controlled  medi- 
cine, and  controlled  religion.  There  must 
be  a commissar  for  every  half  dozen  com- 
munists, and  they  must  be  made  conscious 
of  the  fact  that  Big  Brother  is  watching 
them. 

Statism  always  connotes  control,  and  con- 
trol always  connotes  coercion,  and  control 
and  coercion  always  connote  penalties,  and 
the  whole  business  connotes  the  end  of 
freedom  for  the  individual,  save  those  who 
sit  in  power  over  all  men. 

Just  as  we  have  a variety  of  communist 
systems  in  the  world,  so  do  we  have  a va- 
riety of  socialistic  systems.  The  communist 
system  in  Red  China  differs  drastically 
from  that  of  Russia.  Poland’s  system  is  not 
the  same  as  that  of  Hungary  or  Yugoslavia. 
All  except  Red  China  are  now  a strange 
mixture  of  statism  and  free  enterprise. 

The  same  holds  true  for  socialist  states. 
Sweden  is  perhaps  the  most  socialized 
country  in  the  world,  and  with  more  emo- 
tional problems  than  most.  Her  system  is 
not  the  same  as  that  of  the  British,  nor  is  it 
the  same  as  our  new  blend  of  Americanism. 

One  thing  seems  clear  as  one  reads  the 
history  of  the  British  and  our  own  people; 
no  one  will  ever  be  able  to  socialize  us  in 
any  maximum  sense.  Freedom  is  bred  into 
us.  Individualism  is  our  heritage.  Our 
thinking  and  feeling  processes  rebel  at  the 
idea  of  cradle  to  the  grave  governmental 
nursing.  We  do  not  take  easily  the  dosage 
communism  and  socialism  ask  people  like  us 
to  swallow. 

But  by  the  same  token  we  are  willing  to 
be  socialized  to  a degree,  and  it  is  this  fact 
that  has  created  a governmental  philosophy 
that  has  been  called  creeping  socialism, 
nibbling  socialism,  sneaky  socialism.  So- 
cialism in  the  classical  sense  will  never 
characterize  life  in  America,  but  partial  so- 
cialism will.  We  have  discovered  in  the  last 
thirty  years  that  we  can  achieve  socialistic 
aims  by  democratic  processes  without  de- 
claring ourselves  socialists  in  any  sense. 
We  can  leave  industry,  the  press,  communi- 


cations, transportation,  and  such  in  private 
hands,  but  we  can  so  control  them  by  law 
that  they  will  no  longer  be  free  in  the  truly 
American  sense  our  forefathers  knew.  Pri- 
vate capitalism  will  increasingly  become 
managed  capitalism,  managed,  that  is,  by 
Washington.  No  candidate  for  office  is  going 
to  declare  himself  a socialist  any  more  than 
any  is  going  to  declare  himself  a commu- 
nist, but  a candidate  from  either  party  can 
propose  and  promote  socialistic  objectives 
under  party  labels,  and  with  general  public 
approval. 

Who  can  argue  against  the  trends  of  our 
times:  Bigger  and  bigger  centralized  gov- 
ernment in  Washington,  more  lavish  spend- 
ing, taller  debts,  increased  controls  over 
businesses  in  all  forms,  the  decline  of  state 
prerogatives,  the  advance  of  bureaucracy  at 
the  top,  the  erosion  of  major  rights  for  the 
benefit  of  minority  rights,  and  the  steady 
propaganda  that  all  help  must  stem  from 
Washington,  from  those  who  know  better 
than  all  others  what  is  best  for  the  nation. 
In  matters  of  finance,  business,  education, 
voting,  interpretation  of  law,  police  powers, 
labor  practices,  wage  scales  and  medical 
services,  we  can  only  anticipate  more  and 
more  controls  from  Washington.  The  Uni- 
ted States  are  rapidly  becoming  the  United 
State. 

Who  would  have  dreamed  fifty  years  ago 
that  what  is  accepted  now  as  normal  would 
even  have  been  proposed!  Who  would 
have  believed  that  communities  and  states 
would  have  willingly  surrendered  their 
constitutional  rights,  their  own  self-reliance 
and  independence  to  the  scrutiny  and  sov- 
ereign will  of  Washington? 

It  has  happened  and  continues  to  happen, 
and  all  because  the  purse  strings  are  held 
by  those  we  send  to  the  House  and  the  Sen- 
ate. They  drain  so  much  of  our  financial 
strength  out  of  our  communities  and  states 
that  we  are  almost  solely  dependent  on 
them  for  the  curing  of  maladjustments  and 
the  creating  of  new  programs  of  advance. 
We  can  do  nothing  without  aid  from  Wash- 
ington, and  it  is  this  fact  that  continues  to 
erode  the  independence  and  sovereignty  of 
states  and  communities.  The  “feed  trough” 
is  in  the  Capital,  and  if  you  want  to  be  fed 
you  must  look  in  that  direction  and  “co-op- 
erate.” How  can  it  be  otherwise!  The  fed- 
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eral  programs  and  projects  in  every  state 
are  so  numerous  in  number  and  high  in  ex- 
penditures that  few  states  could  continue 
without  such  sources  of  income.  So  much  of 
our  prosperity  stems  from  government  pro- 
grams that  there  does  not  seem  to  be  any 
way  of  discontinuing  them  without  disas- 
trous results  locally.  To  some  this  is  a sign 
of  prosperity,  to  others  political  power,  to 
others  the  supine  surrender  of  the  states  to 
federal  control.  Whoever  controls  the 
purse  strings  controls,  and  under  the  strong 
trends  now  in  vogue  one  can  only  antici- 
pate an  increased  emphasis  upon  federal 
leadership,  aid  and  control  rather  than 
less. 

Many  in  America  do  not  like  what  has 
happened.  They  are  apprehensive  because 
of  the  larger  role  being  played  by  Washing- 
ton. They  fear  centralized  authority,  the 
bureaucracy  born  therof,  and  the  steady 
erosion  of  self-reliance,  independence,  self- 
help,  self-sacrifice,  self-financing,  hard  work 
and  frugality  that  have  always  been  the 
trademarks  of  a true  American.  Welfar- 
ism, based  on  the  assumption  that  the  bet- 
ter-off portion  of  our  population  actually 
created  the  circumstances  under  which  the 
less-better-off  live,  has  about  ruined  any 
hope  that  Americans  will  ever  again  stand 
on  their  own  two  feet  and  think,  pray  and 
work  their  way  to  basic  answers  in  the  eco- 
nomic realm.  So  true  is  this  that  true  pa- 
triots are  now  suspect.  A man  can  be  as 
far  to  the  left  as  Lenin,  indifferent  to 
American  history,  human  nature,  sound 
economics  and  sound  sociology,  and  be  ac- 
ceptable to  the  administration,  most  college 
professors  and  news  commentators.  But  let 
anyone,  be  he  George  Washington  himself, 
step  even  one  stride  to  the  right  of  center 
and  he  is  smeared  as  a mossback,  a hang- 
over, a reversionist,  a stupid  Republican,  or 
a phony  from  Mississippi.  Those  who  real- 
ly put  the  welfare  of  the  nation  ahead  of 
welfare  and  party  vote  getting  are  brushed 
aside  as  persons  of  questionable  value. 

No  wonder  government  today  is  Ameri- 
ca’s biggest  business,  and  the  biggest  busi- 
ness of  this  biggest  of  governments  is  wel- 
fare. Labor  leaders  who  create  no  new  jobs, 
design  no  new  products,  fashion  no  market- 
ing systems,  but  do  succeed  in  holding 
down  production  while  increasing  the  costs 


of  production,  are  the  darlings  of  those 
whose  future  depends  upon  votes.  Employ- 
ers who  create  jobs,  new  products,  new 
processes,  new  marketing  techniques,  larger 
payrolls,  larger  tax  contributions,  and 
whose  role  in  American  life  has  always 
been  of  the  highest  value  to  the  nation  are 
treated  as  of  only  secondary  importance. 
There  are  not  as  many  employers  as  there 
are  employees,  and  every  politician  knows 
that. 

No  wonder  we  now  have  government  by 
promises  rather  than  by  principles.  No 
wonder  the  Supreme  Court  first  decides 
how  it  wants  a law  to  work  and  then  rules 
accordingly.  No  wonder  we  now  have  leg- 
islation born  of  mob  pressures  and  hysteria 
rather  than  by  the  sound  thinking  of  men 
dedicated  to  some  very  basic  moral  rules. 
Apparently  the  day  has  arrived  when  a 
politician  can  promise  the  moon  and  the 
stars  without  any  fear  of  ever  having  to  de- 
liver. If  he  does  not  promise  more  than  the 
opposition,  who  will  vote  for  him? 

You  men  and  women  are  doctors,  mem- 
bers of  the  most  highly  regarded  group  in 
America.  All  my  life  I have  put  you  on  the 
top  round  of  the  social  ladder,  and  have  al- 
ways regarded  you  with  deep  appreciation 
and  esteem.  But  let  me  tell  you  a story, 
the  story  of  the  hypochondriac  who  kept 
seeking  medical  help.  Everyone  knew  his 
liking  for  pills  and  poultices  and  so  paid 
very  little  attention  to  him.  When  the  fel- 
low died  he  had  inscribed  on  his  tombstone 
these  words,  “I  told  you  I was  sick.” 

Most  of  you  have  felt  for  years  now  that 
America  was  sick,  but  what  have  you  done 
about  it?  You  have  complained  and  criti- 
cized, but  what  have  you  really  done  to 
help  your  representatives  do  a better  job, 
and  to  place  before  them  your  views  con- 
cerning the  trends  of  our  times?  What  has 
been  the  weight  of  your  vote  efforts  in  re- 
cent years?  To  what  extent  have  you  in- 
vested your  funds  and  your  influence  on 
behalf  of  better  government? 

Recently  a member  of  your  profession 
commented  to  me  that  doctors  are  noto- 
riously guilty  of  shirking  their  civic 
responsibilities.  Why?  Some  say  they  are 
too  busy,  others  that  they  do  not  want  to 
get  involved,  and  still  others  that  such 
would  be  beneath  the  dignity  of  their  call- 
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ing.  May  I remind  all  such  of  the  words, 
“To  whom  much  is  given  much  shall  be  re- 
quired.” America  has  given  her  doctor 
sons  and  daughters  more  of  the  good  things 
of  life  than  any  other  professional  group  in 
the  nation.  And  America  needs  you!  You 
are  trained  to  diagnose  illnesses,  departures 
from  normalcy  in  health  and  function. 
Above  all  others  you  should  have  seen  the 
handwriting  on  the  wall  years  ago  and 
done  something  about  it.  Why  did  you  not 
use  your  diagnostic  skills  and  training  on 
the  body  politic? 

Above  most  of  our  citizens  you  have  been 
trained  to  sacrifice  your  own  comfort  and 
pleasure  for  that  of  your  patients.  Why 
have  you  not  suffered  more  for  the  Ameri- 
can patient,  this  country  that  is  your 
land? 

You  are  also  those  who  by  training  have 
been  qualified  to  prescribe  remedies  that 
men  may  be  whole,  healthy,  full  of  sound 
health  and  well  rounded  with  the  necessary 
ingredients  thereof.  Why  have  you  not 
done  a better  job  of  prescribing  for  the 
American  patient,  this  land  that  is  yours? 

If  you  are  like  the  members  of  my  con- 
gregation who  are  members  of  your  profes- 
sion, you  are  concerned  enough  to  be  active 
men  in  the  church,  active  men  in  the  com- 
munity, and  active  men  in  the  life  of  the 
nation.  It  is  not  enough  that  you  are  good 
doctors,  you  must  also  be  good  citizens. 

American  democracy  needs  your  interest, 
influence  and  financial  support.  American 
free  enterprise  needs  more  than  lip  service 
from  you.  You  are  the  trained  ones,  the  es- 
teemed ones,  the  privileged  ones,  and 
America  needs  your  best  diagnosis,  your 
most  generous  sharing  of  time  and  talent, 
and  your  ability  to  prescribe  remedies  that 
will  give  our  land  new  health,  wholeness 
and  long  life. 

You  are  also  a vulnerable  group.  You 
know  that.  Everyone  thinks  that  you  are 
rich,  privileged,  overly  independent  and 
overly  indifferent  to  the  general  welfare  of 
communities  and  nation.  In  the  rising  wel- 
fare state  that  is  now  reality  you  are  sitting 
ducks.  You  are  fair  game  for  every  dema- 
gogue that  strides  across  a public  platform. 
The  more  you  complain,  the  more  you  re- 
sent, the  more  you  oppose,  the  more  you 
support  those  who  cannot  support  the  drift 


to  the  left,  the  more  you  will  be  misunder- 
stood and  misquoted.  Yet,  you  must  speak. 
Yet,  you  must  work.  Yet,  you  must  give  of 
yourselves  and  your  means  in  a political 
sense.  As  goes  the  government  of  a people 
so  go  the  people.  It  is  imperative  that  you 
be  active  in  behalf  of  government  that  is 
sound  in  concept  and  sound  in  operation. 

Perhaps  I am  overly  concerned,  but  I 
fear  centralized  government  as  I fear  noth- 
ing else,  and  I am  unconvinced  that  those 
we  send  to  Washington  are  our  brainiest 
and  best  citizens.  Many  are,  but  many  are 
not.  Nowhere  is  self-interest  more  power- 
ful than  in  the  life  of  a politician.  It  is  in 
all  of  us,  but  in  him  it  reaches  its  zenith. 
Self-interest  makes  us  defensive,  aggres- 
sive, and  determines  our  views  on  most  sub- 
jects. We  all  work  from  a basis  of  self-in- 
terest, and  it  then  comes  down  to  a ques- 
tion as  to  whose  self-interest  shall  predomi- 
nate in  government: 

— the  self-interest  of  the  politicians  who 
depend  on  votes; 

— the  self-interest  of  a public  that  is  more 
interested  in  handouts,  shortcuts,  and 
special  privileges  than  in  good  govern- 
ment; 

— the  self-interest  of  employers  whose  pri- 
mary interest  is  growth  and  profits; 

— the  self-interest  of  labor  unions  whose 
primary  interest  is  the  control  of  union 
members  and  industries; 

— the  self-interest  of  racial  minorities  pri- 
marily interested  in  rights  with  or  with- 
out responsibilities; 

— and  the  self-interest  of  others,  including 
doctors,  who  seek  special  privileges  for 
themselves. 

Let  it  be  said  here  that  the  politician  is 
trained  to  give  people  what  they  want  even 
if  it  kills  them.  But  you  were  trained  to 
give  people  what  they  need.  Politicians  can 
afford  to  have  visions  and  to  prescribe  im- 
practical remedies  for  public  illnesses,  you 
cannot.  You  are  practical  men  practicing  a 
practical  form  of  art,  and  you  must  help 
your  patients. 

It  is  often  said  that  it  is  the  merchant’s 
job  to  please  his  customer.  I presume  the 
same  is  true  of  governments  and  doctors, 
but  you  can  please  your  customer  only  by 
making  him  well,  relieving  him  of  discom- 
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fort,  and  helping  him  be  a healthy,  whole- 
some person. 

Have  I helped  you?  Do  you  see  any 
more  clearly  your  duty  in  this  day?  I do 
not  believe  that  anyone  can  reverse  the 
trends  of  our  times.  It  is  part  of  history, 
part  of  whatever  it  is  that  is  killing  off  the 
past  and  endeavoring  to  bring  to  birth  a 
different  tomorrow.  But  I think  that  you 
and  I can  help  slow  things  down,  give  them 
more  adequate  study  and  body,  direct  them 
into  wiser  channels  and  make  of  them  more 
useful  instruments  for  prosperity  and 
peace.  The  work  of  the  AMA  did  not  pre- 
vent the  passage  of  Medicare  legislation, 
but  it  did  write  a better  bill.  And  that  is 
the  role  I see  for  some  of  us  in  the  years 
ahead.  The  trends  we  cannot  alter,  but  the 


contents  and  the  results  we  can.  It  is  for 
this  reason  that  I urge  you  to  take  a firmer, 
fuller  interest  in  public  affairs,  and  espe- 
cially the  affairs  of  government.  Keep  in 
touch  with  your  representatives.  Meet 
them  personally.  Share  your  concerns. 
Talk  to  them  and  let  them  talk.  It  is  in 
such  a framework  as  this  that  conservatives 
must  work  in  the  future. 

Never  has  our  country  needed  heads 
more  desperately  than  now,  clear  heads,  in- 
formed heads,  commonsense  heads,  hard 
heads,  God-conscious  heads.  If  that  is  not 
the  kind  of  head  you  have,  get  one.  If  it  is 
the  kind  you  have,  then  dedicate  it  more 
courageously  and  fully  to  the  land  that  is 
in  a very  special  sense  your  land. 


Closed  Chest  Cardiac  Resuscitation  in  Patients 
with  Acute  Myocardial  Infarction;  M.  M.  Nach- 
las  and  D.  I.  Miller  Am.  Heart  J.  69;  448,  1965. 

The  results  of  sixty  attempts  at  closed  chest  car- 
diac resuscitation  in  patients  with  acute  myocardi- 
al infarction  have  been  presented  recently  by 
Nacklas  and  Miller  in  a study  that  critically  evalu- 
ates reasons  for  therapeutic  failure.  In  this  study 
two-thirds  of  the  patients  with  cardiac  arrest 
were  under  65  years  of  age  and  39  had  suffered 
their  first  myocardial  infarction.  Eighty-three 
percent  of  the  arrests  occurred  in  the  first  five 
days  after  the  infarction  was  sustained.  Clinical 
complications  which  predisposed  to  cardiac  arrest 
included  recurrent  chest  pain  after  an  asympto- 
matic interval,  arrhythmia,  myocardial  failure  and 
arterial  hypotension. 

The  basic  measures  necessary  for  successful  re- 
suscitation are  mouth  to  mouth  respiration,  exter- 
nal cardiac  massage,  and  electrical  countershock. 
Recognition  of  the  terminal  rhythm  is  essential  as 
it  will  determine  the  need  for  countershock,  in- 
tracardiac drugs  or  both. 

The  authors  think  that  resuscitation  should  be 
instituted  within  four  minutes  of  the  arrest  to  be 
successful.  Mouth  to  mouth  respiration  should  be 
utilized  until  experienced  personnel  are  available 
to  intubate  the  patient.  Precious  time  may  be  lost 
when  intubation  is  attempted  initially.  External 


massage  should  be  utilized  without  interruption. 
Once  respiration  and  circulation  are  maintained 
there  is  then  opportunity  to  use  the  necessary  sup- 
portive drugs  and  determine  the  cardiac  rhythm. 
Pupillary  size  and  palpable  peripheral  pulses  serve 
as  guides  to  effective  circulation  and  respiration. 

The  authors  recognize  several  errors  which 
influence  the  resuscitation  salvage  rate.  First  is 
delay  in  instituting  resuscitation;  no  attempt 
should  be  made  to  obtain  an  electrocardiogram  in- 
itially. Second  is  delay  in  artificial  respiration, 
usually  resulting  from  efforts  to  intubate  the  pa- 
tient. Third  is  inadequate  external  massage  result- 
ing from  poor  support  of  the  patient’s  back. 
Fourth  is  lack  of  vigor  of  cardiac  massage.  Inter- 
ruption of  massage,  for  example,  to  inspect  the 
electrocardiogram,  is  another  error  in  manage- 
ment. Finally  to  obtain  effective  defibrillation  one 
must  (1)  assure  adequate  electrode  contact,  (2) 
use  adequate  voltage  to  convert  the  cardiac 
rhythm  and  (3)  consider  multiple  shocks  as  well 
as  a single  shock  in  efforts  to  restore  a functional 
cardiac  rhythm. 

These  errors  are  points  well  made  for  as  the  au- 
thors indicate  many  of  our  resuscitation  failures 
are  due  to  inadequacies  of  clinical  management 
rather  than  to  a heart  which  is  beyond  recovery. 
(Abstracted  for  the  Middle  Tennessee  Heart  Asso- 
ciation by  Cullen  R.  Merritt,  II.,  Nashville.) 
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Accumulating  experience  indicates  that  perfusion  with  anticancerocidal  drugs  is  good  adjuvant  ther- 
apy in  certain  malignancies  limited  to  definite  anatomic  sites.  The  authors  recount  their  experience 

in  a small  series  of  cases  of  melanoma. 

Isolated  Perfusion  For  Malignant  Melanoma 
of  the  Lower  Extremity* 

JOHN  H.  FOSTER,  M.D.,  ELLIS  A.  TINSLEY,  M.D.  and  J.  KENNETH  JACOBS,  M.D., 

Nashville,  Tenn. 


In  1958  Creech  and  his  associates1  intro- 
duced isolated  perfusion  as  a method  of  re- 
gional chemotherapy  of  malignant  tumors. 
A number  of  technics  were  developed  to 
perform  isolated  perfusion  of  various  re- 
gions of  the  body.  Basically  the  method 
consists  of  isolating  a region  of  the  body 
from  the  remainder  of  the  circulation  by 
means  of  tourniquets,  occluding  vascular 
clamps  and  other  devices.  The  arterial  and 
venous  circulation  of  the  isolated  region  are 
cannulated  and  the  region  perfused  with 
aid  of  a pump-oxygenator;  blood  is  pumped 
into  the  arterial  cannula  and  returns  to  the 
pump  from  the  venous  cannula.  The  chem- 
otherapeutic agent  is  introduced  into  the 
isolated  circuit  and  recirculated  for  periods 
of  time  ranging  from  thirty  minutes  up  to 
two  hours  depending  on  the  chemothera- 
peutic agent  utilized.  With  this  method  the 
tumor  bearing  area  can  be  perfused  with 
exceptionally  high  concentrations  of  the 
chemotherapeutic  drug  without  exposing 
the  rest  of  the  body  to  the  toxic  effects  of 
such  dosages.  The  lower  extremities  are 
the  most  suitable  for  complete  isolation 
from  the  remainder  of  the  body,  and  malig- 
nant melanoma  has  proved  to  be  the  malig- 
nant tumor  most  amenable  to  this  form  of 
therapy.  The  basic  treatment  of  malignant 
melanoma  remains  radical  excision  of  the 
primary  lesion  and  dissection  of  the  region- 
al lymph  nodes;  isolated  regional  perfusion 
has  been  used  as  a chemotherapeutic  adju- 
vant to  surgical  treatment  in  an  attempt  to 
eradicate  any  residual  tumor  cells  in  the  in- 
volved extremity. 

A recent  review  of  our  experience  with 
the  use  of  isolated  perfusion  as  an  adjuvant 

*From  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine,  Nashville  Ten- 
nessee. 


in  the  treatment  of  malignant  melanoma  of 
the  lower  extremity  prompts  this  report. 

Materials  and  Methods 

In  the  past  four  and  one  half  years  isolat- 
ed perfusion  has  been  used  as  an  adjuvant 
to  operative  treatment  of  16  patients  with 
malignant  melanoma  of  a lower  extremity. 
In  each  instance  the  diagnosis  was  estab- 
lished by  excisional  biopsy  of  the  pri- 
mary lesion  or  biopsy  in  the  case  of  large 
primary  lesions.  Three  or  four  days  to  as 
long  as  three  weeks  later  definitive  treat- 
ment was  carried  out.  Definitive  treatment 
consisted  of  wide  excision  of  the  primary 
site  and  radial  dissection  of  the  groin. 
When  feasible  the  wide  excision  and  dissec- 
tion of  the  inguinal  nodes  were  en  bloc  and 
in  continuity.  This  involved  removal  of  a 
strip  of  skin  and  subcutaneous  tissue  down 
to  the  fascia  along  the  saphenous  route 
from  the  site  of  the  primary  lesion  to  ingui- 
nal node  dissection.  After  completion  of 
the  dissection  the  patient  was  given  sodium 
heparin  intravenously  2 mg.  per  kg.  of  body 
weight  and  catheters  were  inserted  into  the 
common  femoral  artery  and  vein.  A tourni- 
quet was  then  placed  around  the  thigh  in 
the  groin  so  that  the  tourniquet  was  above 
the  catheters.  A Steinman  pin  inserted 
into  the  ilium  through  the  anterior  superior 
iliac  spine  was  used  to  hold  the  tourniquet 
in  position.  The  catheters  were  then  con- 
nected to  the  pump  oxygenator  which  had 
been  previously  primed  with  500  ml.  of 
whole  blood.  Gravity  drainage  was  used 
to  collect  the  venous  outflow  from  the  iso- 
lated thigh.  From  the  venous  reservoir  the 
blood  was  pumped  through  the  oxygenator 
and  back  into  the  thigh.  Phenylalanine 
mustard  was  the  chemotherapeutic  agent 
utilized;  1.5  mg.  per  kg.  of  body  weight  was 
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injected  into  the  arterial  line  of  the  pump- 
oxygenator.  Recirculation  of  the  chemother- 
apeutic agent  was  continued  for  one  hour. 
At  the  end  of  the  perfusion,  blood  was 
drained  from  the  isolated  thigh,  then  500 
ml.  of  low  molecular  weight  dextran  was 
pumped  through  the  thigh  to  wash  out  the 
circulation  and  finally  500  ml.  of  fresh 
whole  blood  was  pumped  into  the  thigh. 
During  the  perfusion  the  closure  of  the  in- 
cision in  the  leg  was  started,  closure  was 
completed  after  the  catheters  had  been  re- 
moved. The  patient  was  then  given  prot- 
amine sulfate  3 mg.  kg.  to  counteract  any 
residual  heparin. 

Results 

All  the  patients  recovered  and  were  dis- 
charged from  the  hospital;  table  1 tabu- 
lates the  result  in  this  series.  Delayed 
wound  healing  in  the  inguinal  region  was 
encountered  in  7 of  the  patients.  Skin 
grafts  applied  to  the  defects  left  by  wide 
excision  of  the  primary  lesion  healed  nor- 
mally and  were  unaffected  by  chemothera- 
py. A significant  but  transient  depression  of 
the  white  blood  cell  was  encountered  in  3 
patients.  There  was  no  neurotoxicity  nor 
was  there  an  instance  of  arterial  or  venous 
thrombosis.  Wound  infection  in  one  patient 
resulted  in  breakdown  of  the  arterial  su- 
ture line  which  required  ligation  of  the  ex- 
ternal iliac  artery.  Fortunately  this  was 
well  tolerated,  the  wound  healed  and  the 
patient  has  been  followed  for  4 years  and 
has  had  no  trouble  or  disability.  Three  pa- 


tients in  the  group  have  encountered  trou- 
blesome swelling  and  edema  in  the  treated 
extremity  and  require  an  elastic  stocking. 
The  incidence  of  delayed  wound  healing  and 
edema  of  the  extremity  has  been  much  the 
same  as  encountered  in  any  series  of  radi- 
cal dissections  of  the  groin,  isolated  perfu- 
sion did  not  increase  the  incidence  of  these 
sequelae. 

Six  of  the  16  patients  had  tumor  involve- 
ment of  the  inguinal  lymph  nodes  at  the 
time  of  definitive  treatment.  Four  of  the  6 
patients  with  lymph  node  metastases  died  at 
2,  4,  10  and  17  months  following  treatment. 
The  other  2 patients  with  nodal  involve- 
ment are  living,  well  and  without  evidence 
of  tumor  at  12  and  48  months.  Of  the  10  pa- 
tients without  inguinal  node  metastases  one 
died  of  retroperitoneal  metastatic  malignant 
melanoma  43  months  later;  the  remaining  9 
are  living,  well  and  without  evidence  of  tu- 
mor. Thus  a total  of  5 patients  have  died  as 
the  result  of  metastatic  malignant  melano- 
ma in  abdomen,  lungs  and/or  brain.  One  of 
these  had  wide-spread  cutaneous  metastases 
at  the  time  of  death;  however,  none  of  the 
patients,  including  this  latter  one,  have  had 
a recurrence  of  the  tumor  in  the  treated 
extremity. 

Follow-up  in  the  11  surviving  patients 
ranges  from  2 to  48  months. 

Discussion 

The  evaluation  of  isolated  perfusion  of 
the  lower  extremity  in  patients  with  malig- 
nant melanoma  as  an  adjuvant  to  surgical 


TABLE  I 

Isolated  Perfusion  of  the  Lower  Extremity  for  Malignant  Melanoma 


Date  of 

Case 

Sex 

Age 

Perfusion 

Inguinal  Nodes 

Results 

1. 

F 

40 

11/30/60 

Negative 

Died,  43  mos.;  retroperitoneal  melanoma 
Living  and  well,  48  mos. 

2. 

M 

41 

5/17/61 

Positive 

3. 

M 

22 

11/  7/62 

Positive 

Patient  had  ? pulmonary  lesion  at  time  of  treat- 
ment. Died,  17  mos.,  brain  and  lung  metastases 

4. 

F 

43 

12/17/62 

Negative 

Living  and  well,  26  mos. 

5. 

M 

20 

2/27/63 

Negative 

Living  and  well,  24  mos. 

6. 

M 

44 

3/26/63 

Negative 

Living  and  well,  23  mos. 

7. 

M 

31 

7/  1/63 

Negative 

Living  and  well,  19  mos. 

8. 

F 

36 

7/26/63 

Positive 

Died,  10  mos.;  generalized  metastases  lung,  liver, 
etc. 

Living  and  well,  15  mos. 

9. 

M 

28 

11/  5/63 

Negative 

10. 

F 

41 

11/18/63 

Negative 

Living  and  well,  15  mos. 

11. 

F 

63 

2/18/64 

Positive 

Died,  4 mos.;  generalized  metastases  brain,  skin, 
etc. 

Living  and  well,  11  mos. 

12. 

F 

38 

3/  9/64 

Positive 

13. 

M 

65 

7/11/64 

Negative 

Living  and  well,  7 mos. 

14. 

F 

69 

10/  6/64 

Positive 

Died,  2 mos.;  generalized  metastases 

15. 

F 

45 

10/13/64 

Negative 

Living  and  well,  4 mos. 

16. 

F 

34 

12/  8/64 

Negative 

Living  and  well,  2 mos. 
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treatment  will  require  long  term  follow-up 
observation.  McSwain  and  his  associates2 
have  pointed  out  that  more  than  10%  of 
their  patients  with  malignant  melanoma 
died  of  the  disease  after  five  years.  None- 
theless, Creech  and  his  associates1  have 
shown  increased  survival  with  the  use  of 
isolated  perfusion  as  an  adjuvant  to  surgi- 
cal treatment. 

Our  experience  is  obviously  too  small  to 
allow  a definitive  statement  as  regards  cure 
or  survival.  Two  features  of  our  series 
seem  worthy  of  comment.  There  has  not 
been  a single  instance  of  recurrence  of  mel- 
anoma in  the  perfused  extremity — this  is 
true  even  in  patients  who  have  died  with 
cutaneous  metastases  elsewhere  in  the 
body.  This  would  lead  us  to  believe  that 
one  of  the  primary  objectives  of  isolated 
perfusion  is  being  accomplished;  namely, 
the  eradication  of  residual  nests  of  tumor 
cells  in  the  involved  extremity.  Fortner, 
Booker  and  Pack’s3  recent  report  of  expe- 
rience with  220  patients  with  malignant 
melanoma  treated  by  groin  dissection  is  of 
interest.  Recurrence  was  evident  in  50%  of 
the  cases  within  one  year;  in  12%  recur- 
rence was  evident  within  30  days.  More  di- 
rectly related  is  the  observation  that  12.4% 
developed  recurrence  in  the  operative  scar 


or  operative  region.  The  second  feature  in 
our  series  is  the  fact  that  isolated  perfusion 
has  been  performed  without  any  evidence 
of  increased  operative  morbidity  or  mortal- 
ity. The  deaths  which  have  occurred  have 
been  related  to  spread  of  the  tumor  to  the 
lungs,  brain  or  abdominal  viscera — the  pre- 
sumption is  that  the  spread  occurred  prior 
to  the  definitive  surgical  treatment  and  iso- 
lated perfusion.  This  is  based  on  the  free- 
dom of  the  involved  extremity  of  demon- 
strable recurrence. 

Much  more  experience  and  longer  follow- 
up observation  is  obviously  required;  none- 
theless, we  are  encouraged  with  the  early 
results.  Currently  we  feel  that  any  pa- 
tient with  malignant  melanoma  of  the  lower 
extremity  requiring  groin  dissection  should 
have  the  added  benefit  of  isolated  perfusion 
with  phenylalanine  mustard. 
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The  Current  Status  of  the  Surgical  Treatment 
Of  Occlusive  Disease  of  the  Carotid  Artery* 

FRANK  C.  SPENCER,  M.D.,f  Lexington,  Kentucky 


The  report  by  Lyons  and  Galbraith  in 
1957  of  successful  operations  for  occlusive 
disease  of  the  carotid  artery  stimulated 
widespread  interest  in  the  detection  and 
excision  of  atherosclerotic  plaques  stenos- 
ing  the  carotid  artery.1  In  the  subsequent 
seven  years  an  extensive  experience  has  ac- 
cumulated with  operative  indications  and 
results,  though  many  questions  remain  un- 
settled at  the  present  time.  The  observa- 
tions described  in  this  report  result  from 
operations  personally  performed  upon  ap- 
proximately 80  patients  in  the  past  seven 
years.--3  From  these  experiences  over  this 
period  of  time  many  of  the  indications  and 
contra-indications  for  carotid  artery  surgery 
have  become  clarified. 

Incidence  and  Pathology 

(A.)  Incidence.  Atherosclerotic  stenosis  of 
the  carotid  or  vertebral  arteries  is  a sur- 
prisingly common  disease  in  patients  over 
40  years  of  age.  Careful  studies  of  a consec- 
utive series  of  older  patients  examined  at 
autopsy  at  the  Mayo  Clinic  showed  that 
over  25%  had  at  least  one  lesion  in  one  of 
the  four  extracranial  arteries.4  This  fre- 
quency has  long  been  overlooked  because 
the  carotid  and  vertebral  arteries  are  usu- 
ally not  completely  examined  in  the  usual 
autopsy  examination.  Fortunately,  in  many 
patients  isolated  stenotic  lesions  are  often 
asymptomatic  because  of  excellent  collater- 
al circulation  through  the  circle  of  Willis. 

In  a recent  angiographic  survey  of  100 
patients  over  45  years  of  age  with  psychi- 
atric disorders,  a 23%  incidence  of  carotid 
and  vertebral  disease  was  found,  though  in 
several  patients  the  disease  was  not  severe 
enough  to  be  physiologically  significant.5 

*Presented  at  the  Joint  Meeting  of  the  Tennes- 
see Academy  of  General  Practice  and  the  East 
Tennessee  Heart  Association,  November  4-6,  1964. 

fFrom  Department  of  Surgery,  University  of 
Kentucky,  School  of  Medicine  Lexington, 
Kentucky. 


(B.)  Pathology.  Atherosclerosis  of  the 
extracranial  carotid  artery  shows  a striking 
tendency  to  occur  only  at  the  bifurcation  of 
the  common  carotid  artery  (90%  of  pa- 
tients). Often  the  atherosclerotic  plaque 
will  extend  up  into  the  internal  carotid  art- 
ery for  less  than  1 cm.  Almost  always  a 
portion  of  the  internal  carotid  artery  is  free 
of  disease  before  it  enters  the  skull,  even 
though  significant  disease  may  be  present 
in  the  common  carotid  artery.  This  striking 
localization  of  the  atherosclerotic  plaque 
makes  the  lesion  a very  favorable  one  for 
local  excision  and  reconstruction. 

With  the  increasing  use  of  angiography, 
it  has  become  apparent  that  thrombosis  of  a 
middle  cerebral  artery  is  an  infrequent 
cause  of  stroke.  Disease  of  the  extracranial 
vessels,  either  carotid  or  vertebral,  is  the 
basic  cause  in  over  30%  of  patients. 

Clinical  Features 

(A.)  Symptoms.  Three  characteristics  of 
symptoms  from  carotid  artery  disease 
should  be  emphasized: — the  variability,  re- 
currence, and  unilateral  localization.  The 
most  common  symptoms  are  recurrent  mo- 
tor or  sensory  disturbances  in  one  arm  or 
leg,  so-called  “transient  ischemic  attacks.” 
These  may  come  on  without  warning  and 
subside  completely  without  any  residual 
findings  within  a few  minutes  or  hours.  If 
the  blood  supply  to  the  speech  center  is  in- 
volved, difficulties  with  speech  will  occur. 
Transient  visual  disturbances  are  also  com- 
mon. In  some  patients  recurrent  episodes  of 
dizziness  may  be  the  only  complaint.  For 
unknown  reasons,  convulsions  are  unusual 
and  almost  always  indicate  some  other  dis- 
order, often  a brain  tumor. 

It  is  important  to  recognize  that  between 
transient  ischemic  episodes  the  patient  may 
be  completely  normal  and  the  disease  de- 
tected only  by  the  taking  of  a careful 
history. 


May,  1965 


OCCLUSIVE  DISEASE  OF  THE  CAROTID  ARTERY— Spencer 


157 


(B.)  Physical  findings.  The  carotid  pul- 
sations are  almost  always  normal  to  palpa- 
tion, because  the  parallel  course  of  the  in- 
ternal and  external  carotid  arteries  makes 
it  impossible  to  detect  which  of  the  two  art- 
eries is  transmitting  a pulse.  A localized 
systolic  bruit  may  be  heard  over  the  bifur- 
cation of  the  carotid  artery  below  the  angle 
of  the  jaw  in  about  50  per  cent  of  patients 
with  carotid  artery  stenosis.  Unfortunately 
a bruit  may  also  occur  from  a small  athero- 
sclerotic plaque  which  does  not  significantly 
narrow  the  lumen  of  the  vessel.  Hence,  the 
detection  of  a bruit  indicates  that  disease 
of  the  carotid  artery  is  present  but  does  not 
indicate  whether  it  is  physiologically  signif- 
icant or  not. 

Carotid  compression  tests  are  not  recom- 
mended. Though  of  some  value  in  determin- 
ing collateral  circulation,  friable  emboli  on 
an  atherosclerotic  plaque  may  be  dislodged 
and  cause  cerebral  infarction. 

(C.)  Laboratory  studies.  The  only  meth- 
od by  which  carotid  artery  disease  can  be 
detected  in  a large  number  of  patients  is  by 
the  liberal  use  of  carotid  arteriography. 
This  point  is  worthy  of  emphasis,  because 
prior  to  the  liberal  use  of  angiography  di- 
sease of  the  carotid  artery  was  thought  to 
be  extremely  rare.6  This  erroneous  concept 
arose  from  not  appreciating  the  great  varia- 
tion in  symptomatology  which  may  result 
from  carotid  artery  disease. 

Angiography  is  usually  done  by  the  per- 
cutaneous injection  of  the  common  carotid 
artery  with  10  to  15  ml.  of  35%  Hypaque. 
When  possible  it  is  preferable  to  visualize 
both  carotid  arteries  and  both  vertebral 
arteries  because  multiple  lesions  are  com- 
mon. This  can  be  best  done  by  injection  of 
dye  into  the  aortic  arch  through  a catheter 
inserted  through  a peripheral  artery.  Un- 
fortunately good  angiograms  of  the  intra- 
cranial vessels  are  not  usually  obtained  by 
aortic  arch  injection;  so  separate  injections 
of  the  carotid  arteries  may  be  required  to 
visualize  the  intracranial  vessels. 

The  angiogram  should  be  carefully  exam- 
ined for  five  abnormalities: — atherosclerotic 
plaque;  atherosclerotic  stenosis;  kinking  of 
carotid  artery;  complete  occlusion  of  carot- 
id artery;  and  multiple  areas  of  disease. 
Physiologically  significant  areas  of  stenosis 
are  indicated  by  finding  a narrowing  of  the 


lumen  of  more  than  50  per  cent.  A small 
atherosclerotic  plaque  at  the  bifurcation  of 
the  carotid  artery  is  a common  finding  in 
older  patients,  but  is  of  no  known  physiolog- 
ic significance. 

Ophthalmodynamometry  is  a useful  screen 
test  for  unilateral  carotid  artery  disease, 
with  a reliability  of  approximately  75  per 
cent.  With  practice  the  test  can  be  simply 
done  since  it  consists  of  noting  the  amount 
of  pressure  required  over  the  eye  to  stop 
the  pulsations  in  the  retinal  vessels. 

Operative  Considerations 

Indications  for  Operation.  Patients  con- 
sidered for  operation  may  be  divided  into 
four  broad  categories.  (1)  Stenosis  of  carot- 
id artery;  (a)  transient  ischemic  attacks; 
(b)  acute  stroke;  (c)  completed  stroke;  and 
(2)  complete  occlusion  of  carotid  artery. 

(1)  Stenosis  of  carotid  artery. 

(a)  Transient  ischemic  attacks.  The  best 
candidate  for  operation  is  the  patient  with 
an  atherosclerotic  plaque  causing  recurrent 
symptoms  without  any  permanent  neurolog- 
ic disability.  The  prognosis  for  operation  is 
excellent,  whereas  without  operation  a high 
frequency  of  such  patients  develop  hemi- 
plegia within  the  next  three  to  four 
years. 

(b)  The  role  of  operation  for  the  patient 
with  an  acute  stroke  is  uncertain  at  the 
present  time.  When  operated  upon  within 
a few  hours,  some  patients  may  have  a dra- 
matic recovery.  Patients  operated  upon 
after  several  hours,  however,  have  often 
developed  fatal  intracranial  hemorrhage 
from  revascularizing  a segment  of  infarcted 
brain.  Further  studies  are  needed  to  clari- 
fy the  indications  for  emergency  operation 
for  a recent  stroke. 

(c)  Indications  for  operation  upon  a pa- 
tient with  permanent  neurologic  disability, 
the  so-called  ’’completed  stroke,”  are  varia- 
ble. If  the  neurologic  defect  is  fixed  without 
much  variation,  little  improvement  can  be 
expected.  If  the  symptomatology  is  varia- 
ble, however,  suggesting  impaired  blood 
flow  in  adjacent  viable  brain  tissue,  opera- 
tion may  be  considered  with  more 
enthusiasm. 

(2)  Complete  occlusion  of  the  carotid  art- 
ery. Complete  occlusion,  unless  of  recent 
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occurrence,  is  a contra-indication  to  opera- 
tion. In  almost  all  cases,  an  organized 
thrombus  will  be  found  in  the  internal  ca- 
rotid artery  which  has  extended  up  into  the 
intracranial  portion  of  the  carotid  artery 
and  cannot  be  removed. 

Operative  Technic.  Details  of  operative 
technic  are  emphasized  because  the  safety 
of  operations  upon  the  carotid  depends 
upon  careful  observance  of  several  techni- 
cal features.  Disastrous  complications  may 
otherwise  result. 

(1.)  Anesthesia.  Regional  anesthesia  with 
a posterior  cervical  block  is  preferred.  This 
technic  in  a cooperative  patient  gives  ex- 
cellent anesthesia  and  yet  permits  the  sur- 
geon to  converse  with  the  patient  while 
the  carotid  artery  is  occluded  and  hence  de- 
tect any  signs  of  neurologic  disability.  Sev- 
eral surgeons  have  abandoned  local  anes- 
thesia because  of  difficulties  with  complete 
anesthesia,  but  a well  performed  posterior 
cervical  block  has  given  excellent  regional 
anesthsia  in  a large  number  of  patients  per- 
sonally operated  upon  and  is  by  far  the  an- 
esthetic technic  of  choice. 

(2.)  Infusion  of  vasopressors.  The  systol- 
ic blood  pressure  should  be  elevated  above 
150  mm.  Hg.  by  the  intravenous  infusion  of 
a dilute  solution  of  neosynephrine  while 
the  carotid  artery  is  occluded.  This  hy- 
pertension will  increase  blood  flow  through 
collateral  intracranial  channels  while  the 
carotid  artery  is  temporarily  occluded. 

(3.)  Incision.  A longitudinal  incision  along 
the  anterior  border  of  the  sternomastoid 
muscle  widely  exposes  the  carotid  artery 
both  proximal  and  distal  to  the  carotid 
bifurcation. 

(4.)  Measurement  of  intra-arterial  pres- 
sures. Following  mobilization  of  the  bifur- 
cation of  the  carotid  artery,  the  blood  pres- 
sure in  the  carotid  artery  proximal  to  the 
stenotic  plaque  and  in  the  internal  carotid 
artery  distal  to  the  plaque  should  be  meas- 
ured. A pressure  gradient  of  more  than  15 
to  20  mm.  Hg.  should  be  found  in  most  pa- 
tients. Finding  that  no  gradient  is  present 
indicates  that  significant  obstruction  to 
blood  flow  has  not  resulted  from  the  plaque 
and  makes  it  unlikely  that  significant  ob- 
struction to  blood  flow  has  not  resulted 
from  the  plaque  and  makes  it  unlikely  that 


removal  of  the  plaque  will  improve  the 
symptoms. 

(5.)  Temporary  occlusion  of  carotid  art- 
ery. With  a conscious  patient,  the  carotid 
artery  may  be  clamped  for  five  minutes 
while  the  response  of  the  patient  is  noted. 
Without  adequate  collateral  circulation, 
neurologic  symptoms  will  quickly  develop, 
often  within  15  to  30  seconds,  which  will 
subside  upon  removal  of  the  clamp.  In  such 
patients  a temporary  intraluminal  shunt 
should  be  inserted  while  the  carotid  artery 
is  occluded.  Fortunately  this  is  necessary 
in  only  about  10%  of  patients,  especially  if 
the  blood  pressure  is  kept  elevated  by  the 
infusion  of  neosynephrine. 

If  the  patient  is  operated  upon  under 
general  anesthesia,  however,  an  intralumi- 
nal shunt  should  be  routinely  employed,  be- 
cause one  cannot  safely  predict  in  advance 
which  patient  will  tolerate  temporary  oc- 
clusion of  the  carotid  artery  and  which  will 
not. 

(6.)  Intravenous  heparin.  Fifty  mg.  of 
heparin  are  given  by  intravenous  injection 
before  the  carotid  artery  is  clamped.  This 
virtually  eliminates  the  risk  of  a clot  form- 
ing proximal  to  the  clamp  on  the  common 
carotid  artery  which  could  be  subsequent- 
ly embolized  to  the  brain  when  circulation 
is  restored.  The  heparin  is  neutralized 
with  50mg.  of  protamine  before  the  wound 
is  sutured  to  avoid  hematoma  formation.  No 
anticoagulants  are  subsequently  given  in 
the  postoperative  course. 

(7.)  Endarterectomy.  In  most  patients 
the  atherosclerotic  plaque  can  be  easily  re- 
moved with  an  endarterectomy.  It  may  be 
necessary  to  attach  the  distal  free  edge  of 
the  intima  in  the  internal  carotid  artery 
with  a few  interrupted  sutures  of  6-0  silk. 
In  almost  all  patients  the  arteriotomy  in  the 
carotid  artery  can  then  be  closed  with  a 
continuous  suture  of  5-0  silk,  taking  care  to 
insert  the  individual  sutures  only  about  1 
mm.  in  depth  to  avoid  narrowing  the  lumen 
significantly.  With  this  technic,  a “patch” 
is  seldom  needed  to  widen  the  lumen  of  the 
artery.  Following  reconstruction  the  pres- 
sures should  again  be  measured  proximal 
and  distal  to  the  area  of  reconstruction  to 
be  certain  that  all  obstruction  has  been  re- 
moved. A high  residual  gradient  is  an  indi- 
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cation  that  the  reconstruction  is  faulty  and 
should  be  redone.  If  a patch  graft  is  need- 
ed, autogenous  vein  is  preferred. 

The  main  danger  in  operations  upon  the 
carotid  artery  is  cerebral  injury  from  one 
of  three  sources.  It  may  occur  from  injudi- 
cious manipulation  of  the  carotid  artery 
during  preliminary  dissection.  Friable 
thrombi  on  the  atheromatous  plaque  may  be 
dislodged  and  embolize  to  the  brain.  A sec- 
ond source  of  cerebral  injury  is  from  the 
formation  of  clots  during  the  reconstruction 
which  are  then  embolized  to  the  brain  when 
the  clamps  are  released.  This  possibility 
can  be  virtually  eliminated  by  the  use  of 
heparin  intravenously.  The  third  source  is 
inadequate  repair  of  the  stenosed  artery.  If 
a residual  obstruction  is  left,  a clot  will  oft- 
en form  in  the  area  of  repair,  resulting  in 
either  acute  thrombosis  or  cerebral 
emboli. 

(C)  Postoperative  Care.  This  is  usually 
uncomplicated,  consisting  primarily  of  the 
elevation  of  the  blood  pressure  by  the  in- 
termittent use  of  small  amounts  of  vaso- 
pressors as  needed  for  about  24  hours.  Anti- 
coagulants are  not  used.  The  patient  can 
usually  be  discharged  from  the  hospital 
within  3 to  4 days.  / 

Results 

Patients  with  transient  ischemic  attacks 
and  a single  stenotic  lesion  in  the  carotid 
artery  have  remained  free  of  symptoms 
subsequently  in  approximately  90%  of  the 
patients.  Routine  postoperative  angiogra- 
phy has  not  been  done  except  in  a few  pa- 
tients with  subsequent  symptoms,  but  no 
instance  of  late  thrombosis  of  the  endart- 
erectomized  artery  has  been  found.  Patients 
with  a completed  stroke  have  often  shown 
little  or  no  improvement  with  operation. 
Operation  should  be  undertaken  only  if 
variation  in  the  symptoms  still  occurs.  Op- 
erations for  acute  stroke  have  been  per- 
formed in  too  few  patients  to  indicate  their 
proper  role.  The  only  death  in  the  entire 
series  of  patients  operated  upon  was  in  one 


patient  who  had  had  an  extensive  hemiple- 
gia 24  hours  before. 

Summary 

(1.)  Experiences  with  operations  for  ca- 
rotid artery  disease  in  80  patients  indicate 
that  atherosclerotic  stenosis  can  be  found 
only  by  the  liberal  use  of  carotid  arte- 
riography. The  realization  that  the  symp- 
toms are  widely  variable,  and  that  the  pa- 
tient may  be  normal  on  physical  examina- 
tion between  attacks,  is  the  most  important 
clue  for  the  diagnosis  and  the  liberal  use  of 
angiography. 

(2.)  Patients  with  transient  ischemic  at- 
tacks and  focal  stenosis  of  the  carotid  art- 
ery have  a better  than  90%  chance  of  being 
completely  cured  by  local  endarterectomy. 

(3.)  Complete  occlusion  of  the  carotid 
artery  is  a contra-indication  to  operation. 
The  value  of  operation  for  acute  stroke  is 
unsettled,  but  should  be  seriously  consid- 
ered for  the  first  8 hours  after  a stroke  has 
occurred.  Operations  for  completed  stroke, 
considering  patients  with  a permanent  neu- 
rologic defect  over  one  month’s  duration, 
are  seldom  indicated,  unless  some  variation 
in  symptoms  is  still  occurring. 
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'PteAidettt' & “Paae 

One  of  the  privileges  and  also  a duty  of  the  President  of  the 
Tennessee  Medical  Association  is  to  address  the  membership  each 
month  through  the  President’s  Page  of  the  Journal.  I hope  that 
the  thoughts  which  I will  express  to  you  in  the  coming  months 
will  be  germane,  logical  and  beneficial. 

Certainly  I first  wish  to  express  my  awareness  of  the  honor 
and  confidence  which  has  been  placed  in  me  as  President  of  TMA, 
and  of  the  challenge  faced  in  conducting  this  office  in  the  superior 
manner  of  my  immediate  predecessor,  Dr.  Kampmeier,  and  of  those 
who  preceded  him.  Being  aware  also  of  my  own  insufficiencies,  I 
not  only  invite  but  solicit  the  support,  advice,  and  counsel  of  the  members  of  our  As- 
sociation in  its  work  in  the  coming  year. 

This  prompts  me  to  comment  briefly  on  what  I consider  one  of  the  sadder  facts  of 
life  as  it  pertains  to  the  Tennessee  Medical  Association,  and  this  is  the  lack  of  par- 
ticipation by  too  high  a percentage  of  its  members  in  its  affairs.  Of  course  this  should 
not  be  surprising,  for  it  is  true  not  only  of  professional  associations  but  also  of  churches, 
civic  clubs,  service  clubs,  and  political  party  affiliations. 

Each  year  when  the  Board  of  Trustees  sits  down  to  appoint  special  committees  and 
to  fill  vacancies  on  standing  committees,  it  spends  an  agonizing  session  trying  to  deter- 
mine what  handful  of  the  3,000  members  would  be  interested  enough  in  the  affairs  of 
TMA  to  not  only  accept  appointment  but  to  meet  when  called  and  to  work  when  re- 
quired. Time  and  again  names  are  suggested  and  then  discarded  when  the  member  of 
the  Board  from  the  area  of  the  suggested  appointee  comments  that  the  physician  under 
consideration  is  a good  fellow  but  can’t  be  counted  on  to  participate  when  needed. 

Certainly  everyone  recognizes  that  physicians  are  busy  and  that  their  plans,  even 
when  carefully  made,  are  subject  to  sudden  change,  but  it  is  odd  how  often  they  must 
miss  staff  meetings,  committee  meetings,  and  medical  society  meetings  and  how  seldom 
they  must  miss  football  games  or  golfing  dates.  And  it  is  also  strange  how  when  so 
much  is  at  stake  in  the  present  day  of  Medicine’s  fight  for  continued  freedom  there  is 
so  much  apathy,  lack  of  concern,  or  just  plain  defeatism. 

May  I in  the  coming  year,  if  I cannot  have  your  time,  have  your  thoughts;  if  I can- 
not have  your  participation,  have  your  prayers;  if  I cannot  have  your  work,  have  your 
best  wishes.  Above  all  may  the  TMA  have  your  interest  and  your  attention,  for  it  is 
your  Society  and  it  will  succeed  in  what  you  want  it  to  do  only  as  its  membership,  in- 
dividually and  collectively,  give  it  purpose,  direction,  and  strength.  Milton  wrote,  “They 
also  serve  who  only  stand  and  wait.”  I don’t  think  this  applies  to  the  Tennessee  Medical 
Association. 


President 
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DR.  COURTENAY'S  MESSAGE 

Anyone  who  sincerely  has  the  welfare 
and  future  of  our  Country  at  heart,  cannot 
help  but  be  disturbed  by  Dr.  Courtenay’s 
review  of  what  has  happened  to  us  over  the 
past  several  decades.  The  route  has  been 
planned  and  we  are  embarked  upon  it — 
never  to  return.  The  momentum  is  too 
great  to  ever  turn  back. 

He  emphasizes  so  well  that  after  our  tax 
money  goes  through  the  Washington  sieve 
it  is  doled  out  to  us  locally  as  a means  of 
control  by  the  federal  government.  This  has 
always  been  true — he  who  gives  can  take 
away,  or  say  how  it  is  to  be  spent.  Medicine 
and  medical  matters  represent  merely  one 
facet  of  the  whole  current  structure.  How- 
ever, through  Medicare  will  come  control  of 
medicine — there  will  develop  scrutiny  of 
fees,  utilization,  prescriptions,  and  hospital 
budgets  and  practices.  It  is  obvious  that 
medical  schools  could  not  keep  their  doors 
open  today  without  federal  support  through 
grants.  Controls  have  already  been  devel- 


oped requiring  an  accounting  for  time  spent 
in  this  or  that  activity  on  grants, — probably 
only  a beginning. 

Thus,  Dr.  Courtenay  summarizes  succinct- 
ly in  this  issue  of  the  Journal  what  I have 
tried  to  say  on  these  pages  over  the  past 
decade. 

Can  anything  be  done  if  the  course  has 
been  charted?  If  the  engines  could  be  re- 
duced to  half-speed  it  would  not  only  delay 
federalization,  but  might  stop  the  headlong 
spending.  A slower  pace  might  be  condu- 
cive to  more  contemplation,  one  hopes,  by 
our  lawmakers  in  plotting  the  future  course 
of  the  Ship  of  State,  both  as  to  its  social 
and  philosophic  aspects  as  well  as  to  its 
financial  soundness. 

It  is  never  too  late  to  remind  one’s  Repre- 
sentatives that  some  citizens  do  think  and 
have  hopes  for  a sound  social  fabric,  and 
woven  into  it  individual  liberty  and  respon- 
sibility, and  personal  industry,  and  a con- 
tribution of  some  sort  to  the  Nation’s 
community. 

R.  H.  K. 

TO  CONQUER  HEART  DISEASE, 

CANCER  AND  STROKE 

Just  one  year  ago  (April  17,  1964)  Presi- 
dent Johnson  addressed  the  first  meeting  of 
the  Commission  on  Heart  Disease,  Cancer 
and  Stroke.  The  114  page  report  was  print- 
ed before  the  year  was  out.  It  is  a remarka- 
ble document — I have  read  it  from  cover  to 
cover! 

In  format,  the  report  is  a “slick  book”  in 
the  lingo  of  the  publishing  trade — enam- 
elled paper,  art  work  and  two-color  print- 
ing (brown  and  black).  One  can  only 
sense  the  inummerable  hours  of  staff  work 
which  went  into  the  accumulation  of 
figures,  its  writing  and  interpretation.  It 
reads  smoothly, — one  wonders  at  times  if 
possibly  a little  too  smoothly.  Much  infor- 
mation is  presented  in  broad  brush-strokes 
and  in  a kind  of  “taken  for  granted” 
manner. 

It  holds  an  all  pervading  sense  of  opti- 
mism which  is  a bit  startling  even  to  one 
whose  professional  experience  has  included 
the  development  and  introduction  of  insu- 
lin, cortisone,  Bi2,  antibiotics,  psychotropic 
drugs  and  the  remarkable  advances  in  sur- 
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gery  and  who,  almost  daily,  is  made  aware 
of  the  fact  that  people  do  not  die  of  old 
age  and  that  if  they  do  not  die  of  disease 
will  reach,  as  the  Bard  wrote  in  As  You 
Like  It,  “.  . . the  last  scene  of  all,  that  ends 
this  strange  eventful  history,  is  second 
childishness,  and  mere  oblivion,  sans  teeth, 
sans  eyes,  sans  taste,  sans  everything.” 

There  is  vision  “of  a national  network  of 
Regional  Heart  Disease,  Cancer  and  Stroke 
Centers  for  clinical  investigation,  teaching 
and  patient  care,  in  universities,  hospitals 
and  research  institutes,  and  other  institu- 
tions across  the  country”  (60  to  be  estab- 
lished in  5 years) . 

“The  centers  would  be  strongly  oriented  toward 
clinical  investigation  and  fundamental  research. 
They  would  conduct  training  programs  for  per- 
sonnel staffing  the  diagnostic  and  treatment  sta- 
tions and  would  also  serve  a teaching  function 
for  the  medical  community  of  the  region. 

“Each  center  will  require  hospital  beds  as  well 
as  outpatient  facilities.  It  will  have  areas  for 
specialized  care,  and  research  beds  related  to  lab- 
oratory facilities  for  specialized  diagnostic  stud- 
ies and  new  treatments  under  investigation.  In 
addition  it  will  have  operating  rooms  and  other 
facilities  for  complex  diagnosis  and  treatment. 

“The  staff  of  each  center  must  be  large  and 
varied  enough  to  facilitate  investigation  and 
treatment  in  depth,  utilizing  multiple  scientific 
methods.  A Regional  Heart  Center,  for  example, 
might  include  internists,  cardiopulmonary  phys- 
iologists, cardiologists,  peripheral  vascular  spe- 
cialists, cardiac  and  vascular  surgeons,  biochem- 
ists, statisticians,  epidemiologists,  radiologists,  and, 
in  some  cases,  geneticists.  Cancer  centers  would  be 
staffed  in  similar  depth  and  diversity  incorporat- 
ing the  specialized  disciplines  necessary  for  can- 
cer study.  Stroke  centers,  many  of  which  would 
be  established  in  conjunction  with  heart  centers 
so  as  to  make  joint  use  of  staff  and  facilities 
serving  their  common  needs,  would  also  have  spe- 
cialists in  the  neurological  disciplines. 

“In  summary,  each  Regional  Heart,  Cancer,  or 
Stroke  Center  would  be  established  where  possi- 
ble in  conjunction  with  a major  existing  medical 
institution.  It  would  be  staffed  and  equipped  to 
conduct  advanced  and  complex  clinical  investiga- 
tion and  related  research,  plus  teaching  services 
and  high-quality  patient  care.” 

Then  there  is  to  be  “a  national  network 
of  Diagnostic  and  Treatment  Stations  in 
communities  across  the  nation,  to  bring  the 
highest  medical  skills  in  heart  disease,  can- 
cer and  stroke  within  reach  of  every  cit- 
izen” (450  to  be  established  in  5 years) . 
These  and  the  Centers  are  to  be  tied  to- 
gether in  “medical  complexes”  cemented  by 
“grant  support,”  and  through  further 


“grants  to  medical  schools  . . . for  the  ulti- 
mate purpose  of  creating  a greatly  in- 
creased number  of  true  ‘centers  of  excel- 
lence’ in  medical  education  and  research.” 

Every  doctor  is  worried  about  the  prev- 
alence of  these  chronic  devastating  diseases 
now  that  people  have  stopped  dying  of  the 
infectious  diseases,  and  if  all  the  figures  in 
this  report  and  the  implications  are  correct, 
the  problem  is  doubly  disturbing.  However, 
I believe  that  if  the  Report  is  entitled  to 
speculative  optimism,  an  ordinary  citizen  is 
entitled  to  speculative  pessimism. 

The  Report  recognizes  the  need  for  more 
doctors  and  implies  they  can  be  “bought” 
by  educational  subsidy.  Even  with  “war 
baby”  classes  now  in  colleges,  one  wonders 
what  the  statistical  machinery  of  the  Asso- 
ciation of  American  Medical  Colleges  might 
reveal — there  are  always  those  troublesome 
matters  of  qualifications,  and  the  natural 
bent  for  electronics  or  stocks  and  bonds  as 
against  a medical  career.  The  same  holds 
for  young  ladies  and  the  nursing  profession. 
(We  may  need  to  come  to  skilled  “medical 
corpsmen”  based  on  a high  school  educa- 
tion!) 

Though  the  Report  recognizes  the  need 
for  more  doctors  to  meet  the  needs  of  an 
expanding  population,  the  Program  is  de- 
signed actually  to  accentuate  this  short- 
age. Already  there  is  a disproportionate 
sequestration  of  potential  practitioners  in 
“research”  and  in  V.A.  and  other  hospitals, 
none  carrying  the  load  of  patient  care  nu- 
merically which  the  man  in  practice  carries. 
When  one  estimates  the  staff  needs  of  the 
centers  as  described  above,  plus  the  others 
who  would  stay  within  the  security  of  “re- 
search” in  a government  institution  to  study 
cancer,  stroke  and  heart  disease,  the  short- 
age of  doctors  predictably  will  be  enhanced. 

And  what  of  the  medical  schools — one 
has  the  fervent  hope  that  the  chairmen  of 
departments  in  a medical  school  to  which  a 
Center  is  attached  will  not  need  to  devote 
such  time  to  “service  cases”  and  adminis- 
trative problems  that  teaching  and  research 
activities  suffer! 

The  financing  of  hospitalization  will  pose 
an  interesting  problem.  It  is  said  that, 
“Emphasis  should  be  placed  on  local  re- 
sources for  the  provision  of  care  for  medi- 
cally indigent  patients  in  a diagnostic  and 
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treatment  unit.  Patients,  other  than  the 
medically  indigent,  should  pay  for  services.” 
There  will  be  “intensive  care  units”  for 
“immediate  and  emergency  care”  in  the 
Centers.  Of  course  there  should  be  no  “indi- 
gents,” heaven  forbid  the  word  in  a Great 
Society,  over  age  65;  yet,  if  the  oldster  hav- 
ing cancer,  stroke  or  heart  disease  runs  out 
of  the  Medicare  allotment  of  days,  he  will 
need  to  become  “indigent”  to  get  into  the 
municipal  hospital  as  he  does  now.*  The 
more  I think  about  it  the  more  confused  I 
become  on  this  item.  If  one  has  been 
around  the  medical  world  long  enough  one 
can  imagine  the  development  of  pretty  fan- 
cy footwork  in  “buck-passing”  between  mu- 
nicipal hospitals,  private  hospitals,  govern- 
mental hospitals  and  federally  supported 
beds  in  the  Center  at  the  medical  school. 
“The  Commission  recommends  . . . the  Vet- 
erans Administration  ...  be  given  authority 
and  funds  which  will  enable  them  to  aug- 
ment their  contribution  to  research,  train- 
ing and  patient  care  in  heart  disease,  cancer 
and  stroke.”  I see  an  “out”  here  for  the  plan- 
ners, if  the  arguments  about  hospitalization 
become  too  rough,  since  dependents  of  vet- 
erans at  least  might  be  admitted  to  V.A. 
Hospitals — probably  only  an  amendment 
might  be  needed  to  some  existing  statute! 

It  will  be  said  this  is  speculation  without 

* After  this  review  was  written  and  ready  to 
go  into  type,  a visiting  nurse  sought  my  advice 
upon  how  to  meet  an  exigency, — a man  with 
skeletal  metastases,  slipping  into  medical  indi- 
gency, and  suffering  great  pain.  She  anticipates 
a problem  pointed  up  recently  by  another,  now 
dead,  who  had  invasive  disease  retroperitoneally 
and  intractable  pain  for  months.  Under  “medi- 
cine by  committee,”  i.e.  the  resident  staff  of  three 
services,  no  one  apparently  had  either  the  con- 
cept or  the  courage  to  provide  adequate  opiates  to 
be  given  by  the  nurse.  I have  searched  the  Com- 
mission’s Report — I find  no  answer  to  such  a sit- 
uation. And  what  of  Medicare — the  patient  runs 
out  of  days,  even  for  those  provided  in  a nursing 
home!  Have  we  not  on  these  pages,  pointed  to 
the  brittleness  of  a concept  of  providing  for  epi- 
sodic illness  averaging  only  2 or  3 days  of  longer 
hospitalization  than  for  young  patients,  and  not 
meeting  head-on  the  need  for  extended  care  of 
the  victim  of  cancer,  stroke,  or  heart  disease?  Of 
course  it  may  be  that  research  in  the  Centers  will 
so  promptly  find  the  answer  to  these  diseases  that 
the  walls  may  be  torn  down.  Nevertheless  some- 
one had  better  be  prepared  to  answer  a lot  of 
practical  questions  when  Medicare  and  if  the  Com- 
mission’s Report  are  implemented. 


basis  and  with  bias — admitted;  but  until 
some  hard-headed  statistician  has  consid- 
ered all  these  matters  I will  not  be  con- 
vinced that  there  is  not  a modicum  of  spec- 
ulation in  the  Commission’s  Report.  The 
report  is  amazing  in  its  paucity  of  substan- 
tiation for  the  sweeping  changes  in  medical 
practice  which  are  implied. 

If  the  Centers  and  complexes  are  estab- 
lished it  will  be  most  interesting  and  en- 
lightening to  see  what  happens  when  Mr. 
Voter  calls  his  Representative  in  Washing- 
ton and  says,  “Mom’s  got  a stroke  and  they 
won’t  take  her  in  the  hospital/or  they  want 
to  send  her  home  and  I haven’t  got  room 
for  her.”  (It  will  be  different  then  than 
now  where  he  has  financial  and  family  re- 
sponsibility.) Mr.  Representative  will  call 
someone  “to  inquire”! 

R.  H.  K. 
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Dr.  Jasper  Daniel  West,  65,  Memphis  died 
March  27th  at  his  home  after  a heart  attack. 

Dr.  J.  M.  Ousley,  81,  Maryville,  died  April  3rd 
in  Plainview,  Massachusetts.  Dr.  Ousley  was  vis- 
iting his  daughter  in  Plainview. 

Dr.  E.  L.  Mooneyham,  95,  Rock  Island,  died 
March  23rd  in  White  County  Hospital  in  Sparta. 

Dr.  Percy  Hoxie  Wood,  85,  Memphis,  died 
March  17th  at  his  home. 

Dr.  Napier  A.  Henderson,  68,  Knoxville,  died 
March  31st  at  University  Hospital. 

Dr.  William  Hadley  Faulkner,  50,  Nashville, 
died  March  28th  at  Hubbard  Hospital. 

Dr.  N.  Delbert  Acree,  42,  Knoxville,  died  March 
29th  at  St.  Mary’s  Hospital. 

Dr.  Michael  W.  Holehan,  68,  Memphis,  died 
March  10th  at  Baptist  Hospital. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Chattanooga-Hamilton  County 
Medical  Society 

The  Society  met  on  April  6th  in  the  audi- 
torium of  the  Interstate  Building.  The 
Scientific  program  consisted  of  a paper  enti- 
tled “Could  This  Be  Syphilis?”  by  Dr.  Clar- 
ence Shaw,  and  an  interesting  case  report 
by  Dr.  John  J.  Killeffer. 

Mayor  Ralph  Kelley  of  Chattanooga  pro- 
claimed March  30th  as  Doctors’  Day  declar- 
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ing  the  doctors  of  Chattanooga  to  have 
“helped  to  establish  the  city  as  a good  and 
growing  medical  center.”  Also  recognized 
in  the  proclamation  were  members  of  the 
Woman’s  Auxiliary  of  the  Chattanooga- 
Hamilton  County  Medical  Society. 

Nashville  Academy  of  Medicine 

Davidson  County  Medical  Society 

Dr.  S.  P.  Vinograd  of  Washington,  D.C., 
director  of  medical  science  and  technology 
for  the  Space  Medicine  Division  of  the  Na- 
tional Aeronautics  and  Space  Administra- 
tion, was  guest  speaker  for  the  meeting  of 
the  Academy  on  May  11th.  His  subject  was 
“In-flight  Medical  Investigation.”  The 
meeting,  held  in  the  auditorium  of  the  Vet- 
erans Administration  Hospital,  was  preced- 
ed with  a dinner  and  business  session  of  the 
Academy  members. 

Memphis-Shelby  County  Medical  Society 

The  Memphis  and  Shelby  County  Medi- 
cal Society  met  in  regular  session  in  the  au- 
ditorium of  the  Institute  of  Pathology  on 
April  6th.  Dr.  Ralph  Atwood  Straffon, 
head  of  the  Cleveland  Clinic  department  of 
urology,  Cleveland,  Ohio,  was  guest  speak- 
er. His  subject  was  “Renal  Cell  Carci- 
noma.” 

A session  of  the  Society’s  House  of  Dele- 
gates was  held  at  8:00  p.m.  following  the 
scientific  program. 

Roane-Anderson  County  Medical  Society 

Dr.  Burton  M.  Rudolph  of  Knoxville,  pre- 
sented the  scientific  program  for  the  Socie- 
ty on  March  30th.  His  subject  was  “Bron- 
chial Asthma.”  The  dinner  meeting  was 
held  in  the  cafeteria  of  the  Oak  Ridge  Hos- 
pital. 

Knoxville  Academy  of  Medicine 

A panel  discussion,  “The  Lawyer’s  De- 
fense of  Malpractice  Cases”  was  presented 
by  Mr.  Herbert  H.  McCampbell  and  Mr.  Mc- 
Afee Lee  at  the  meeting  of  the  Society  on 
April  20th.  The  meeting  was  held  in  the 
Academy  of  Medicine  Building. 


The  highlight  of  the  Annual  Public  Serv- 
ice Dinner  of  the  Academy  on  March  25 
was  the  awarding  of  a Distinguished  Serv- 
ice Award  to  Dr.  R.  B.  Wood.  This  is  an 
award  recently  established  by  the  Judicial 
Council.  It  represents  the  highest  award 
which  the  Academy  can  bestow  on  one  of 
its  members.  The  award  was  presented  by 
Dr.  John  O.  Kennedy,  President  of  the 
Knoxville  Academy  of  Medicine.  The  fol- 
lowing are  a few  of  the  many  accomplish- 
ments of  Dr.  Wood  as  a physician  and  a 
citizen. 

“Dr.  Wood,  I have  known  you  since  I was  a 
premedical  student  at  the  University  of  Tennes- 
see. You  already  were,  at  that  time,  a well-re- 
spected and  busy  diagnostician.  I became  better 
acquainted  with  you  in  1938,  ’39,  and  ’40  when  I 
was  an  intern  and  resident  at  the  Knoxville  Gen- 
eral Hospital.  I remember  that  you  were  valua- 
ble with  your  assistance  in  diagnosing  many 
difficult  cases.  I know  it  would  be  of  interest  to 
this  group  to  know  that  your  father,  Dr.  W.  P. 
Wood,  raised  two  sons  who  were  M.D.’s  and  three 
sons  who  were  dentists. 

Dr.  Wood  was  born  in  Raccoon  Valley,  Tennes- 
see, attended  public  schools  in  Union  and  Knox 
County,  and  he  received  his  premedical  training 
at  the  University  of  Tennessee,  and  the  M.D.  de- 
gree from  Vanderbilt  University  in  1921.  Intern- 
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ship  and  residency  training  were  at  the  Vassar 
Brothers  Hospital  in  New  York.  He  did  postgra- 
duate electrocardiography  with  Dr.  Wilson  of  De- 
troit. He  is  a Diplomat  of  the  American  Board  of 
Internal  Medicine  and  became  a member  of  the 
American  College  of  Physicians  in  1931. 

Dr.  Wood  has  been  a member  of  the  Knox 
County  Medical  Society  for  42  years,  has  served 
as  its  Secretary  and  was  its  President  in  1944.  He 
is  a member  of  the  American  Medical  Association 
and  was  Delegate  to  its  House  from  1947  to  1954. 
He  served  on  the  Board  of  Trustees  of  the  Ten- 
nessee Medical  Association  and  was  its  President 
in  1956-57.  Dr.  Wood  is  a member  of  the  East 
Tennessee  and  State  Heart  Associations.  He  is  a 
past  member  of  the  Board  of  Directors  of  Blue 
Cross.  Dr.  Wood  is  on  the  staffs  of  the  Presby- 
terian, East  Tennessee  Baptist  and  University  of 
Tennessee  Memorial  Research  Center  and  hospi- 
tals, and  has  served  in  important  capacities  in  all 
of  these. 

Dr.  Wood’s  accomplishments  point  to  the  high 
aims  he  has  held  for  his  profession,  his  communi- 
ty, and  his  country.  He  has  manifested  his  will- 
ingness to  assume  responsibility  and  leadership 
not  only  in  his  practice  but  in  the  affairs  of  or- 
ganized medicine,  public  philanthropy,  and  civic 
endeavors  as  well. 

Dr.  Wood  has  helped  to  establish  and  maintain 
good  liason  between  Oak  Ridge  Institute  of  Nu- 
clear Studies  and  the  Knoxville  Academy  of  Med- 
icine. Many  Important  medical  personnel  of  Oak 
Ridge  seek  him  out  soon  after  they  arrive.  In 
these  and  many  other  ways  Dr.  Wood  is  still  ac- 
tive in  advancing  medical  knowledge. 

For  the  afore-mentioned  reasons,  it  is  with 
great  respect  and  gratitude  that  I present  you 
this  Distinguished  Service  Award  from  the  Knox- 
ville Academy  of  Medicine.” 

John  O.  Kennedy,  M.D.,  President 

Knoxville  Academy  of  Medicine 
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The  Month  in  Washington 

(From  the  Washington  Office,  AMA) 

The  House  has  passed  legislation  (H.R. 
6675)  to  provide  federal  health  care  for  the 
aged  that  goes  much  farther  than  the  King- 
Anderson  bill  the  Johnson  Administration 
originally  asked  Congress  to  approve.  The 
key  House  vote  as  far  as  the  King-Ander- 
son  provision  was  concerned  was  on  substi- 
tution of  a Republican  insurance  plan 
which  included  some  features  of  Eldercare 
which  was  sponsored  by  the  American 
Medical  Association.  The  vote  was  236  to 
191  against  the  GOP  substitute. 


The  vote  on  final  House  passage  of  H.R. 
6675  was  313  for  and  115  against.  After 
nearly  two  months  of  hearing  behind  closed 
doors,  the  House  Ways  and  Means  Commit- 
tee on  March  23  approved  the  “three-layer 
cake”  program  which  included  a modified 
version  of  the  King-Anderson  bill,  a sup- 
plementary government-subsidized  health 
insurance  plan  for  the  elderly  and  an  ex- 
tensive expansion  of  the  federal-state  Kerr- 
Mills  Program. 

The  committee  vote  was  strictly  on  party 
lines — 17  Democrats  for  the  catch-all  pack- 
age and  8 Republicans  against  it.  Despite  a 
tremendous  flood  of  letters  from  the  public 
in  favor  of  the  AMA’s  Eldercare  plan  for 
comprehensive  health  insurance  for  the  eld- 
elry  under  Kerr-Mills,  the  House  committee 
didn’t  take  a vote  on  H.R.  3727 — the  Her- 
long-Curtis  Eldercare  bill. 

President  Johnson  quickly  gave  Adminis- 
tration support  to  the  committee  bill  and 
asked  for  speedy  approval  by  Congress.  The 
Administration-approved  legislation  would 
provide  compulsory  social  security  coverage, 
effective  January  1,  1966,  for  self-employed 
physicians  and  for  interns  and  residents.  It 
also  would  increase,  retroactive  to  January 
1,  1965,  social  security  cash  benefits  by  7% 
across-the-board  with  a minimum  increase 
of  $4  a month  for  an  individual. 

The  wage  base  on  which  social  security 
taxes  are  paid  would  be  increased  January 
1,  1966,  from  $4800  to  $5600,  and  January  1, 
1971,  to  $6600.  The  tax  rate  on  the  new 
wage  bases  would  be  increased  as  follows: 

Employee-Employer 
Self-Employed  (Each) 


Present 

Proposed 

Present 

Proposed 

1966 

6.2% 

6.35% 

4.125% 

4.35% 

1967 

6.2% 

6.50% 

4.125% 

4.50% 

1968 

6.9% 

6.50% 

4.625% 

4.50% 

1969-72 

7.1  % 

4.90% 

1973-75 

7.55% 

5.35% 

1976-79 

7.60% 

5.40% 

1980-86 

7.70% 

5.50% 

1987  & thereafter 

7.80% 

5.60% 

The  social  security  tax  paid  by 

employees 

and  employers  each  would  be  increased 
next  January  1 from  the  present  $174  per 
year  to  $243.60.  The  tax  on  a self-employed 
individual  would  be  increased  from  $259.20 
to  $355.60.  In  1971,  when  the  taxable  wage 
base  would  be  increased  to  $6600,  the  em- 
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ployee  and  employer  would  be  paying  a tax 
of  $323.40  each,  and  the  self-employed  indi- 
vidual would  be  paying  a tax  of  $468.60. 
The  legislation  would  provide: 

King- Anderson  Section : Eligible — Per- 

sons 65  years  and  older. 

Benefits:  Inpatient  hospital  services  for 
up  to  60  days  in  semiprivate  accommoda- 
tions (two-to  four-bed)  during  a spell  of 
illness,  subject  to  a deductible,  which  until 
1969  would  amount  to  $40. 

— Post-hospital  extended  care  services  for 
up  to  20  days  during  any  spell  of  illness  in 
a facility  which  has  in  effect  a transfer 
agreement  with  one  or  more  hospitals  or 
which  a state  agency  finds  has  attempted  to 
enter  into  such  an  agreement.  This  benefit 
could  be  extended  for  a period  of  up  to  an 
additional  80  days  under  circumstances  de- 
scribed below. 

— Post-hospital  home  health  services  for 
up  to  100  visits  during  a one-year  period 
following  hospitalization. 

— -Outpatient  hospital  diagnostic  services 
during  a 20  day  period  subject  to  a deducti- 
ble equal  to  one-half  the  deductible  for  in- 
patient hospital  services. 

Inpatient  hospital  services,  post-hospital 
home  health  services,  and  outpatient  hospi- 
tal diagnostic  services  would  begin  in  July 
1,  1966.  Post-hospital  extended  care  serv- 
ices would  begin  January  1,  1967. 

Supplementary  Insurance  Section:  Eligi- 
ble— Persons  65  years  and  older. 

Cost  to  beneficiary:  $3.00  a month,  first 
$50  of  medical  bills  covered  and  20%  of  to- 
tal above  $50. 

Benefits:  Payment  to  the  individual  or  to 
the  provider  of  services  for:  (a)  physicians' 
services,  and  (b)  medical  and  other  health 
services  other  than  those  by  a provider  of 
services  as  defined  in  the  bill. 

— Payments  to  providers  of  services  for: 

(a)  inpatient  psychiatric  hospital  services 
for  up  to  60  days  during  a spell  of  illness, 

(b)  home  health  services  for  up  to  100  vis- 
its during  a calendar  year,  and  (c)  medical 
and  other  health  services  furnished  by  a 
provider  of  services  or  by  others  under 
arrangements. 

— No  payment  could  be  made  under  this 
program  for  any  services  for  which  the  in- 
dividual is  entitled  to  have  payment  made 
under  the  King- Anderson  section. 


Administration:  The  secretary  of  Health, 
Education  and  Welfare  would  have  to  enter 
into  contracts  with  carriers  to  administer 
the  program. 

Expanded  Kerr-Mills:  This  program 
would  combine  all  the  vendor  medical  pro- 
visions for  the  blind,  disabled  and  families 
with  dependent  children  under  a uniform 
program  and  matching  formula.  The  federal 
matching  share  for  cash  payments  for  these 
needy  persons  would  also  be  increased; 
services  for  maternal  and  child  health,  crip- 
pled children  and  the  mentally  retarded 
would  be  expanded;  a five-year  program  of 
“special  projects  grants”  to  provide  compre- 
hensive health  care  and  services  for  needy 
children  of  school  age,  or  pre-school  would 
be  authorized;  and  present  limitations  on 
federal  participation  in  public  assistance  to 
aged  individuals  in  tuberculosis  or  mental 
disease  hospitals  would  be  removed  under 
certain  conditions. 

Dr.  Donovan  F.  Ward,  president  of  the 
American  Medical  Association,  said  on 
House  passage  of  H.R.  6675:  “The  develop- 
ment of  this  bill  and  its  passage  by  the 
House  have  been  characterized  by  unre- 
strained haste.  It  is  unfortunate  that  the 
American  people  have  been  denied  the  op- 
portunity to  learn  through  public  hearings 
just  how  this  legislation  would  affect  their 
lives.  The  people  do  not  understand  this 
bill,  and  it  is  doubtful  that  the  members  of 
the  House  of  Representatives  can  have  act- 
ed with  a clear  comprehension  of  how  it 
would  affect  the  nation’s  health,  how  it 
would  affect  the  practice  of  medicine  or 
whether  physicians  would  be  able  to  pro- 
vide high-quality  medical  care  under  the 
restrictions  and  controls  it  would  impose  on 
them. 

“We  are  opposed  to  increasing  taxes  on 
wage  earners  to  pay  hospital  bills  for  ev- 
eryone over  65,  regardless  of  their  income. 
We  are  opposed  to  centralizing  control  over 
hospitals  and  doctors  under  a federal  bu- 
reaucracy. We  believe  in  helping  the  elder- 
ly who  need  help  through  a program,  such 
as  Eldercare,  which  is  administered  by  the 
states,  not  controlled  from  Washington. 
Public  opinion  surveys  clearly  show  that  a 
majority  of  the  American  people  agree  with 
our  position. 

“We  hope  the  Senate  will  proceed  with 
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caution  and  will  conduct  full  and  fair  pub- 
lic hearings  so  that  this  bill  can  be  thor- 
oughly understood  by  everyone.  We  hope 
that  the  legislation  which  finally  emerges 
will  be  sound  and  just,  and  will  reflect  the 
desires  of  a majority  of  the  people.” 


MEDICAL  NEWS 
IN  TENNESSEE 


Medical  Symposium 
At  Bristol  Memorial  Hospital 

East  Tennessee  and  Southwest  Virginia 
physicians  attended  the  fourth  annual  med- 
ical symposium  sponsored  by  the  medical 
staff  of  Bristol  Memorial  Hospital  on  April 
8th.  The  subject  for  the  symposium  was 
“The  Adrenal  Gland.”  Guest  speakers  in- 
cluded: Dr.  C.  Donald  Christian,  associate 
professor  of  obstetrics  and  gynecology,  Duke 
University  Medical  Center;  Dr.  Thaddeus  E. 
Prout,  associate  professor  of  medicine  at 
Johns  Hopkins  University  School  of  Medi- 
cine, and  director  of  the  Diabetes-Endocrine 
Clinic  at  Johns  Hopkins  Hospital;  Dr.  Rob- 
ert S.  Stempfel,  Jr.,  associate  professor  of 
pediatrics  at  Duke  University  Medical  Cen- 
ter; and  Dr.  J.  Hartwell  Harrison,  clinical 
professor  of  Genitourinary  Surgery,  Har- 
vard University. 

Tennessee  Division  of  the 
National  Association  for  Mental  Health 

Approximately  150  delegates  from  local 
mental  health  associations  across  the  state 
participated  in  the  annual  conference  of  the 
Tennessee  Division  of  the  National  Associa- 
tion for  Mental  Health,  April  2-3  in  Mem- 
phis. Speakers  for  the  conference  included: 
Dr.  Joseph  Kadish,  director  of  education  for 
the  National  Association  for  Mental  Health, 
New  York;  Harry  Schnibbe,  executive  di- 
rector of  the  National  Association  of  Mental 
Health  Program  Directors;  Dr.  Joseph  J. 
Baker,  Tennessee  Commissioner  of  Mental 
Health;  Henry  C.  Hughes,  director  of  ad- 
ministrative services  for  the  State  Depart- 
ment of  Mental  Health;  and  Dr.  W.  D.  Stri- 
bling,  III,  mental  health  chairman  for  the 
Georgia  Medical  Association. 


Construction  Plan  for  Mental  Health 
Centers 

The  State  Department  of  Mental  Health 
has  submitted  for  federal  approval  a plan 
for  the  construction  of  comprehensive  com- 
munity mental  health  centers  expected  to 
cost  about  $6.5  million  over  the  next  three 
years.  Approximately  $3.5  million  of  federal 
funds  will  be  available  with  the  remainder 
scheduled  to  be  shared  by  the  state  and  lo- 
cal governments  on  a matching  basis.  A 
special  advisory  committee  has  designated 
21  areas  throughout  the  state  as  possible  lo- 
cations for  the  centers  and  local  communi- 
ties may  file  applications  for  the  projects 
when  the  construction  plans  are  approved 
by  the  Surgeon  General’s  Office.  A priority 
scale  has  been  established  for  federal  assist- 
ance to  the  areas  designated  as  possible 
center  locations.  Each  center  will  be  de- 
signed to  serve  a population  range  of  75,000 
to  200,000. 

Services  to  be  provided  would  include 
both  inpatient  and  outpatient  treatment, 
emergency  care,  limited  hospitalization  and 
consulatation  with  other  agencies  in  the 
communities.  The  program  is  being  estab- 
lished under  the  Federal  Comprehensive 
Community  Mental  Health  Centers  Act  of 
1963.  Any  community  requesting  funds  for 
construction  would  be  required  to  provide 
all  of  the  services  specified  under  the  act. 

University  of  Tennessee 
College  of  Medicine 

The  University  of  Tennessee  College  of 
Medicine  will  begin  a course  in  physical 
therapy  this  fall.  Dr.  Lawrence  D.  Amick, 
medical  director  of  the  new  program  has 
stated  that  there  is  a need  for  these  mem- 
bers of  the  professional  staff,  not  only  in 
large  hospitals  in  the  Memphis  Medical 
Center  but  in  smaller  hospitals  throughout 
the  region.  There  has  been  no  training 
program  for  physical  therapists  in  a nine- 
state  area  in  the  southeast  region;  the  clos- 
est schools  being  in  St.  Louis,  Missouri. 

The  first  class  will  be  limited  to  eight  and 
registration  will  start  October  1.  All  appli- 
cants must  have  a bachelor’s  degree.  Those 
who  qualify  will  study  a full  year  in  basic 
science,  clinical  medicine  and  the  special- 
ized practice  of  physical  therapy  proce- 
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dures.  The  last  three  months  will  be  spent 
in  clinical  training  in  City  of  Memphis  Hos- 
pitals, Les  Passees  Rehabilitation  Center, 
Baptist  Hospital,  Campbell  Clinic,  Crippled 
Children’s  Hospital  and  Kennedy  Veterans 
Hospital.  Further  information  may  be  ob- 
tained from  Mr.  Richard  R.  Barnes  at  UT. 

* 

Dr.  Amoz  I.  Chernoff,  director  of  research 
at  the  University  of  Tennessee  Memorial 
Research  Center  and  Hospital  in  Knoxville, 
has  been  appointed  professor  of  medicine  at 
the  College  of  Medicine  units  in  Memphis. 
Dr.  Chernoff  is  the  first  to  receive  a joint 
position  with  both  the  Knoxville  facilities 
and  the  medical  college.  Serving  in  a dual 
capacity  of  research  and  teaching,  Dr. 
Chernoff  will  continue  in  charge  of  the  Re- 
search Center,  but  will  also  teach  postgrad- 
uate work  in  the  hospital  in  Knoxville  and 
will  spend  some  time  each  year  teaching  at 
the  college  in  Memphis. 

* 

J.  Sherman  Davis,  Ph.D.  has  been  ap- 
pointed as  Asssitant  Dean  of  the  School  of 
Basic  Medical  Sciences,  which  is  comprised 
of  the  six  basic  science  departments  of  anat- 
omy, biochemistry,  microbiology,  patholo- 
gy, pharmacology,  and  physiology  and 
biophysics.  Dr.  Davis  returns  to  the  Univer- 
sity after  an  interium  of  two  years  as 
Scientist  Administrator  at  the  National  In- 
stitutes of  Health  where  he  was  Assistant 
to  the  Chief,  Research  Fellowships  Branch. 
He  currently  is  Head,  Research  Career  Sec- 
tion of  the  Research  Fellowships  Branch  of 
the  National  Institute  of  General  Medical 
Sciences. 

* 

Dr.  Alkis  J.  Sophianopoulos,  Assistant 
Professor  of  Biochemistry,  has  received  one 
of  the  annual  Lederle  Medical  Faculty 
Awards.  In  nominating  Dr.  Sophianopoulos, 
Dr.  Alden  Dean  said,  “The  University  ad- 
ministration is  profoundly  grateful  for  in- 
dustry’s interest  in,  tangible  support  for, 
and  recognition  of,  excellence  in  teaching. 
The  importance  of  superiority  in  research 
capability  receives  and  properly  so — uni- 
versal acknowledgment.  With  today’s  em- 
phasis on  research  there  is  a real  danger 
that  the  complementary  activity  of  teaching 
may  suffer  from  inattention.  Appropriate 


recognition  of  outstandingly  effective  teach- 
ing, through  salary  supplementation,  or 
even  better,  through  the  establishment  of 
endowed  chairs  in  particular  fields  of  schol- 
arship, is  one  of  the  most  effective  means 
of  recruiting  and  retaining  the  scholars 
without  whom  no  institution  can  achieve 
greatness.” 

Meharry  Medical  College 

The  annual  Hale-McMillan  Lecture  was 
held  on  April  8th  in  the  Public  Health  Lec- 
ture Hall  of  Meharry  Medical  College. 
Guest  lecturer  was  Dr.  Jonathan  E.  Rhoads, 
John  Rhea  Barton  Professor  of  Surgery, 
University  of  Pennsylvania,  one  of  the  fore- 
most authorities  in  surgery  and  surgical  re- 
search. Dr.  Rhoads  subject  was  “Tumors  of 
the  Colon.” 

* 

Dr.  David  L.  Drabkin,  professor  and 
chairman,  department  of  biochemistry,  Uni- 
versity of  Pennsylvania,  was  guest  speaker 
for  the  college’s  Annual  Student  Research 
Day,  March  24th.  His  lecture  was  entitled 
“Nephrosis — A Compulsive  State  of  Plasma 
Protein  Overproduction.”  The  Student  Re- 
search Day  is  supported  by  a grant  from 
Merck,  Sharp  and  Dohme,  and  provides  an 
opportunity  for  those  medical  and  dental 
students  who  have  undertaken  investiga- 
tive problems  to  discuss  the  results  of  their 
research  with  other  students,  faculty  and 
guests.  Awards  are  presented  to  students 
for  research  of  a superior  caliber. 

* 

A Public  Health  Service  grant  of  $61,250 
was  made  to  Meharry  Medical  College  for  a 
diagnostic  and  demonstration  clinic  in  men- 
tal retardation.  Dr.  E.  Perry  Crump  of  the 
department  of  pediatrics  will  head  the 
program. 

Health  Career  Official  Named 

Lt.  Col.  Ralph  K.  Disser  has  been  ap- 
pointed project  director  of  the  Health  Ca- 
reers for  Tennessee  Program  sponsored  by 
the  Tennessee  Hospital  Education  Research 
Foundation,  Inc.  As  project  director,  Col. 
Disser  will  be  responsible  for  coordinating 
recruiting  programs  and  efforts  throughout 
Tennessee  to  attract  high  school  and  college 
students  into  health  career  fields.  Col.  Dis- 
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ser  is  a 27-year  veteran  of  service  with  the 
U.  S.  Army,  including  service  in  the  Euro- 
pean theater  of  operations  in  World  War  II, 
Korea  and  a year’s  advisory  duty  in  Viet 
Nam. 


PERSONAL  NEWS 


Dr.  Bobby  G.  Norwood  has  been  named  “Man  of 
the  Year”  by  the  local  chapter  of  the  Fayetteville 
Jaycees  of  Lincoln  County. 

Dr.  Raymond  F.  Mayer,  Memphis,  has  been  ap- 
pointed chief  of  staff  of  Baptist  Memorial 
Hospital. 

Dr.  Earl  Eversole,  Oak  Ridge,  was  guest  speaker 
at  a recent  meeting  of  the  Rockwood  Civitan 
Club. 

Dr.  Glenn  E.  Horton,  Memphis,  has  been  ap- 
pointed co-chairman  of  the  American  College  of 
Allergists’  Committee  on  Bronchopulmonary  Phys- 
iologic Therapy.  At  the  meeting  of  the  College 
in  Las  Vegas  in  April  1965,  Dr.  Horton  prepared 
the  exhibit  for  the  committee  on  “Evaluation  of 
the  Patient  with  Asthma,  Chronic  Bronchitis  and 
Emphysema”  and  also  presented  a paper  entitled, 
“The  Safety  and  Value  of  Nebulized  Aminophyllin 
in  the  Acute  Asthmatic  Patient.”  Dr.  Horton  was 
advanced  to  full  fellowship  of  the  College  at  the 
April  meeting. 

Dr.  A.  K.  Ghosh  has  joined  the  medical  staff  of 
Wayne  County  General  Hospital.  Dr.  Ghosh,  a 
native  of  Calcutta,  India,  formerly  practiced  in 
Alvarado,  Texas. 

Dr.  Glenn  M.  Clark,  chief  of  staff  of  City  of 
Memphis  Hospitals,  has  received  the  first  L.  M. 
Graves  Health  Award  presented  by  the  Inter- 
Agency  Health  Committee.  Dr.  Clark  was  chosen 
as  the  Memphian  who  made  the  greatest  contribu- 
tion to  community  health  in  1964. 

Dr.  John  R.  Sisk,  Harriman,  presented  a paper 
at  the  recent  meeting  of  the  Piedmont  Proctologic 
Society  in  Williamsburg,  Virginia. 

Dr.  Carl  A.  Hartung,  Chattanooga,  has  been 
named  a Fellow  by  the  American  College  of 
Cardiology. 

Dr.  Joanne  Lynch,  formerly  associate  physician 
in  the  hospital  of  Jonesboro,  has  opened  her  office 
for  the  private  practice  of  medicine. 

Dr.  Joseph  Hurt  has  been  named  president  of 
the  medical  staff  at  Metropolitan  General  Hospital 
in  Nashville.  Elected  vice-president  was  Dr.  Ben 
A.  Shelton,  Jr.,  and  Dr.  Joe  W.  Miller  was  named 
secretary  and  vice-treasurer  of  the  staff. 

Dr.  Ethel  Walker,  Nashville  pediatrician,  has  re- 
located her  office  at  3017  Hedrick  Street. 

Dr.  Alvin  S.  Crawford,  Bristol,  was  a recent 
guest  speaker  at  the  local  Rotary  Club. 

Dr.  John  J.  Lentz,  who  retired  last  year  after 
nearly  half  a century  as  Nashville’s  public  health 
director,  has  been  appointed  registrar  of  vital  sta- 
tistics by  the  Commissioner  of  Public  Health  for 
Tennessee. 


Dr.  Henry  B.  Turner  was  the  guest  speaker  at  a 
meeting  of  the  Woman’s  Auxiliary  to  the  Memphis 
and  Shelby  County  Medical  Society  on  March 
17th. 

Drs.  Lowry  Dale  Kirby  and  William  T.  Sloneck- 

er  announce  the  removal  of  their  offices  to  3725 
Nolensville  Road,  Nashville. 

Dr.  Cleo  W.  Stevenson,  Memphis,  has  been 
named  medical  director  of  the  National  Trust  Life 
Insurance  Company. 

Dr.  James  W.  Pate,  associate  professor  of  sur- 
gery at  the  University  of  Tennessee,  was  the  prin- 
cipal speaker  at  a seminar  on  hospital  operating 
rooms  and  central  service  departments  held  at 
Kennedy  Veterans  Hospital  in  Memphis. 

Dr.  David  H.  Turner,  Chattanooga,  announces 
the  moving  of  his  office  from  808  Maclellan  Build- 
ing to  1010  East  Third  Street. 

Dr.  William  Patterson  has  been  named  presi- 
dent of  the  South  Knoxville  Rotary  Club. 

Dr.  John  E.  Munal,  Kingsport,  has  been  award- 
ed the  degree  of  Diplomate  of  Proctologic  Surgery 
by  the  International  Board  of  the  Academy  of 
Proctology. 

Dr.  T.  A.  Lincoln,  Oak  Ridge,  participated  in  the 
program  of  the  50th  annual  meeting  of  the  In- 
dustrial Medical  Association,  held  recently  in  Bal 
Harbour,  Florida. 

Dr.  Tim  J.  Manson  has  been  named  president  of 
the  Chattanooga  Rotary  Club. 

Dr.  C.  Lowell  Edwards,  formerly  of  the  U.  S. 
Public  Health  Service,  has  been  appointed  chief 
clinician  at  the  medical  division  of  the  Oak  Ridge 
Institute  of  Nuclear  Studies.  He  will  be  in  charge 
of  the  patient-care  program  at  the  division. 

Dr.  Herbert  T.  McCall,  Madison,  has  opened 
his  office  for  the  practice  of  obstetrics  and  gyne- 
cology. 


ANNOUNCEMENTS 


Calendar  of  Meetings,  1965 

State 


May  20 
June  9-10 


June  10-12 
Sept  27-28 


Middle  Tennessee  Medical  As- 
sociation, Murfreesboro 
Upper  Chmberland  Medical  So- 
riety,  Cloyd  Hotel,  Red  Boiling 
Springs 

Tennessee  Hospital  Association, 
Gatlinburg 

Tennessee  Valley  Medical  As- 
sembly, Tivoli  Theater,  Chatta- 
nooga 


Regional 

May  15  Central  States  Dermatological 

Society,  Cleveland  Clinic, 
Cleveland 
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July  8-11 

Sept.  21-23 
Nov.  1-4 
Nov.  4-6 

Nov.  15-17 
Nov.  18-20 
Dec.  7-9 

May  25-26 

May  27-29 

May  30-June  2 
June  14-16 

June  17-21 

June  20 

June  20-24 

June  28-July  1 

Aug.  30-Sept.  2 
Sept.  9-11 

Oct.  7-9 
Oct.  14-16 
Oct.  18-22 
Oct.  23-28 


Methodist  Lawyer’s  and  Physi- 
cian’s Conference,  Lake  Jun- 
aluska,  N.C. 

Kentucky  Medical  Association, 
Kentucky  Hotel,  Louisville 
Southern  Medical  Association, 
Houston,  Texas 

Southwestern  Medical  Associa- 
tion, 47th  Annual  Meeting, 
Sheraton  Motor  Inn,  El  Paso, 
Texas 

Medical  Society  of  District  of 
Columbia,  Washington-Hilton 
Hotel,  Washington,  D.C. 
Western  Surgical  Association, 
Sheraton  Fontenelle  Hotel, 
Omaha 

Southern  Surgical  Association, 
Homestead,  Hot  Springs,  Va. 


Oct.  24-27 


Oct.  27-29 
Nov.  28-Dec.  1 
Dec.  4-9 


American  College  of  Gastroen- 
terology, Americana  Hotel,  Bal 
Harbour,  Fla. 

American  Cancer  Society,  Bilt- 
more  Hotel,  New  York 
American  Medical  Association, 
Clinical  Meeting,  Philadelphia 
American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 


Middle  Tennessee  Medical  Association 

The  141st  semiannual  meeting  of  the  MTMA 
will  be  held  in  Murfreesboro  on  May  20th.  The 
meeting  which  will  include  luncheon  and  dinner, 
will  be  at  the  Stone’s  River  Country  Club.  Dr. 
Richard  E.  Green,  Murfreesboro,  is  chairman  of 
the  Arrangements  Committee.  The  scientific  pro- 
gram will  include  a symposium  on  common  or- 
thopedic problems,  conducted  by  Dr.  S.  Benjamin 
Fowler,  Nashville,  with  a panel  of  well-qualified 
speakers. 


National 

American  Otological  Society, 
The  Broadmoor  Hotel,  Colora- 
do Springs,  Colo. 

American  Ophthalmological 
Society,  Homestead  Hotel,  Hot 
Springs,  Va. 

American  Thoracic  Society, 
Palmer  House,  Chicago 
American  Neurological  Asso- 
ciation, Claridge  Hotel,  Atlan- 
tic City,  N.J. 

American  College  of  Chest 
Physicians,  Waldorf-Astoria. 
New  York  City 

AMA-ASHA  will  hold  its  7th 
Session  on  School  Health,  New 
York 

American  Medical  Association, 
Annual  Meeting,  Americana 
Hotel,  New  York 
American  Orthopaedic  Associa- 
tion, Homestead  Hotel,  Hot 
Springs,  Va. 

American  Hospital  Association, 
San  Francisco 

American  Association  of  Ob- 
stetricians and  Gynecologists 
(Members  and  invited  guests), 
Homestead,  Hot  Springs,  Va. 
American  College  of  Physi- 
cians, Third  Fall  Meeting,  Mi- 
ami Beach,  Fla. 

American  Academy  of  Neu- 
rological Surgery,  Terrace  Hil- 
ton Hotel,  Cincinnati,  Ohio 
American  College  of  Surgeons, 
Annual  Clinical  Congress,  Den- 
nis Hotel,  Atlantic  City,  N.J. 
American  Academy  of  Pediat- 
rics, Palmer  House,  Chicago 


Vanderbilt  University  School  of  Medicine 
Postgraduate  Course 

The  Tennessee  State  Department  of  Mental 
Health,  Central  State  Hospital  and  Vanderbilt 
University  School  of  Medicine  will  present  a one- 
day  postgraduate  course  at  Central  State  Hospital 
entitled  “Psychiatric  Seminar:  Emergency  Serv- 
ices and  Aftercare,”  on  Thursday,  May  27.  Two 
prominent  psychiatrists  from  Boston,  Massachus- 
etts will  be  guest  speakers.  Dr.  Philip  Solomon 
will  discuss  “Psychotherapy  for  the  General  Prac- 
titioner and  Dr.  Milton  Greenblatt  will  speak  on 
the  “Role  of  the  Family  Physician  in  the  Commu- 
nity Mental  Health.” 

This  course  is  acceptable  for  6 accredited  hours 
by  the  American  Academy  of  General  Practice. 
Registration  will  be  held  in  the  lobby  of  the 
Hauk  Building  at  Central  State  Hospital  begin- 
ning at  8 a.m.  Tuition  and  luncheon  by  courtesy 
of  the  Central  State  Hospital.  For  further  infor- 
mation address  the  Division  of  Continuing  Educa- 
tion, Room  B-4211,  Vanderbilt  University  School 
of  Medicine,  Nashville. 


Chest  Physicians  Announce  Meetings 

The  American  College  of  Chest  Physicians  has 
announced  the  following  schedule  of  national  and 
international  meetings  and  postgraduate  courses. 
National  and  International  Meetings:  31st  Annual 
Meeting,  American  College  of  Chest  Physicians, 
Waldorf-Astoria,  New  York  City,  June  17-21;  In- 
terim Clinical  Meeting,  Warwick  Hotel,  Philadel- 
phia, November  27-28;  and  9th  International  Con- 
gress of  Diseases  of  the  Chest,  Copenhagen.  Den- 
mark, August  20-25,  1966. 

Postgraduate  courses:  Clinical  Application  of 

Cardiopulmonary  Physiology,  Knickerbocker  Ho- 
tel, Chicago,  October  18-22,  1965;  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart  & Lungs.  Bar- 
bizon-Plaza  Hotel,  New  York  City  November  15- 
19,  1965;  What’s  New  in  the  Diagnosis  and  Treat- 
ment of  Cardiovascular  and  Pulmonary  Diseases. 
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Fontainebleau  Hotel,  Miami  Beach,  January  24- 
28,  1966;  Clinical  Application  of  Cardiopulmonary 
Physiology,  Ambassador  Hotel,  Los  Angeles,  Feb- 
ruary 14-18,  1966;  Cine-angiographic  Techniques 
in  Cardiovascular  Diseases,  Cleveland  Clinic, 
Cleveland,  April  11-13,  1966. 

Details  of  all  meetings  and  courses  may  be  ob- 
tained by  writing  Mr.  Murray  Kornfeld,  Execu- 
tive Director,  American  College  of  Chest  Physi- 
cians, 112  East  Chestnut  Street,  Chicago,  Illinois 
60611. 

Section  on  Otolaryngology 
Southern  Medical  Association 

Dr.  Fletcher  W.  Woodward,  Emeritus  Professor 
of  Otolaryngology  of  the  University  of  Virginia, 
will  be  the  guest  lecturer  at  the  annual  meeting 
of  the  Section  on  Otolaryngology  of  SMA  in 
Houston,  Texas,  November  1-4.  The  two-hour 


closed  circuit  color  television  program  which  is 
planned  will  be  entitled,  “Repeat  Tympanoplasty 
Procedures”  under  the  direction  of  Frederick  R. 
Guilford  and  William  F.  Draper  of  Houston,  Texas. 
The  deadline  for  reception  of  abstracts  of  papers 
for  presentation  at  this  meeting  by  the  Program 
Committee  is  May  30th.  Address  all  correspon- 
dence to  the  Secretary:  Neil  Calahan,  M.D.,  500 
Rodman  Avenue,  Portsmouth,  Virginia  23707. 

Rocky  Mountain  Cancer  Conference 

The  Mile  High  City,  Denver,  Colorado,  is  the 
site  of  the  19th  Annual  Rocky  Mountain  Cancer 
Conference,  July  16-17,  at  the  Brown  Palace  Ho- 
tel. The  two-day  session  features  some  of  the  na- 
tion’s distinguished  speakers  on  the  subject  of 
cancer.  Further  information  may  be  obtained  by 
writing  Rocky  Mountain  Cancer  Conference,  1809 
East  18th  Avenue,  Denver,  Colorado,  80218. 
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Abstract  of  Minutes  of  Council  Meetings 
Tennessee  Medical  Association 
Read  House — Chattanooga — April  11-13,  1965 


The  Council  of  the  Tennessee  Medical 
Association  convened,  April  11,  1965,  in 
the  Read  House,  Chattanooga,  with  the 
Chairman,  Dr.  Francis  Cole,  presiding,  The 
following  members  of  the  Council  were 
present:  Dr.  J.  J.  Range,  First  District;  Dr. 
Kenneth  L.  Haile,  Fourth  District;  Dr.  Har- 
ry T.  Moore,  Jr.,  Sixth  District;  Dr.  Byron 
O.  Garner,  Ninth  District;  and  Dr.  Francis 
Cole,  Tenth  District. 

Members  of  the  Council  presented  for 
discussion,  matters  which  had  been  handled 
adequately  and  satisfactorily  on  the  local 
level. 

Ethical  relationships  between  physicians 
and  osteopaths  was  discussed  by  the  Coun- 
cil and  it  was  pointed  out  that  osteopaths  in 
the  State  were  applying  for  hospital  staff 
privileges,  and  also  for  admission  to  post- 
graduate courses  in  Tennessee  medical  col- 
leges, basing  their  request  on  the  fact  that 
they  are  providing  medical  care,  and  there- 
fore should  be  permitted  to  improve  them- 
selves. It  was  the  decision  of  the  Council 
that  a wise  course  of  action  would  be  that 
of  seeking  a consolidated  licensing  board  to 
replace  the  Board  of  Medical  Examiners 
and  the  Board  of  Osteopathic  Examiners,  so 
that  all  candidates  for  unlimited  license  to 
practice  would  be  subject  to  the  same  ex- 
amination and  to  the  same  legal  control. 

The  report  of  the  Chairman  of  the  Coun- 
cil to  the  House  of  Delegates  outlined  stud- 
ies made  by  the  Council  on  the  matter  of 
corporate  practice  of  medicine  and  set  forth 
certain  recommendations  concerning  this 
problem.  Dr.  Cole’s  report  was  unanimously 
endorsed  by  members  of  the  Council. 


Meeting  of  the  Council 
April  13,  1965 

The  Council  met  on  Tuesday,  April  13, 
1965,  following  the  sessions  of  the  House  of 
Delegates.  Councilors  present  were:  Dr.  J. 
J.  Range,  First  District;  Dr.  John  H. 
Saffold,  Second  District;  Dr.  M.  F.  Langs- 
ton, Third  District;  Dr.  Kenneth  L.  Haile, 
Fourth  District;  Dr.  Harry  T.  Moore,  Jr., 
Sixth  District;  Dr.  Charles  Hickman,  Eighth 
District;  and  Dr.  Byron  O.  Garner,  Ninth 
District. 

Dr.  Kenneth  Haile,  Cookeville,  was  elect- 
ed Chairman  of  the  Council,  and  Dr.  John 
H.  Saffold,  Knoxville,  was  named  Secretary. 

A resolution  expressing  appreciation  to 
Dr.  Francis  Cole  for  his  services  as  Chair- 
man of  the  Council  for  the  past  two  years 
was  unanimously  adopted  by  members  of 
the  Council. 

Since  the  report  of  the  Chairman  and  the 
recommendations  of  the  Reference  Com- 
mittee on  Reports  of  Officers  concerning  the 
corporate  practice  of  medicine  were  ap- 
proved by  the  House  of  Delegates,  the 
Council  discussed  at  length  methods  and 
steps  to  take  in  carrying  out  the  directives 
of  the  House. 

The  Chairman  was  directed  to  write  a 
letter  stating  the  intent  of  the  report  of  the 
Council  and  the  report  of  the  Reference 
Committee.  The  letter  will  be  sent  to  the 
President  and  Secretary  of  each  specialty 
society  in  the  State,  to  the  President  of  the 
Tennessee  Hospital  Association,  to  Presi- 
dents and  Secretaries  of  each  county  medi- 
cal society,  and  would  be  printed  in  the 
Yellow  Pages  of  the  Journal  of  TMA.  The 
letter  will  clarify  the  position  of  the  Asso- 
ciation regarding  corporate  practice  and  the 
time  intervals  involved.  (See  Tuesday  Ses- 
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sion  of  the  House  of  Delegates  and  the  Re- 
port of  the  Reference  Committee  on  Reports 
of  Officers  for  policy  adopted  by  the  Ten- 
nessee Medical  Association  regarding  the 
corporate  practice  of  medicine.) 

After  a discussion  of  how  legal  contracts 
between  physician  and  hospitals  should  be 


worded,  the  Council  adjourned  with  the 
tentative  understanding  that  a meeting 
would  be  called  in  June,  1965,  for  consid- 
eration of  progress  in  this  matter. 

John  H.  Saffold,  M.D. 

Secretary  of  The  Council 
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Abstract  of  Minutes  of  the  Board  of  Trustees,  Tennessee 
Medical  Association — Read  House 
Chattanooga,  Tennessee 
Wednesday,  April  13,  1965 


The  Board  of  Trustees  of  the  Tennessee 
Medical  Association  convened  for  the  regu- 
lar second  quarterly  meeting,  following  the 
TMA  Annual  Meeting,  on  Wednesday,  Ap- 
ril 13. 

Members  of  the  Board  present  were: 

J.  Malcolm  Aste,  Memphis 
John  C.  Burch,  Nashville 
John  H.  Burkhart,  Knoxville 
E.  L.  Caudill,  Jr.,  Elizabethton 
G.  Baker  Hubbard,  Jackson 
R.  H.  Kampmeier,  Nashville 

K.  M.  Kressenberg,  Pulaski 
O.  M.  McCallum,  Henderson 
Edward  T.  Newell,  Jr.,  Chattanooga 
Charles  A.  Trahern,  Clarksville 

The  following  officers  were  nominated 
and  elected  by  acclamation:  Dr.  John  C. 
Burch,  Nashville,  Chairman  of  the  Board 
and  Treasurer;  and  Dr.  G.  Baker  Hubbard, 
Jackson,  Vice-Chairman. 

Members  nominated  and  elected  to  com- 
pose the  committees  of  the  Board  of  Trus- 
tees were:  Executive  Committee — Drs.  John 
C.  Burch,  John  H.  Burkhart,  C.  D.  Hawks, 
K.  M.  Kresenberg,  and  Edward  T.  Newell, 
Jr.;  Finance  Committee — Drs.  John  C. 
Burch,  C.  D.  Hawkes,  and  R.  H.  Kamp- 
meier: Long-Range  Planning  Committee — 
Drs.  Burkhart,  G.  Baker  Hubbard,  and 
Kressenberg;  Liaison  Committee  to  Medical 
Schools  in  Tennessee — Drs.  Bland  W.  Can- 
non, W.  O.  Vaughan,  Kampmeier,  J.  Mal- 
colm Aste,  Hubbard,  Chas.  A.  Trahern,  and 
the  Deans  of  the  Medical  Schools;  Advisory 
Committee  to  OASI — Drs.  James  C.  Gard- 
ner, Harmon  Monroe,  and  R.  B.  Wood.  The 
Advisory  Committee  to  the  Governor  and 
the  Committee  on  Implementation  and  Ex- 
pansion of  Kerr-Mills  in  Tennessee  were 
abolished  and  the  duties  of  the  two  com- 
mittees assigned  to  the  Advisory  Committee 
to  the  Department  of  Public  Welfare. 

(1)  Received  a financial  report  on  the 


statewide  public  educational  program  for 
Eldercare  (H.R.  3727) . 

(2)  Selected  Dr.  John  L.  Farringer,  Jr.  of 
Nashville  as  a nominee  to  the  Board  of  Di- 
rectors of  the  Tennessee  Hospital  Education 
and  Research  Foundation. 

(3)  Completed  appointments  to  standing 
and  special  committees  of  the  Association 
for  1965-66. 

(4)  Referred  Resolution  No.  10  to  the 
Committee  on  Blood  Banks  and  Medical 
Laboratories  for  study  and  a report  to  the 
Board  of  Trustees  at  its  earliest 
opportunity. 

(5)  Gave  approval  for  the  Chairman  of 
the  TMA  Medicare  Commitee  and  other 
representatives  of  the  Association  to  attend 
a meeting  with  the  Professional  Director  of 
the  Office  for  Dependents  Medical  Care  in 
Denver  to  discuss  the  Dependents  Medical 
Care  Program  and  Contract. 

(6)  Directed  the  Long-Range  Planning 
Committee  to  define  to  the  best  of  its  ability 
the  future  needs  of  TMA,  to  study  the 
question  of  a dues  increase,  and  the  finan- 
cial structure  of  the  Association,  as  well  as 
recommendations  for  full-time  personnel  in 
legislation  and  public  service. 

(7)  Studied  the  format  for  annual  meet- 
ing programs,  Journal  advertising,  and 
methods  to  encourage  exhibitors  to  partici- 
pate in  annual  meetings. 

(8)  Approved  the  allocation  of  $500  for  a 
Rural  Health  Conference  in  1965  and  di- 
rected that  this  amount  be  included  in  the 
budget  for  future  rural  health  conferences. 

(9)  Approved  the  certified  public  accoun- 
tant’s financial  audit  for  1964.  Considered 
and  approved  the  First  Quarter  Financial 
Statement  for  1965. 

(10)  Considered  a request  for  the  Ten- 
nessee Medical  Association  to  appoint  rep- 
resentatives to  serve  on  a professional  advi- 
sory committee  of  the  Tennessee  Crippled 
Children  & Adults,  Inc.  It  was  determined 
that  the  Board  of  Trustees  would,  if  de- 
sired, recommend  certain  individual  mem- 
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bers  of  the  profession  who  may  accept  on 
an  individual  basis. 

(11)  At  the  request  of  a TMA  member, 
investigated  a program  of  the  Division  of 
Vocational  Rehabilitation  for  rendering 
medical  care  to  military  rejectees. 

(12)  Considered  a request  for  the  Ten- 
nessee Medical  Association  to  join  with  oth- 
er groups  across  Tennessee  to  form  a Ten- 
nessee Partners  for  Alliance,  and  to  attend 
a meeting  in  Nashville  on  April  23rd  con- 
cerning this  program.  The  Partners  for  Al- 
liance Program  is  a unified  effort  to  im- 
prove the  economic  status  in  South  Ameri- 
ca. The  Board  directed  that  a member  of 
the  Board  of  Trustees  and  a member  of  the 


TMA  staff  attend  the  April  23rd  meeting 
for  the  purpose  of  obtaining  additional 
information. 

(13)  Considered  a request  for  TMA  to 
participate  in  the  suit  for  hospital  privi- 
leges brought  against  the  hospital  in  Paris, 
Tennessee,  by  an  osteopath.  The  Board 
directed  the  Attorney  for  TMA  to  review 
the  matter  and  decide  what  could  be  done 
by  TMA  and  what  would  be  involved  if  the 
TMA  intervened  in  the  suit. 

(14)  Authorized  the  Executive  Director 
to  employ  an  additional  secretary  in  the 
headquarters  office  of  TMA  when  needed. 

John  C.  Burch,  M.D.,  Chairman 
J.  E.  Ballentine,  Executive  Director 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 
Of  the  Tennessee  Medical  Association 
Chattanooga — April  11-13,  1965 


The  House  of  Delegates  of  the  Tennessee 
Medical  Association,  meeting  at  the  Read 
House,  Chattanooga,  Tennessee,  April  11 
and  13,  1965,  in  conjunction  with  the  130th 
Annual  Meeting  of  the  Association,  con- 
vened at  1:00  P.M.  with  Dr.  J.  Malcolm 
Aste,  Speaker  of  the  House,  presiding. 

The  invocation  was  rendered  by  Dr.  M. 
F.  Langston  of  Chattanooga. 

DR.  M.  F.  LANGSTON:  “Our  Heavenly 
Father,  we  offer  thanks  that  through  Thy 
guidance  we  are  privileged  to  assemble  of 
our  free  will  for  the  betterment  of  man- 
kind. You  have  taught  us  that  we  shall 
serve  our  neighbors  as  ourselves  and  that 
we  should  do  to  others  as  we  would  have 
them  do  to  us.  We  ask  Thy  blessing  upon 
the  work  of  this  House  and  our  purpose  to 
help  our  fellow  men  and  to  maintain  good 
health  in  the  lives  of  those  whom  we  serve. 
We  pray  that  Thou  will  strengthen  our 
hands  in  all  our  undertakings  to  the  end 
that  a good  life  may  be  a heritage  of  all. 
Amen.” 

Dr.  Earl  Eversole,  Oak  Ridge,  Chairman 
of  the  Credentials  Committee,  reported  a 
quorum  of  registered  delegates  present. 

1964  Minutes  Approved 

The  Speaker  announced  that  the  Minutes 
of  the  last  regular  session  were  reproduced 
in  the  June,  1964,  issue  of  the  Journal  of 
TMA  and  he  requested  that  a motion  be 
presented  to  approve  the  proceedings  as 
published.  It  was  moved  and  duly  seconded 
that  the  Minutes  of  the  1964  regular  session 
be  approved  as  published  in  the  June,  1964, 
issue  of  the  Journal.  The  motion  was 
adopted. 

The  Speaker  announced  the  personnel  of 
the  following  Reference  Committees: 

Reference  Committees 

Earl  Eversole,  Chairman,  Oak  Ridge 
J.  U.  Speer,  Pulaski 
Arthur  C.  Dunlap,  Paris 


Committee  on  Amendments  to  the 
Constitution  and  By-Laws 

C.  Robert  Clark,  Chairman,  Chattanooga 
W.  O.  Vaughan,  Nashville 
G.  Baker  Hubbard,  Jackson 

Committee  on  Resolutions 
John  H.  Saffold,  Chairman,  Knoxville 
Greer  Ricketson,  Nashville 
Howard  A.  Boone,  Memphis 

Committee  on  Reports  of  Officers 
Vonnie  A.  Hall,  Chairman,  Memphis 
Wm.  J.  Sheridan,  Chattanooga 
John  O,  Williams,  Mt.  Pleasant 

Committee  on  Reports  of  Standing  Committees 
W.  Andrew  Dale,  Chairman,  Nashville 
R.  C.  Sexton,  Knoxville 
B.  G.  Mitchell,  Memphis 

Committee  on  Reports  of  Special  Committees 
Ben  D.  Hall,  Chairman,  Johnson  City 
Wm.  G.  Crook,  Jackson 
Ed  K.  Bratton,  Hartsville 

Committee  on  Outstanding  Physician 
of  the  Year 

W.  O.  Vaughan,  Nashville 
Wm.  J.  Sheridan,  Chattanooga 
Bland  W.  Cannon,  Memphis 

Nominating  Committee 

The  Speaker  announced  that  the  Board  of 
Trustees  had  complied  with  the  By-Laws  by 
appointing  a Nominating  Committee  with 
representatives  from  each  of  the  three 
grand  divisions  of  the  state,  with  no  two 
members  from  the  same  county  medical  so- 
ciety. The  Speaker  announced  the  person- 
nel of  the  committee  as  follows: 

East  Tennessee: 

Harmon  L.  Monroe,  Erwin 
R.  C.  Sexton,  Knoxville 
John  M.  Higgason,  Chattanooga 

West  Tennessee: 

Harold  B.  Boyd,  Memphis 
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Chas.  N.  Hickman,  Bells 
Laurence  W.  Jones,  Union  City 

Middle  Tennessee: 

Robert  M.  Finks,  Nashville 
John  O.  Williams,  Mt.  Pleasant 
Chas.  A.  Trahern,  Clarksville 

Announcements 

The  Speaker  called  attention  to  the  kits 
which  had  been  furnished  to  all  delegates 
containing  the  prepared  resolutions,  reports 
of  officers  and  committees.  He  requested 
that  presentations  to  the  House  be  brief  and 
concise  and  urged  members  to  appear  be- 
fore the  Reference  Committees  on  the  fol- 
lowing day  to  debate  the  various  issues 
presented. 

Introduction  of  Amendments 

The  Speaker  called  for  the  introduction 
of  any  proposed  amendments  to  the  Consti- 
tution and  By-Laws.  There  were  no  am- 
endments introduced. 

Introduction  of  Resolutions 

Delegates  were  requested  not  to  discuss 
or  debate  resolutions  at  the  time  of  intro- 
duction, but  read  them  only  in  order  for 
the  Speaker  to  place  the  resolutions  before 
the  proper  Reference  Committee.  The 
Speaker  pointed  out  that  persons  interested 
in  resolutions  should  appear  before  the  Ref- 
erence Committee  to  express  their  views, 
and  an  opportunity  would  be  given  in  he 
second  session  for  debate  and  discussion 
when  the  resolutions  were  reported  to  the 
house.  (See  minutes  of  the  second  session 
of  the  House  of  Delegates  for  text  of  each 
resolution  and  actions  thereon.) 

RESOLUTION  NO.  1 

Group  Program  for  Assuring  Maximum  Ac- 
counts Receivable  Assets  in  Physicians’ 
Estates 

RESOLUTION  NO.  2 

Endorsement  by  TMA  of  the  Investment 
Retirement  Trust  to  Assure  Trust  Commit- 
tee Representation  in  all  Parts  of  the 
State 

RESOLUTION  NO.  3 
Withdrawn 

SUBSTITUTE  RESOLUTION  NO.  3. 

The  Dependents’  Medical  Care  Contract 


RESOLUTION  NO.  4 

Independent  Medicine’s  Political  Action 
Committee-Tennessee 

RESOLUTION  NO.  5 

Study  of  the  Report  of  the  President’s  Com- 
mission on  Heart  Disease,  Cancer  and 
Stroke 

RESOLUTION  NO.  6 

Sponsorship  by  TMA  of  a Conference  on 
Mental  Illness  and  Health  in  1966 

RESOLUTION  NO.  7 

Tennessee  Department  of  Public  Health 
Heart  Disease  Control  Program  Division  of 
Medical  Care 

RESOLUTION  NO.  8 

Proposed  Legislative  Steps  toward  a Work- 
ing Relationship  Between  Physicians  and 
Osteopaths 

RESOLUTION  NO.  9 

Establishment  of  Hospital  Medical  Council 
RESOLUTION  NO.  10 

Physician  Supervision  and  Regulation  of 
Medical  Laboratories 

RESOLUTION  NO.  11 
Health  Facilities  Planning 

REPORTS  OF  OFFICERS 

Report  of  the  President 

R.  H.  Kampmeier,  M.D. 

“The  year  of  Medicare  and  Eldercare  and  this 
particular  year  of  the  biennial  session  of  the  State 
Legislature  is  a year  not  soon  to  be  forgotten, — a 
year  of  much  activity.  Though  the  Association 
was  successful  in  some  legislative  areas,  in  others 
the  year  was  seeded  with  frustrations  particularly 
on  the  national  scene.  The  accomplishments  of 
the  past  twelve  months  are  the  product,  in  the 
main,  of  a devoted  coterie  of  members  and  staff 
persons  who  worked  untiringly  to  meet  the  almost 
daily  challenges  and  problems  which  confronted 
medicine  both  within  our  state  and  in  the 
nation.” 

The  President  acknowledged,  however, 
the  great  burden  of  work  which  is  shoul- 
dered for  the  Association  by  a relatively 
few  physicians  who  take  time  from  a busy 
practice  to  assume  the  responsibility  for  the 
membership  and  for  organized  medicine. 
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Having  observed  the  growth  of  the  Ten- 
nessee Medical  Association  since  1950,  as 
Editor  of  the  Journal,  Member  of  the  Board 
of  Trustees,  and  as  a member  successively 
of  a number  of  committees,  Dr.  Kampmeier 
pointed  out  that  not  only  had  there  been 
expansions  in  office  facilities  and  staff,  but 
where  there  were  eight  committees  with  a 
total  of  forty  members  to  transact  the 
affairs  of  the  Association  fifteen  years  ago, 
there  are  now  thirty  committees  engaging 
more  than  one  hundred  members  of  the  As- 
sociation to  deal  with  legislation,  health  in- 
surance, third  party  contracts,  welfare 
agencies,  public  relations,  problems  of  ag- 
ing, mental  health,  and  a constantly  ex- 
panding vista  of  health  activities  and  inter- 
professional relationships. 

“I  am  sure  most  doctors  wish  they  might  be  left 
alone  to  practice  medicine  as  they  please.  The  in- 
volved growth  of  the  Association  has  proven  this 
to  be  an  impossibility.  We  are  caught  in  the  his- 
toric process  which  accompanies  aging  civiliza- 
tions, namely  a bid  for  security  and  dependence, 
at  the  expense  of  independence  in  thinking  and 
action  which  are  characteristics  and  prerogatives 
of  a young  and  growing  civilization.  Soon  our 
Declaration  of  Independence  and  the  Constitution 
will  be  two  centuries  old.  It  seems  that  our  civili- 
zation may  have  now  reached  that  age  when,  like 
the  old  person,  it  wishes  to  sit  back  and  let  some- 
one lese  (government)  think  for  it  and  provide  for 
it.  This  philosophizing  is  basic  to  thoughts  of 
TMA’s  future.  Adequate  medical  care  ranks  in 
the  public’s  mind  with  adequate  food,  housing, 
and  clothing.  Socialistic  thinking  has  been  estab- 
lished over  the  past  several  decades  and  can  do 
nothing  but  advance — this  is  history!  The  prac- 
tice of  medicine  will  change  within  the  next  de- 
cade or  two.  The  Tennessee  Medical  Association 
will  be  forced  to  expand  its  activities  in  geometric 
proportions  with  the  passage  of  time.  Not  only 
will  the  number  of  items  grow,  but  there  will  be 
expanded  demands  by  a bureaucracy  in  the  areas 
of  activity  already  established.  Responsibilities 
will  need  to  be  met  by  the  medical  profession  in 
facing  these  changes.  A lay  staff  cannot  carry 
the  responsibility.  You  would  be  the  first  to  com- 
plain if  staff  spoke  for  you  as  a doctor.  If  staff 
ever  does  speak  for  you  as  physicians,  it  will  do  so 
by  default.  As  the  demands  expand  members  of 
the  Association  will  need  to  assume  an  increasing 
degree  of  responsibility  and  many  more  members 
of  the  profession  will  need  to  join  others  in  carry- 
ing this  burden.  Let  me  say  that  a committee  is 
only  as  efficient  and  strong  as  its  responsibilities 
are  met  by  committee  members.  Some  of  our  key 
committees  are  hard  working  committees;  atten- 
dance upon  their  meetings  is  mandatory.  Though  I 
urge  you  to  accept  no  committee  appointment  if 
you  think  you  cannot  keep  your  commitment,  may 


I urge  even  more  strongly  that  more  of  you  busy 
and  successful  practitioners  shoulder  a part  of  the 
responsibilities  of  the  Association  by  joining  these 
committees  in  their  work.  The  committees  speak 
for  more  than  3,000  doctors  and  they  need  your 
enthusiastic  support  and  help.” 

The  report  presented  the  probability  of  a 
request  to  the  House  of  Delegates  in  the 
near  future  to  meet  the  financial  needs  of 
expanding  the  Association’s  physical  plant, 
and  even  before  then  the  addition  of  staff 
personnel. 

In  discussing  the  topic  of  communica- 
tions, Dr.  Kampmeier  urged  members  of 
TMA  to  read  without  delay,  mail  received 
from  the  Tennessee  Medical  Association 
office,  and  requested  Delegates  to  present  a 
detailed  report  of  the  actions  of  the  House 
to  their  county  medical  societies. 

“Communications  within  any  society  is  vital  to 
unity  and  is  especially  so  in  our  State  Medical  As- 
sociation. A membership  ignorant  of  matters 
essential  to  its  being  cannot  make  adequate  judg- 
ments, but  rather  by  misunderstanding  may  pro- 
mote most  unfortunate  disunity.  It  is  this  dis- 
unity stemming  from  ignorance  that  may  well 
tarnish  the  image  we  so  desire  to  have  in  the 
public  eye.” 

The  President  also  emphasized  that  phy- 
sicians must  continue  to  communicate  with 
the  lay  public  and  public  officials  and  rep- 
resentatives to  keep  constantly  before  them 
the  fact  that  the  maintenance  of  free  enter- 
prise is  essential  to  the  provision  of  good 
medical  care.  Each  physician  can  continue 
to  contribute  much  by  taking  an  active  role 
in  community  affairs,  both  medical  and 
nonmedical. 

Dr.  Kampmeier  urged  increased  support 
of  Independent  Medicine’s  Political  Action 
Committee  which  exists  for  two  purposes: 
(1)  to  raise  money,  and  (2)  to  support  can- 
didates for  congress  who  subscribe  to  the 
principles  of  constitutional  government. 

The  President  reported  that  he  had  made 
every  effort  to  attend  and  contribute,  in 
whatever  way  possible,  to  the  meetings 
called  on  the  national,  regional,  state  or  lo- 
cal level.  These  included  sessions  of  the 
AMA,  called  meetings  of  regional  repre- 
sentatives, conferences  with  State  Presi- 
dents, meetings  of  TMA  committees  with 
representatives  of  specialty  groups  in  the 
profession  and  those  representing  para- 
medical professions,  representatives  from 
public  welfare,  and  with  the  representa- 
tives in  Congress  and  the  State  Legislature. 
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Other  duties  included  speaking  with  the 
press,  to  civic  groups  and  appearing  on 
radio  and  television. 

Dr.  Kampmeier  expressed  appreciation  to 
the  Woman’s  Auxiliary  for  its  militant  ac- 
tivities in  many  quarters  during  the  year; 
commended  the  staff  of  TMA  for  their  loy- 
alty in  giving  time  and  energy  to  carrying 
out  the  requests  of  officers  and  committees; 
recognized  the  contributions  of  key  com- 
mittees as  well  as  the  competency  of  the 
Board  of  Trustees. 

“Let  me  thank  you  again  in  all  humility  for  the 
honor  so  signal  because  it  was  granted  by  my 
peers  in  everyday  life,  and  be  assured  that  I have 
appreciated  the  distinction  of  having  been  your 
President.” 

Report  of  the  Secretary 
Charles  A.  Trahern,  M.D. 

The  office  of  Secretary  is  a constitutional 
office  and  the  duties  are  commonly  associat- 
ed with  the  office  of  secretary  in  similar  or- 
ganizations. Other  than  signing  and  attest- 
ing to  official  documents,  the  Secretary’s 
duties  are  mainly  conducted  by  the  head- 
quarters staff.  Therefore  the  Secretary  did 
not  present  a report  concerning  detailed 
and  statistical  information  regarding  the 
Tennessee  Medical  Association.  As  a mem- 
ber of  the  Board  of  Trustees,  the  Secretary 
met  with  the  Board  at  its  regular  meetings 
and  served  on  committees  of  the  Board.  The 
Secretary  served  as  the  medical  representa- 
tive to  the  exhibitors  showing  at  the  1965 
annual  meeting. 

Report  of  the  Board  of  Trustees 
John  H.  Burkhart,  M.D. 

The  four  regular  meetings  of  the  Board 
of  Trustees  were  held  on  April  15,  July  19, 
October  11,  1964,  and  January  16-17,  1965. 
Special  meetings  of  the  Executive  Commit- 
tee were  held  when  necessary  to  determine 
matters  requiring  action.  All  actions  taken 
by  the  Excutive  Committe  were  officially 
confirmed  at  the  following  Board  meetings. 

The  report  of  the  Chairman  presented  an 
outline  of  major  actions  taken  by  the  Board 
under  the  following  topics:  Education, 
Health  Legislation,  Communications  and 
Public  Relations,  Economic  Issues,  and 
Administration. 

Education:  (1)  Approved  participation  with  the 


Tennessee  Hospital  Association’s  Education  and 
Research  Foundation,  agreeing  to  support  and 
participate  in  the  Health  Careers  Program.  The 
Board  committed  TMA’s  support  of  this  activity 
and  made  a financial  grant  in  the  amount  of  $2,- 
500  to  assist  in  getting  the  program  underway.  (2) 
Approved  a recommendation  from  the  Mental 
Health  Committee  for  a one-day  seminar  on  al- 
coholism. (3)  Studied  and  considered  the  question 
of  osteopaths  attending  postgraduate  programs  in 
medical  schools.  (This  matter  was  referred  to  the 
TMA  Council  and  to  the  Deans  of  the  Medical 
Schools  in  Tennessee.)  (4)  Urged  each  county 
medical  society  to  take  steps  to  try  and  obtain 
AMA  membership  by  those  society  members  not 
belinging  to  the  AMA,  in  order  to  enable  TMA  to 
obtain  the  necessary  active  members  for  a fourth 
delegate  to  the  House  of  Delegates  of  AMA. 

Health  Legislation:  (1)  Constantly  worked  with 
and  promoted  liaison  with  Commissioners  in  the 
State  Government  and  other  state  officials  in  ac- 
complishing major  expansions  in  the  Kerr-Mills 
Medical  Assistance  to  the  Aged  Program  in  Ten- 
nessee. (2)  Established  an  overall  committee  to 
work  with  the  Commissioner  of  Public  Welfare  on 
all  health  care  programs  administered  within  the 
Department.  (3)  Took  steps  to  inform  legislators 
of  the  need  for  necessary  funds  for  cancer  pa- 
tients under  the  indigent  hospitalization  program. 
(4)  Accepted  a report  for  the  Mental  Health  Com- 
mittee concerning  a study  made  on  mental  health 
by  the  State  Legislative  Council.  (5)  Gave  ap- 
proval for  obtaining  additional  legal  counsel  to  as- 
sist with  the  Association’s  program  in  the  Ten- 
nessee General  Assembly.  (6)  Reviewed  all  legis- 
lative activities  in  which  the  Association  was  in- 
volved in  the  Tennessee  General  Assembly.  These 
included:  the  Mental  Health  Bill,  the  Medical 
Practice  Act  Amendment,  the  Mandatory  Nurse 
Practice  Act,  Podiatry  Bill,  Electrolysis  Bill,  Op- 
tometrists Bill,  Abused  Child  Bill,  and  others.  (7) 
Studied  testimony  re  the  Tennessee  Legislative 
Council  and  its  findings  involved  with  medical 
laboratories  and  blood  banks.  (8)  Examined  num- 
erous reports  and  considered  important  issues  on 
national  legislative  matters,  in  cooperation  with 
the  AMA. 

Communications  and  Public  Relations:  (1)  Stud- 
ied ways  and  means  of  extending  public  service 
programs.  (2)  Studied  the  advisability  of  securing 
outside  public  relations  counsel  to  represent  TMA. 
(3)  Approved  a program  of  public  relations  dur- 
ing Community  Health  Week.  (4)  Approved  steps 
to  co-sponsor  with  the  AMA  a lecture  series  on 
foods  and  nutrition  with  selected  Tennessee 
schools  and  colleges.  (5)  Approved  the  use  of  an 
educational  ad  series  each  quarter  in  the  official 
publication  of  the  Tennessee  Press  Association. 
(6)  Approved  two  statewide  educational  programs 
to  physicians  and  the  public  opposing  Medicare; 
and  for  the  education  and  promotion  of  the  Her- 
long-Curtis  Bill,  H.R.  3727,  Eldercare  Act  of 
1965. 
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Economic  Issues:  (1)  Filed  application  with  the 
State  Tax  Equalization  Board  to  obtain  reduced 
assessment  on  TMA  headquarters  building  and 
equipment.  Obtained  reduced  assessment  wherein 
TMA  will  pay  only  15%  of  amount  assessed  by 
Metropolitan  Government  of  Nashville  on  real 
property  and  personalty.  (2)  Continued  to  study 
the  size  and  cost  of  producing  the  TMA  Journal. 
(3)  Approved  changes  as  recommended  by  the  the 
Insurance  Committee  on  TMA  group  insurance 
plans  for  Overhead  Expense  Coverage  and  Major 
Hospitalization  insurance.  (4)  Studied  and  re- 
ferred to  the  House  of  Delegates,  the  current  con- 
tract with  the  Department  of  Defense  for  the 
medical  care  of  dependents  of  active  duty  person- 
nel in  the  Armed  Forces. 

Administration:  (1)  Appointed  all  standing  and 
special  committees  of  TMA.  (2)  Endorsed  IM- 
PACT activities  and  allocated  funds  for  adminis- 
tration and  educational  purposes.  (3)  Carefully 
followed  the  actions  and  investigations  of  TMA 
records  by  the  Internal  Revenue  Service.  (4)  Ap- 
proved steps  to  obtain  a new  Charter  of  Incorpo- 
ration for  the  Tennessee  Medical  Association.  (5) 
Studied  all  financial  reports  and  expenditures,  the 
budget  and  all  financial  activities  of  the 
Association. 

Other  actions  included  the  establishing  of 
Distinguished  Service  Awards  for  TMA 
members. 

The  Board  of  Trustees  conducted  the 
affairs  of  the  Association  effectively  and 
efficiently,  served  the  interest  of  members 
of  the  TMA,  and  administered  policies  de- 
termined by  the  House  of  Delegates. 


al  unemployment  compensation  tax.  The 
audit  revealed  that  TMA  was  liable  and  re- 
quired to  pay  the  tax. 

The  Treasurer’s  report  contained  the 
official  audit  conducted  at  the  close  of  De- 
cember, 1964,  by  Grannis  and  Jones  and  As- 
sociates, Certified  Public  Accountants  of 
Nashville.  The  Association  operated  within 
its  budget  adopted  for  1964  with  a moderate 
reserve  at  the  close  of  the  year.  The  follow- 
ing is  a condensed  statement  of  cash  re- 
ceipts and  disbursements  for  the  calendar 
year  1964,  and  a balance  sheet  of  the  finan- 
cial condition  of  the  Association. 

TENNESSEE  MEDICAL  ASSOCIATION 
BALANCE  SHEET— DECEMBER  31,  1964 

ASSETS 

CURRENT  ASSETS 
Cash 

Due  from  U.S.  Government 
(tax  refund) 

Interest  receivable 

Total  current  assets 

INVESTMENTS 
Cash  held  for  investments 
Cash  savings  accounts 
First  mortgage  notes 
Federal  Farm  Loan  Bonds 


$ 74,357.52 

3,047.03 

1,027.42 

$78,431.97 

5,729.81 

133,692.65 

68,108.13 

8,000.00 


Report  of  Treasurer 
John  C.  Burch,  M.D. 

The  Treasurer  reported  that  the  Associa- 
tion is  facing  a problem  relating  to  its 
expenses  in  two  specific  areas.  These  in- 
volve the  continuing  decrease  in  revenue 
from  Journal  advertising,  and  the  number 
of  exhibitors  displaying  during  the  annual 
meetings.  The  report  recommended  that 
this  matter  be  thoroughly  studied  by  the 
Board  of  Trustees. 

In  May  of  1964,  the  Internal  Revenue 
Service  conducted  an  audit  of  the  Associa- 
tion’s finances  and  activities.  The  audit 
covered  every  phase  of  TMA’s  program  and 
financial  transactions  from  1955  through 
1963.  With  but  one  exception,  no  outstand- 
ing irregularities  were  found.  Acting  in 
good  faith  and  on  the  premise  that  the 
TMA  could  be  exempted  under  the  Unem- 
ployment Compensation  tax,  the  Associa- 
tion had  not  previously  paid  state  or  feder- 


Total investments 

$215,530.59 

FIXED  ASSETS 
Land 
Building 
Equipment 

19,908.75 

56,543.97 

13,459.95 

Less-accumulated  depreciation 
Total  fixed  assets  (net) 

$ 89,912.67 
15,925.57 
73,987.20 

$367,949.76 

LIABILITIES  AND  FUND  BALANCE 

CURRENT  LIABILITIES 
Accrued  payroll  taxes 

$ 1,164.98 

FUND  BALANCE 
Surplus 

366,784.78 

$367,949.76 

STATEMENT  OF  CASH  RECEIPTS  AND 
DISBURSEMENTS 

(Consolidated  Financial  Statement — January  1 — 
December  31,  1964) 
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RECEIPTS 


AMA  Fees  for  Dues  Collection 

$ 1,213.43 

AMA  Dues  Collected 

121,005.00 

Annual  Meeting  Exhibits 

7,095.00 

Annual  Meeting — Banquet  Ticket  Sales  2,205.00 

Dues — TMA 

110,840.00 

Journal  Advertising 

24,172.70 

Investment  Income 

3,119.75 

Headquarters  Building  Income 

2,400.00 

Miscellaneous  Income 

382.24 

Payroll  Taxes  Collected  from  Employees  7,388.22 

TOTAL  RECEIPTS 

$279,821.34 
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DISBURSEMENTS 

AMA  Delegation 

$ 3,779.07 

Annual  Meeting  General 

9,018.51 

Annual  Meeting  Banquet 

2,273.85 

Attorney  & Auditing  Fees 

5,188.00 

Board  of  Trustees 

1,120.02 

Committee  Expense 

3,629.21 

Headquarters  Building  Operation 

2,348.77 

Health  Project  Contest 

1,319.77 

Employee  Insurance  Plan 

2,510.43 

Journal  TMA 

26,342.97 

Legislative  Expense 

4,089.48 

Postage 

2,216.85 

President’s  Expense 

1,472.96 

Printing 

1,131.54 

Staff  Salaries  (7  persons) 

47,048.34 

Supplies — Office  Repairs — Maintenance 

2,597.86 

Telephone  & Telegraph 

2,734.25 

Travel — Staff 

4,280.79 

IMPACT 

2,000.00 

Health  Careers  Program 

2,500.00 

Payroll  Taxes — 1964 — plus  Back  Taxes 

on 

Federal  and  State  Unemployment 

Compensa- 

tion 

19,015.07 

AMA  Dues  Remitted 

121,005.00 

Miscellaneous  and  other  expense 

3,328.68 

TOTAL  DISBURSEMENTS  $270,951.42 
Bank  Balance — January  1,  1964  $ 65,487.60 
Bank  Balance — January  1,  1965  74,357.52 


Report  of  the  Council 
Francis  H.  Cole,  M.D. 

Again  in  1964,  the  Council  was  prici- 
pally  concerned  with  the  relationships  be- 
tween physicians  and  hospitals  since  these 
contractual  arrangements  effect  the  corpo- 
rate practice  of  medicine  by  institutions, 
and  fee  splitting  by  physicians.  The  Coun- 
cil has  studied  this  matter  since  1961  when 
a resolution  passed  by  the  House  of  Dele- 
gates directed  an  investigation  and  imposed 
a deadline  of  1963  for  rectifying  any  con- 
tracts found  to  be  in  violation  of  medical 
ethics  or  state  law.  All  contracts  between 
physicians  and  hospitals  were  investigated 


and  several  reports  of  the  Council  recom- 
mended changes  and  pointed  out  areas 
of  confusion  and  abuse.  The  Council  re- 
peatedly requested  more  time  in  which  to 
press  for  modification  of  illegal  and  unethi- 
cal contracts.  Since  these  efforts  had 
failed,  the  Chairman  of  the  Council  re- 
quested further  instructions  from  the 
House  of  Delegates — 

“either  to  prefer  charges  of  unethical  practice 
against  every  physician  practicing  under  a per- 
centage contract;  to  change  the  ethical  standards 
to  permit  physicians  to  dispose  of  their  services  to 
lay  agencies  which  sell  these  services  for  a profit; 
or  to  take  positive  steps  to  change  these  fields  of 
practice  to  conform  to  ethical  standards  which 
prevail  for  all  other  physicians.” 

Another  major  problem  confronting  the 
Council  is  the  question  of  relations  with  Os- 
teopaths. It  was  pointed  out  that  Osteo- 
paths are  applying  for  hospital  staff  privi- 
leges in  several  communities  in  the  state, 
and  are  applying  for  admission  to  postgra- 
duate courses  in  Tennessee’s  medical 
schools,  basing  their  request  on  the  fact 
that  they  are  providing  medical  care  and 
therefore  should  be  permitted  to  improve 
themselves.  The  AMA  directed  component 
societies  and  individual  physicians  to  treat 
with  Osteopaths  individually  and  to  refrain 
from  association  with  those  who  are  cultists 
but  to  consult  ethically  with  those  who 
practice  scientific  medicine.  The  AMA  en- 
dorsed this  approach,  however  it  was  point- 
ed out — 

“that  the  determination  of  qualifications,  ability 
and  ethics  of  each  individual  is  almost  impossible 
when  they  are  trained  in  schools  whose  curricu- 
lum is  unknown,  licensed  by  an  osteopathic  board 
after  an  examination  we  have  never  seen,  and 
controlled  ethically  by  organizations  we  do  not 
know.” 

After  considering  all  aspects  of  the  situa- 
tion, the  Council  recommended — 

that  steps  be  started  toward  a consolidated  licen- 
sing board  to  replace  the  Board  of  Medical  Exam- 
iners and  the  Board  of  Osteopathic  Examiners,  so 
that  all  candidates  for  unlimited  license  to  prac- 
tice would  be  subject  to  the  same  examination, 
and  to  the  same  legal  control. 

A resolution  was  introduced  in  the  House 
of  Delegates  to  implement  this  plan. 

It  was  reported  that  most  problems  con- 
cerning ethical  practice  had  been  resolved 
on  the  local  level  by  the  individual  and  the 
District  Councilor,  sometimes  with  the  ad- 
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vise  of  the  Chairman  of  the  Council.  No 
disciplinary  action  was  necessary  during 
the  year. 

Report  of  Executive  Director 
J.  E.  Ballentine 

The  report  of  the  Executive  Director  out- 
lined the  services  to  the  profession  and  to 
the  public,  and  the  implementation  of  poli- 
cies and  programs  of  the  Association,  repre- 
senting the  principal  functions  of  the  head- 
quarters staff  of  TMA.  The  report  present- 
ed for  review  the  most  important  facets  of 
the  Association’s  operation  under  several 
major  subjects: 

(Administration) 

1964  was  one  of  the  Association’s  most  ac- 
tive years  in  history.  Projects  in  the  field 
of  public  service,  economics,  insurance,  ad- 
ministration, hospital  problems,  corporate 
practice,  legislation,  and  many  others  were 
in  the  forefront.  Activities  of  the  TMA 
staff  were  in  three  major  areas:  (1)  Imple- 
menting policies  and  approved  programs  of 
the  House  of  Delegates,  Board  of  Trustees, 
Officers,  Council,  and  Committees.  (2)  Ad- 
ministration and  Field  Service.  (3)  Publica- 
tions, Exhibits,  Promotions  and  Publicizing. 
Four  meetings  of  the  Board  of  Trustees 
were  held  during  1964-65.  Most  of  the  Asso- 
ciation’s 26  committees  met  at  least  once 
during  the  year  and  many  upon  several  oc- 
casions. Close  liaison  was  maintained  and 
developed  with  the  49  county  medical  socie- 
ties. In  1964,  TMA  petitioned  and  received 
a general  welfare  charter  from  the  state, 
wherein  the  Association  became  an  incor- 
porated body. 

(Legislation) 

Legislative  activities  on  the  state  and  na- 
tional level  were  outlined  in  the  report.  In 
the  84th  Tennessee  General  Assembly,  the 
Association  supported  the  Administration’s 
Mental  Health  Bill;  opposed  the  Podiatry 
Bill,  the  Optometry  Bill,  the  Chiropractic 
Bill,  Deposition  Bills;  studied  many  others 
and  took  appropriate  action.  The  TMA  Ad- 
visory Committee  to  the  Department  of 
Public  Welfare  recommended  expansions  in 
the  Medical  Assistance  to  the  Aged  Pro- 
gram, and  a meeting  with  the  Governor 


and  Administration  leaders  was  effective 
for  the  inclusion  of  funds  in  the  General 
Appropriations  Bill  to  further  expand 
health  care  programs  administered  by  the 
Departments  of  Public  Welfare  and  Public 
Health. 

On  the  national  level,  Medicare  contin- 
ued to  be  the  major  issue.  The  death  of  the 
King-Anderson  proposal  in  the  88th  Con- 
gress was  short  lived.  The  new  and  pre- 
sent bill  was  introduced  early  in  the  89th 
Congress.  A comprehensive  informational 
campaign  to  the  public  in  support  of  the 
Herlong-Curtis  Bill  (H.R.  3727),  Eldercare 
Program,  was  sponsored.  Implementation 
of  this  plan  of  action  included:  (1)  Reacti- 
vation of  Operation  Hometown  on  the 
county  society  level.  (2)  Direct  contacts 
with  representatives  in  Congress.  (3)  Pub- 
lic educational  program  on  the  Eldercare 
Act  of  1965  showing  a comparison  of  the 
advantages  of  Eldercare  over  Medicare.  (4) 
A newspaper  advertising  campaign,  televi- 
sion spot  announcements  and  half-hour  pro- 
grams, radio  programs  of  information  to 
the  public,  as  well  as  a campaign  to  inform 
physicians  about  Eldercare. 

(Washington  Delegation) 

On  March  18,  1965,  TMA  officers,  staff, 
and  physician  representatives  from  the  nine 
congressional  districts,  together  with  key 
community  leaders,  met  in  Washington 
with  Tennessee’s  congressmen  and  senators 
for  a discussion  of  mutual  problems  of  in- 
terest in  the  health  field. 

(Public  Service  Activities) 

Activities  in  the  field  of  public  service 
and  public  relations  were  outlined.  The 
principal  program  included  the  two  state- 
wide educational  campaigns.  Considerable 
activity  occurred  in  the  preparation  and 
distribution  of  pamphlets  and  other  educa- 
tional materials  to  physicians  for  use  in 
their  offices.  The  public  relations  manual 
was  again  distributed  to  all  county  medical 
societies.  TMA  maintained  contacts  with 
public  officials,  civic  leaders,  and  other 
friends  of  medicine;  worked  with  county 
medical  societies,  auxiliaries,  and  local 
medical  assistants  groups;  planned  and  im- 
plemented news  programs  in  connection 
with  the  annual  session;  arranged  for  spe- 
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cial  TV  programs  on  such  subjects  as  Medi- 
cal Care  for  the  Aged,  and  discussion  of  the 
Kerr-Mills  Law;  and  participated  in  meet- 
ings on  public  relations  at  the  state  and  na- 
tional level.  Other  programs  included  pro- 
motion of  Community  Health  Week  and 
sponsoring  the  Rural  Health  Conference. 

(Journal) 

The  overall  production  cost  of  the  Jour- 
nal was  reported,  as  well  as  the  income 
from  Journal  advertising  which  continued 
to  decrease  in  1964.  The  Executive  Direc- 
tor stated  that  the  financial  plight  of  Jour- 
nal cost  and  advertising  income  is  a major 
problem  to  the  Association. 

(Membership) 

The  membership  for  the  first  time  ex- 
ceeded 3,000  during  1964.  At  the  close  of 
1964,  the  Association’s  total  membership 
was  3,090.  The  total  number  of  members 
from  Tennessee  in  the  American  Medical 
Association  was  2,927. 

(AMA  Delegation) 

The  report  commended  the  AMA  delega- 
tion for  its  initiative  and  farsighted  leader- 
ship, and  called  attention  to  the  selection  of 
Dr.  Alvin  J.  Ingram  of  Memphis  for  a 
three-year  term  on  the  AMA  Board  of 
Trustees,  as  well  as  the  election  of  Dr. 
Chas.  C.  Smeltzer  of  Knoxville  to  a five- 
year  term  on  the  Judicial  Council,  the  su- 
preme court  of  medicine. 

(Legal  Counsel) 

TMA’s  legal  counsel  aided  in  providing 
study  and  advise  to  the  Board  of  Trustees, 
in  the  IRS  audit,  tax  problems,  incorpora- 
tion of  the  Association,  and  counseled  with 
officers  and  staff  on  innumerable  details  of 
Association  operation.  Considerable  legal 
research  and  investigation  was  done  with 
respect  to  legislative  bills. 

Other  subjects  included  Finances,  the 
Council,  and  what  to  expect  in  the  future 
and  how  the  Tennessee  Medical  Association 
may  be  affected.  In  concluding  this  report, 
Mr.  Ballentine  expressed  appreciation  to 
the  Officers,  Board,  Council,  Committees, 
Members  of  the  House  of  Delegates  and 


Members  of  the  Association  for  their  help- 
ful cooperative  assistance  during  the  year. 

REPORTS  OF  COMMITTEES 
STANDING  COMMITTEES 

Report  of  Committee  on  Scientific  Work 
and  Postgraduate  Education 

The  responsibilities  of  the  Committee  on 
Scientific  Work  and  Postgraduate  Educa- 
tion are  three:  (1)  the  Journal  of  TMA,  (2) 
the  scientific  program  of  the  annual  meet- 
ing, and  (3)  activities  in  postgraduate  edu- 
cation. (No  item  related  to  the  third  area  of 
responsibility  arose  for  discussion  during 
the  year.) 

Journal — The  report  emphasized  the 
efforts  of  the  staff  and  the  Editor  in  bring- 
ing to  the  attention  of  the  membership  in- 
formation important  to  the  formulation  of 
judgments  by  the  members  on  current  to- 
pics. The  Yellow  Pages,  The  Medical  Digest, 
and  the  Public  Service  Page,  respectively, 
sketch  out  for  the  members  topics  of  partic- 
ular interest  and  importance  in  the  field  of 
legislation,  economics,  and  public  service. 

Volume  57  of  the  Journal  (1964)  consist- 
ed of  500  pages  of  text,  a few  pages  less 
than  in  the  preceding  year.  The  continued 
drop  in  advertising  is  of  especial  impor- 
tance and  threatening.  In  1964,  advertising 
pages  stood  at  a new  low  of  500,  the  lowest 
number  in  several  years.  The  report 
offered  reasons  for  the  progressive  decrease 
in  advertising  which  is  not  peculiar  to  the 
Journal  of  the  TMA  only,  but  is  part  of  a 
nationwide  experience.  Subsequent  to  the 
Kefauver  Hearings,  pharmaceutical  manu- 
facturers diverted  profits  into  varied  activi- 
ties other  than  advertising  in  journals.  An- 
other result  of  these  hearings  was  a more 
critical  attitude  of  the  Food  and  Drug  Ad- 
ministration, backed  up  by  congressional 
action,  which  has  curtailed  the  introduction 
of  new  and  profitable  drugs.  Manufacturers 
with  more  limited  budgets  for  advertising 
have  concentrated  more  on  journals  of 
large  circulation. 

Scientific  Program — The  scientific  pro- 
gram in  1965  was  the  second  which  was  de- 
voted almost  entirely  to  meetings  of  the 
specialty  groups.  There  were  two  varia- 
tions in  the  1965  programs:  the  Obstetric, 
Pediatric  and  General  Practice  groups 
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joined  to  present  a combined  program,  per- 
mitting invited  guests  to  take  part  in  the 
program;  and  a general  session  was  held  on 
Tuesday  morning  with  two  guest  speakers 
presenting  topics  of  interest  to  a large  num- 
ber of  TMA  members.  The  Committee 
urged  specialty  societies  to  discuss  and  for- 
mulate plans  for  joint  sessions  with  other 
specialty  groups  in  1966  since  it  was  be- 
lieved that  such  scientific  meetings  would 
be  well  received. 

Report  of  Committee  on  Hospitals 

C.  D.  Hawkes,  M.D.,  Chairman 

The  work  of  the  Committee  on  Hospitals 
was  principally  the  promotion  of  liaison 
with  hospital  administrators  in  the  state. 
In  this  connection,  the  committee  met  with 
the  Executive  Committee  of  the  Tennes- 
see Hospital  Association  to  discuss  mutual 
problems.  The  Committee  recommended 
strengthening  and  reactivation  of  accredita- 
tion teams,  previously  set  up  to  aid  unap- 
proved hospitals  in  the  state  in  becoming 
accredited.  The  assistance  of  an  experi- 
enced hospital  administrator,  a physician 
knowledgeable  in  staff  organization  and  a 
record  librarian  is  provided  to  such  hos- 
pitals. 

The  AMA  Report  on  Physician-Hospital 
Relations  was  reviewed  and  discussed  in 
the  joint  meeting  with  THA  representatives 
and  it  was  felt  that  this  discussion  should 
promote  better  understanding  in  regard  to 
hospital  medical  staff  responsibility  for  the 
quality  of  medical  care,  staffing  of  hospital 
emergency  departments,  teaching  pro- 
grams, purveyance  of  professional  services 
by  hospitals  to  prepaid  medical  plans  and 
areawide  planning  of  hospitals  and  related 
facilities. 

The  Hospital  Committee  also  recommend- 
ed that  the  Health  Insurance  Committee 
take  up  a detailed  study  of  charges  for  ra- 
dioisotope services. 

Report  of  Committees  on  Legislation 
and  Public  Policy 

Tom  E.  Nesbitt,  M.D.,  Chairman 

The  Legislative  Committee  was  involved 
in  a year  of  increased  activity  culminating 
in  an  extremely  time  consuming  session  of 
the  84th  General  Assembly  of  the  State  of 


Tennessee.  Before  and  after  the  primary 
and  general  election  campaigns  the  contact 
doctor  system  throughout  the  state  was 
reorganized.  A comprehensive  legislative 
manual  was  prepared  which  clarified  the 
contact  doctor  system.  The  manual,  divid- 
ed into  congressional  districts  on  the  na- 
tional level  and  into  senate  and  representa- 
tive responsibilities  on  the  state  level,  was 
distributed  to  each  contact  doctor.  Follow- 
ing the  general  election,  many  contacts 
were  made  with  legislators  over  the  state 
and  briefings  were  held  to  acquaint  various 
legislative  groups  with  the  position  of  the 
Tennessee  Medical  Association  relative  to  a 
change  in  the  Medical  Practice  Act  and 
TMA’s  stand  on  other  issues  of  concern. 

In  1964,  the  House  of  Delegates  instruct- 
ed the  Legislative  and  Public  Policy  Com- 
mittee to  prepare  and  to  seek  introduction 
and  passage  of  legislation  effecting  a change 
in  the  Tennessee  Code  defining  the  prac- 
tice of  medicine,  so  as  to  include  labora- 
tories and  blood  banks  in  the  definition 
of  the  practice  of  medicine,  hoping  to  ob- 
viate the  necessity  for  eventual  state  licen- 
sure of  laboratories  and  blood  banks.  The 
necessary  resolution  was  prepared,  howev- 
er due  to  apparent  intensive  opposition,  the 
lack  of  sponsors  for  the  bill,  and  additional 
problems,  the  decision  was  made  to  with- 
hold any  attempts  to  introduce  the  pro- 
posed change  in  the  Medical  Practice  Act  in 
the  1965  session  of  the  General  Assembly. 

An  addendum  to  the  report  included  an 
outline  of  legislation  endorsed  and/or  sup- 
ported by  TMA,  as  well  as  legislation  op- 
posed by  TMA: 

(Legislation  Endorsed  and/or 
Supported  by  AMA) 

H.B.16  (S.B.131):  Mental  Health  Law  Revisions 

— This  bill  revised  the  state’s  mental  health  laws 
with  reference  to  admittance,  county  quota,  finan- 
cial aid,  commitments,  etc.  Minor  amendments 
were  added  by  the  House.  (Passed  and  signed  by 
Governor.) 

H.B.654  (S.B.622):  Privileged  Communications 

— This  law  provides  for  psychiatrists  to  have  pri- 
vileged communications  with  their  patients  and 
does  not  require  them  to  divulge  information  giv- 
en them  by  patients  while  under  treatment  unless 
justice  requires  otherwise.  (Passed  and  signed  by 
Governor.) 

S.J.R.14:  Indigent  Hospital  Study — This  Senate- 
Joint  Resolution  authorizes  the  Tennessee  Legisla- 
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tive  Council  to  make  a complete  and  thorough 
study  of  the  state’s  indigent  hospitalization  pro- 
gram and  report  to  the  85th  General  Assembly 
their  findings.  (Passed  and  signed  by 
Governor.) 

(Legislation  Opposed  by  TMA) 

S.B.393  (H.B.563):  Nurse  Practice  Act — This  16- 
page  bill  supported  by  the  Tennessee  Nurses’  As- 
sociation, proposed  to  change  the  composition  of 
the  Nurse  Board  to  an  all-nurse  board;  provide 
for  mandatory  licensure  and  redefining  of  what 
constitutes  the  practice  of  nursing  and  licensed 
practical  nursing.  An  amended  version  which 
eliminated  all  objections  raised  by  TMA,  the  Ten- 
nessee Hospital  Association,  Tennessee  Nursing 
Home  Association  and  Tennessee  Licensed  Practi- 
cal Nurses’  Association  passed  the  Senate.  The 
sponsors  of  the  bill  withdrew  the  legislation  from 
the  House  calendar,  thereby  killing  it.  No  changes, 
therefore,  were  made  to  the  current  law.  (Died  in 
Committee.) 

S.B.487  (H.B.570) : Optometrists  Bill— This  bill 
authorizes  optometrists  to  be  reimbursed  for  serv- 
ices performed  within  the  lawful  scope  of  their 
practice  by  health  insurance  carriers  notwith- 
standing any  provision  to  the  contrary  in  any  con- 
tracts. It  also  allows  payment  for  services,  per- 
formed for  recipients  of  any  aid  program  of  local 
or  state  level,  and  provides  that  future  health  in- 
surance policies  shall  include  optometrists  on  the 
same  level  as  physicians.  (Passed  and  signed  by 
Governor.) 

S.B.684  (H.B.  781):  Chiropractors  Bill — Same 
bill  as  Optometrists.  Failed  for  lack  of  constitu- 
tional majority  in  Senate.  (Died  in  Committee.) 

S.B.449  (H.B.522):  Podiatrists  Bill— Same  basic 
provisions  as  Optometrists  and  Chiropractors  bills 
without  sections  pertaining  to  aid  programs. 
Failed  for  lack  of  constitutional  majority  in 
House.  (Died  in  Committee.) 

S.B.  399  (HB  532):  Registering  Schools  of  Medi- 
cal Technology — This  bill  applied  only  to  privately 
operated  schools  training  medical  technologists, 
dental  technicians,  dental  assistants  and  x-ray 
technicians  which  are  not  currently  under  any  su- 
pervision. The  law  gives  the  Commissioner  of 
Public  Health  and  Commissioner  of  Education  au- 
thority to  prescribe  minimum  standards  of  in- 
struction. The  law  also  authorizes  the  Governor  to 
appoint  a new  member  knowledgeable  in  these 
fields  to  the  Board  and  enables  the  Board  to  de- 
termine that  instruction  being  given  is  of  high 
caliber.  (Passed  and  signed  by  Governor.) 

S.B.596  (H.B.677):  Charges  for  Deposition — This 
bill  proposed  to  limit  the  amount  that  could  be 
charged  for  giving  a deposition  to  that  regularly 
paid  to  a juror  while  serving  on  jury  duty  or  to  a 
court  witness.  (Died  in  Committee.) 

H.B.699:  Non-Exempt  Witness — Proposed  to  re- 
move physicians  and  attorneys  from  being  exempt 
as  a court  witness.  (Died  in  Committee.) 


(Other  Bills  of  Interest  to  TMA) 

S.B.181  (H.B.233):  Abused  Child  Law— This  leg- 
islation amends  law  passed  during  last  General 
Assembly  to  require  that  apparent  maliciously 
inflicted  injuries  to  children  under  age  16  be  re- 
ported to  Juvenile  Court  Judge,  who  would  have 
jurisdiction  over  welfare  of  the  child.  Law  re- 
quires information  to  be  confidential  and  provides 
for  immunity  from  liability.  (Passed  and  signed 
by  Governor.) 

S.B.157  (H.B. 460):  Electrolysis  Regulation — Pro- 
posed to  set  up  standards  for  the  practice  of  elec- 
trolysis in  Tennessee,  forming  a Board  to  exam- 
ine, license  and  enforce  regulations  pertaining  to 
the  practice.  (Withdrawn.) 

H.B.210  (S.B.205):  Student  Nurse  Loans — Pro- 
vided for  schools  of  nursing  to  be  included  under 
the  Tennessee  Education  Loan  Corporation  and 
allows  the  corporation  to  guarantee  100  percent  of 
any  student  loan.  (Passed  and  signed  by 
Governor.) 

H.J.R.74:  Nursing  Laws  Study — Authorized  the 
Tennessee  Legislative  Council  to  make  a study  of 
the  State’s  laws  pertaining  to  the  practice  of  nurs- 
ing and  report  findings  to  the  85th  General  As- 
sembly. (Passed  and  signed  by  Governor.) 

S.B.213  (H.B.268):  Abortion  Reporting — Pro- 

posed to  require  reporting  of  abortion  or  at- 
tempted abortion  appearing  to  have  been  induced 
or  attempted  in  violation  of  existing  laws.  (Died 
in  Committee.) 

The  Chairman  of  the  Legislative  Commit- 
tee commended  TMA’s  legal  counsel,  Mr. 
Charles  L.  Cornelius,  Jr.,  for  his  untiring 
efforts  during  the  Legislature  and  through- 
out the  year. 

Our  legal  counsel,  Mr.  Charles  L.  Cornelius,  Jr., 
worked  diligently  and  with  a sincere  dedication  on 
our  behalf  to  an  extent  never  before  experienced 
by  this  organization.  His  efforts  have  been  far 
beyond  any  expected  measure  of  interest  and  de- 
votion and  each  physician  in  this  state  owes  a per- 
sonal debt  of  gratitude  to  Mr.  Cornelius.” 

The  Chairman  also  reported  upon  the 
March  18th  visit  with  Tennessee’s  congres- 
sional delegation  in  Washington,  D.C.  He 
stated  that  an  innovation  this  year  was  to 
invite  other  groups  concerned  with  the 
preservation  of  the  free  enterprise  system 
in  the  hope  of  pointing  to  strength  outside 
the  medical  profession  in  opposing  welfar- 
ism and  in  the  trend  toward  socialization  of 
the  medical  profession.  TMA  representa- 
tives were  joined  by  representatives  of  the 
insurance,  banking  industry,  veterninary 
medicine,  the  Hospital  Association,  and  the 
Pharmaceutical  Association  in  the  visit  to 
Washington.  The  report  recommended  that 
these  visits  be  continued  on  an  annual  basis. 
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Report  of  Liaison  Committee  to 
Public  Health  Department 

William  A.  Hensley,  M.D.,  Chairman 
Members  of  the  Liaison  Committee  to  the 
Public  Health  Department  attended  two 
meetings  of  the  Public  Health  Council  in 
1964.  At  the  April  13th  meeting  of  the 
Council  in  Memphis,  the  House  of  Dele- 
gates of  the  TMA  had  not,  at  the  time  of 
the  Council  meeting,  acted  upon  resolutions 
regarding  the  Crippled  Children’s  Service 
of  the  State.  In  view  of  this,  the  Council 
adopted  a motion  that  the  Department  of 
Public  Health  proceed  along  lines  already 
established  in  Nashville  and  other  areas  for 
multi-discipline  clinic  to  be  held  in  Mem- 
phis. 

At  the  meeting  of  the  Public  Health 
Council  on  November  27th,  a resolution 
was  passed  directing  the  Chairman  of  the 
Liaison  Committee  to  draft  an  appropriate 
resolution  for  approval  by  the  TMA,  en- 
couraging physicians  locally  to  study  the 
program  of  the  Tennessee  Department  of 
Public  Health  Heart  Disease  Control  Pro- 
gram Division  of  Medical  Care,  and  at  their 
option  to  take  advantage  of  this  service.  (A 
resolution  to  carry  out  this  directive  was 
introduced  in  the  House  of  Delegates.) 

Copies  of  suggested  model  hospital  orders 
for  cerebral  vascular  accident  patients  were 
presented  to  the  Committee  by  the  Com- 
missioner of  Public  Health.  The  model  or- 
ders would  be  sent  to  all  hospitals,  and  pri- 
marily to  the  smaller  hospitals  as  well  as 
nursing  homes.  It  was  the  opinion  of  the 
Committee  that  these  should  not  be  dis- 
tributed to  hospitals;  that  it  would  be  better 
for  these  helpful  suggestions  to  be  made  in 
general  terms,  rather  than  specific  orders; 
and  that  it  would  be  wise  to  supply  them 
to  the  physician  members  of  the  Tennes- 
see Medical  Association  rather  than  to  hos- 
pitals and  nursing  homes. 

The  report  stated  that  the  Liaison  Com- 
mittee had  been  impressed  with  the  genu- 
ine, sincere  thoroughness  of  the  members 
of  the  Public  Health  Council  in  their 
duties. 

Report  of  Insurance  Committee 
Wm.  T.  Satterfield,  M.D.,  Chairman 
The  Chairman  reported  that  the  five 


group  plans  of  TMA  (Life  Insurance, 
Professional  Liability,  Major  Hospitaliza- 
tion, Professional  Overhead  Expense,  and 
Disability)  had  functioned  well  and  in- 
creased their  enrollment  during  the  year. 
Major  Hospital  Coverage  had  been  modified 
to  some  extent. 

The  Committee  presented  two  resolutions 
to  the  House  of  Delegates.  One  recom- 
mended a new  group  plan  offered  by  Med- 
ric,  Inc.  to  guarantee  receipt  of  accounts 
receivable  in  physicians’  estates.  The  other 
resolution  sought  the  endorsement  by  TMA 
of  Memphis  and  Shelby  County’s  Invest- 
ment Retirement  Trust  so  that  the  875  phy- 
sician participants  in  all  parts  of  the  state 
may  have  representation  on  the  Trust  Com- 
mittee. (See  actions  on  these  resolutions  in 
the  second  session  of  the  House  of 
Delegates.) 

The  Committee  considered  several  new 
group  proposals  during  the  year,  however 
most  of  these  overlapped  coverage  already 
offered. 

The  Chairman  reported  good  cooperation 
by  the  administrators  of  the  group  plans 
with  the  committee,  and  stated  that  com- 
plaints had  been  promptly  handled. 

Report  of  Committee  on  Cancer 
B.  F.  Byrd,  Jr.,  M.D.,  Chairman 

At  the  request  of  the  Committee  on  Can- 
cer, the  Board  of  Trustees  directed  the  Leg- 
islative Committee  to  take  appropriate 
steps  to  inform  public  officials  of  the  need 
for  increasing  funds  for  the  care  of  cancer 
patients  under  the  present  Indigent  Hospi- 
talization Program.  This  Program  was  in- 
creased from  $200,000  to  $240,000  for  the 
1963-65  biennial  and  from  $240,000  to  $300,- 
000  for  1965-67. 

At  a meeting  on  October  8th  of  organiza- 
tions interested  in  Cancer,  it  was  deter- 
mined that  a liaison  committee  should  be 
organized  to  coordinate  projects  of  the  var- 
ious organizations.  It  was  also  reported 
that  a Cancer  Registry  program  had  been 
initiated  and  is  operating  in  some  areas  of 
the  state. 

In  concluding  his  report  the  Chairman 
urged  members  of  the  House  of  Delegates 
to  visit  the  exhibit  sponsored  by  the  Com- 
mittee on  Cancer. 
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Report  of  Memoirs  Committee 

Henry  L.  Douglass,  M.D.,  Chairman 

The  Memoirs  Committee  reported  that 
fifty-five  members  of  the  Tennessee  Medical 
Association  died  during  the  calendar  year 
1964.  The  names  of  the  deceased  physicians 
were  read  by  the  Chairman. 

In  1964  Death  took  a heavier  toll  than  usual  of 
the  members  of  this  Association,  heavy  enough  to 
be  felt  by  many  communities  throughout  the  state 
and  by  all  levels  of  society.  It  seemed  more  than 
ever  a year  of  transition  ...  an  older  generation 
was  fading  out,  a younger  generation  was  taking 
over.  Its  immediate  affect  upon  many  people 
was  distress  and  frustration.  But  time  is  a won- 
derful therapist  and  what  was  once  a time  of  sor- 
row and  adjustment  is  now  a moment  of  remem- 
brance. Looking  back  it  is  plain  to  see  how  much 
one  generation,  in  a brief  thirty  years,  enhanced 
the  practice  of  medicine  and  it  is  also  plain  to  see 
that  each  one  of  our  former  members  made  an 
essential  contribution  to  that  remarkable  progress. 

Report  of  Committee  on  Health  Insurance 
Medicare 

B.  K.  Hibbett,  III,  M.D.,  Chairman 

The  Health  Insurance  Committee  met 
with  actuaries  and  representatives  of  the 
insurance  industry  and  it  was  determined 
that  broader  coverage  under  the  Tennessee 
Plan  would  be  financially  feasible  for  the 
twenty-four  to  forty-two  hundred  dollar  in- 
come level.  It  a meeting  of  the  Health  In- 
surance Committee  on  February  28th,  it 
was  decided  that  the  Tennessee  Plan  should 
be  a comprehensive,  service,  in  hospital, 
health  care  plan,  and  that  the  present  Ten- 
nessee Plan  should  be  offered  to  those  who 
wish  only  surgical  and  obstetrical  coverage 
with  its  provisions  clearly  outlined  to  the 
purchaser,  and  that  no  change  be  made  in 
income  levels  for  service  benefits.  The 
Chairman  was  directed  to  proceed  with 
working  up  the  new  plan  for  presentation 
to  the  House  of  Delegates. 

The  latest  survey  revealed  1,250,000  per- 
sons in  Tennessee  covered  under  the  Ten- 
nessee Plan.  There  are  41  commercial  car- 
riers and  two  non-profit  associations  (Blue 
Shield)  underwriting  the  plan. 

An  experience  report  from  the  Tennessee 
Hospital  Service  Association  stated  that  ap- 
proximately 2,929  persons  were  covered  un- 
der the  Tennessee  Senior  Citizens  Plan. 


Medicare 

The  new  contract  for  the  Dependents 
Medical  Care  Program  which  would  have 
become  effective  December  1,  1964,  was 
presented  to  the  Tennessee  Medical  Asso- 
ciation with  reductions  in  the  fee  schedule 
for  397  procedures.  A letter  from  the 
Office  for  Dependents’  Medical  Care  im- 
plied that  the  program  should  be  based  on 
the  fee  schedule  of  the  Tennessee  Plan. 

After  studying  the  contract,  the  Medicare 
Committee  recommended  to  the  Board  of 
Trustees  and  the  House  of  Delegates  that 
the  proposed  contract  not  be  entered  into 
the  Tennessee  Medical  Association.  An  ex- 
tension of  time  on  the  existing  contract  was 
granted  by  the  Office  for  Dependents’  Medi- 
cal Care  in  order  that  the  matter  could  be 
presented  to  the  House  of  Delegates. 

In  view  of  the  Committee’s  recommenda- 
tion, a proposal  was  made  on  April  9,  1965, 
by  the  Professional  Director  of  the  Office 
for  Dependents’  Medical  Care,  to  continue 
the  existing  contract  for  the  remainder  of 
the  contract  year  without  the  proposed  re- 
ductions in  the  fee  schedule.  Substitute 
Resolution  No.  3 was  presented  to  the 
House  of  Delegates  to  establish  policy  in 
negotiating  future  contracts  with  the  De- 
partment of  Defense.  (See  second  session 
of  House  for  contents  of  resolution  and  ac- 
tion thereon.) 

Report  of  Advisory  Committee  to  the  State 
Department  of  Public  Welfare 

K.  M.  Kressenberg,  M.D.,  Chairman 

The  Committee  met  on  May  5th  and  im- 
mediately following,  met  with  the  Commis- 
sioner of  Public  Welfare  and  members  of 
his  staff  to  consider  problems  of  the  MAA 
program,  particularly  the  dissatisfaction  of 
pharmacists  over  the  state  with  the  drug 
pricing  program.  Shortly  after  this  meet- 
ing a new  drug  formulary  was  issued  and  a 
new  price  schedule  was  approved.  Since 
that  time  the  druggists  have  been  reasona- 
bly satisfied  and  approximately  85%  of 
them  are  participating  in  the  program.  The 
formulary  was  later  broadened  to  include 
newer  drugs  as  they  have  been  developed. 

During  the  year  the  income  levels  under 
the  MAA  program  were  increased  from  $1,- 
000  to  $1,300  for  single  persons  65  years  of 
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age  or  over,  and  from  $1,500  to  $1,800  for 
married  couples. 

A second  meeting  of  the  Committee  was 
held  on  October  15th  with  a followup  meet- 
ing with  Commissioner  Nicks  and  repre- 
sentatives of  the  Department  of  Public 
Welfare  to  discuss  all  phases  of  public  wel- 
fare programs  and  the  MAA  program  in 
particular.  The  Committee  was  requested 
to  submit  a list  of  recommendations  to  be 
considered  for  further  expansion  of  MAA 
and  other  welfare  programs  concerning 
medical  aid,  so  that  they  could  be  incorpo- 
rated in  the  Appropriations  Bill  to  go  be- 
fore Tennessee  General  Assembly.  The 
Committee  drew  up  the  following 
recommendations : 

(1)  Extension  of  income  limits  to  $1,500.00  for 
single  persons  age  65  or  over,  and  $2,000.00  for 
married  couples  age  65  or  over.  (2)  Extension  of 
days  of  hospitalization  for  MAA  recipients  from 
20  to  30  days  per  year.  (3)  Extension  of  number 
of  days  of  hospitalization  available  to  recipients  of 
Aid  to  the  Blind,  Aid  to  the  Disabled  and  Aid  to 
Dependent  Children  from  10  to  20  days.  (4)  Inclu- 
sion of  certain  dental  work  under  MAA  to  include 
dentures  only  and  not  to  include  dentists’  fees.  (5) 
Expansion  of  the  Department’s  pilot  program  of 
providing  hospitals  with  necessary  Welfare  De- 
partment forms  to  include  as  many  hospitals  in 
the  State  as  possible.  (6)  Modification  of  current 
regulation  regarding  Medical  Review  Officers  and 
a Medical  Review  Officer  to  be  appointed  by  each 
hospital  staff,  eliminating  the  necessity  of  sending 
hospital  records  outside  of  the  hospital  for  review. 
(7)  New  and  intensive  publicity  campaigns  to  ac- 
quaint the  public  with  medical  programs  available 
through  the  Department  of  Public  Welfare. 

It  was  reported  that  some  of  the  recom- 
mendations had  been  approved  by  the  Wel- 
fare Department,  and  the  Committee  had 
been  informed  that  although  the  income 
limits  could  not  be  raised  at  the  present 
time,  the  recommended  increase  in  number 
of  days  of  hospitalization  to  MAA,  Aid  to 
the  Blind,  Aid  to  the  Disabled,  and  Aid  to 
Dependent  Children  recipients  will  be 
effected  and  that  the  per  diem  payment  to 
hospitals  and  the  maximum  payment  to 
nursing  homes  will  be  increased. 

It  was  estimated  that  6.6  million  dollars 
will  be  spent  in  1965  and  1966  under  the  ra- 
pidly growing  MAA  program — and  9.5  mil- 
lion dollars  in  1966-67  under  the  program  as 
it  is  proposed. 

The  Chairman  of  the  Advisory  Commit- 
tee to  the  Department  of  Public  Welfare  at- 


tended a national  Kerr-Mills  Conference  in 
Chicago  on  January  9-10.  He  stated  that  the 
information  gained  in  this  conference 
would  be  beneficial  to  the  activities  of  the 
committee  in  the  coming  year. 

Report  of  Communications  and  Public 
Service  Committee 

R.  A.  Calandruccio,  M.D.,  Chairman 

The  Communications  and  Public  Service 
Committee  met  to  develop  a program  of  ac- 
tivities and  projects  for  the  year.  Attending 
the  meeting  was  Mr.  James  R.  Hickox,  Di- 
rector of  Program  Services  for  the  Ameri- 
can Medical  Association,  who  gave  the  com- 
mittee a comprehensive  presentation  of 
programs,  materials  and  services  available 
through  the  AMA  to  public  service  commit- 
tees of  both  state  and  county  medical  socie- 
ties. Projects  discussed  included  a televi- 
sion film  series  successfully  being  conduct- 
ed in  several  states,  on  55  different  topics 
encompassing  every  phase  of  medical  prac- 
tice; speech  courses  for  county  speakers  bu- 
reaus, utilization  of  AMA  health  informa- 
tion pamphlets  and  posters  and  local  use  of 
newspaper  advertisements  on  public  service 
topics  such  as  quackery,  prepaid  health  in- 
surance, how  to  use  medical  dollars  sensi- 
bly, etc.  (Ads  from  this  series  are  current- 
ly being  placed  in  the  Tennessee  Press  As- 
sociation’s monthly  publication  by  TMA  on 
a quarterly  basis.) 

Following  this  meeting,  the  AMA  Public 
Relations  Manual  was  mailed  to  each  coun- 
ty medical  society,  accompanied  by  a letter 
urging  that  local  societies  appoint  public 
service  committees  and  take  advantage  of 
the  many  useful  suggestions  contained  in 
the  manual.  Also,  each  TMA  member  re- 
ceived a letter  outlining  the  aims  and  goals 
of  the  Communications  and  Public  Service 
Committee  and  requesting  each  member  to 
cooperate  in  promoting  local  public  service 
programs. 

For  the  second  consecutive  year,  Commu- 
nity Health  Week  was  observed  and  pro- 
moted in  mid-October  in  conjunction  with 
the  AMA.  Excellent  publicity  was  given 
this  endeavor  by  the  news  media  of  Tennes- 
see and  Governor  Frank  Clement  issued  a 
proclamation  declaring  the  week  as  “Ten- 
nessee Community  Health  Week.” 

The  Physicians  Placement  Service,  ad- 
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ministered  through  the  Public  Service 
Office,  performed  a valuable  service  of  aid- 
ing physicians  who  wished  to  locate  or  relo- 
cate their  practice  in  Tennessee,  as  well  as 
helped  physicians  and  communities  in  se- 
curing the  services  of  a physician. 

Two  full-scale  public  education  cam- 
paigns were  conducted  during  the  year. 
Prior  to  the  November  elections,  paid  ad- 
vertisements were  placed  in  27  daily  and 
fifty-eight  weekly  newspapers  across  the 
state  in  an  effort  to  explain  the  medical 
profession’s  position  on  health  care  for  the 
aged.  After  introduction  of  H.R.  3727,  the 
Herlong-Curtis  Eldercare  Bill,  TMA,  in 
conjunction  with  and  on  a cost-sharing  ba- 
sis with  the  AMA,  launched  the  most  com- 
prehensive educational  program  ever  un- 
dertaken by  the  Association.  A total  of 
sixty-two  separate  ad  insertions  were 
placed  in  daily  newspapers  across  the  state. 
A total  of  forty-one  selected  weekly  news- 
papers also  carried  ads  during  the  cam- 
paign period.  Over  880  separate  spot  an- 
nouncements were  seen  and  heard  over 
thirty  radio  and  television  stations  in  every 
section  of  the  state.  Several  county  medi- 
cal societies  sponsored  additional  advertise- 
ments in  their  local  newspapers. 

The  overall  public  service  program  was 
studied  at  length  by  the  Committee  and  the 
Board  of  Trustees.  The  Board  of  Trustees 
authorized  the  TMA  staff,  with  the  advice 
and  approval  of  the  Communications  and 
Public  Service  Committee,  to  study  and 
consider  the  need  for  additional  staff  or 
outside  assistance,  to  implement  an  extend- 
ed public  service  program.  The  Chairman 
stated  that  it  was  his  opinion  that  at  such 
time  when  funds  became  available  for  an 
extended  program,  permanent  staff  person- 
nel should  be  employed  to  conduct  the  pro- 
gram rather  than  expediting  new  programs 
through  outside  part-time  counsel. 

The  report  pointed  out  that  with  the  con- 
tinual increase  in  activities,  it  is  important 
to  be  adequately  staffed  at  the  state  and 
county  level  where  the  destiny  of  almost 
any  project  or  program  is  decided.  “Effec- 
tive state  medical  associations  require  suf- 
ficient facilities  and  personnel  to  meet  the 
day  to  day  demands  that  are  placed  upon  it 
by  the  public  and  the  profession.” 


Report  of  Grievance  Committee 

W.  O.  Vaughan,  M.D.,  Chairman 

The  Grievance  Committee  of  the  Tennes- 
see Medical  Association  primarily  serves  as 
an  appeal  committee,  and  in  those  cases 
that  cannot  be  settled  at  the  local  level, 
either  the  physician  or  the  aggrieved  pa- 
tient may  appeal  to  the  state  committee. 
Grievances  presented  to  the  Association 
during  the  year  were  referred  to  the  re- 
spective county  medical  society  grievance 
committee  where  the  complaints  originated 
and  were  satisfactorily  settled  at  the  local 
level. 

Report  of  Rural  Health  Committee 

Julian  C.  Lentz,  Jr.,  M.D.,  Chairman 

The  Rural  Health  Committee  of  the  Ten- 
nessee Medical  Association  co-sponsored  its 
Second  Rural  Health  Conference  on  Octo- 
ber 1,  1964,  at  the  New  Southern  Hotel, 
Jackson,  Tennessee,  with  the  Tennessee 
Farm  Bureau  Federation  and  the  Universi- 
ty of  Tennessee  Agricultural  Extension 
Service.  There  were  128  persons  registered 
for  the  meeting,  with  24  counties  in  Ten- 
nessee being  represented. 

Reports  from  the  groups  that  attended 
the  Conference  were  extremely  favorable 
and  it  was  stated  that  plans  are  being  made 
for  the  Third  Rural  Health  Conference  in 
Tennessee,  to  be  held,  probably  in  October 
of  1965,  in  Nashville. 

The  Chairman  recommended  that  the  Ru- 
ral Health  Committee  continue  to  co-spon- 
sor the  programs  as  an  annual  affair  since 
it  was  believed  that  the  programs  are  edu- 
cational and  beneficial. 

Standing  Committees  Not  Reporting 

1.  Tennessee  Medical  Foundation  Com- 
mittee 

THE  ABOVE  REPORTS  WERE  RE- 
FERRED TO  REFERENCE  COMMITTEE 
“A”  ON  REPORTS  OF  STANDING 
COMMITTEES. 

SPECIAL  COMMITTEES 

Report  of  Liaison  Committee  to  the 

United  Mine  Workers  of  America 

John  H.  Saffold,  M.D.,  Chairman 

The  Committee  met  with  Dr.  Alan  Kop- 
lan,  Knoxville  Area  Medical  Adminis- 
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trator  for  the  Retirement  and  Welfare 
Fund.  The  following  matters  which  were 
discussed  in  the  meeting  were  reported  as 
being  significant  to  the  Tennessee  Medical 
Association: 

There  has  been,  and  there  apparently  will  be, 
continued  marked  diminution  in  the  mining  of 
coal  in  the  state  of  Tennessee,  such  that  there  is 
and  probably  will  continue  to  be  a similar  diminu- 
tion in  the  number  of  beneficiaries  for  which  the 
Fund  is  caring  in  Tennessee.  As  a consequence, 
there  has  been  marked  regression  in  the  volume 
of  consultative  medical  services  contracted  for  by 
the  Fund  and  it  would  seem  that  the  Fund  will  in 
the  future  be  able  to  manage  consultative  services 
in  this  state  on  the  basis  of  fee  retainers  to  indi- 
vidual physicians.  This  will  apparently  reduce 
fiscal  support  from  the  Welfare  Fund  for  consulta- 
tive services  on  organizational  basis  so  that  this 
will  be  a change  in  the  method  of  contracting  for 
medical  services. 

Also  of  importance  is  the  fact  that  the  Knox- 
ville area  office  is  submitting  to  all  miners  in  its 
area  a list  of  approved  physicians  in  the  mining 
areas.  This  will  assist  the  miners  in  reaching  phy- 
sicians who  are  already  approved  to  care  for 
beneficiaries.  The  list  will  not  include  physicians 
in  the  major  cities  and  in  the  major  city  areas. 
Any  physician  may  see  the  patients  by  securing 
prior  authorization  by  means  of  a call  to  the  area 
office  in  Knoxville. 

In  view  of  the  changes  presently  taking 
place,  the  report  stated  that  it  would  be  in 
the  best  interest  of  the  Fund  and  of  the 
TMA  to  continue  the  Liaison  Committee. 

Report  of  Advisory  Committee  to  the 
Woman's  Auxiliary  to  TMA 

Roland  H.  Myers,  M.D.,  Chairman 

The  Woman’s  Auxiliary  called  upon  the 
committee  three  times  to  determine  the 
policy  of  the  Tennessee  Medical  Association 
regarding  debatable  issues.  The  Chairman 
commended  the  Auxiliary  for  their  usual 
outstanding  work  in  many  areas,  and  par- 
ticularly for  their  untiring  work  in  the  field 
of  legislation  which  affected  medicine. 

The  Chairman  also  endorsed  the  state- 
ment by  Mrs.  John  C.  Pryse,  President  of 
the  Woman’s  Auxiliary,  “that  it  was  hoped 
that  each  physician  would  go  home  and 
encourage  his  wife  to  become  a member  of 
the  Auxiliary.” 


Report  of  Committee  on  Blood  Banks 
and  Medical  Laboratories 

Merlin  L.  Trumbull,  M.D.,  Chairman 

In  1964,  the  scope  of  the  Committee  on 
Blood  Banks  was  expanded  and  the  name 
of  the  committee  changed  to  Committee  on 
Blood  Banks  and  Medical  Laboratories. 
This  broadening  of  the  base  of  operations  of 
the  Committee  was  a result  of  several  ac- 
tivities including  a study  of  the  Tennessee 
Legislative  Council  of  the  possible  need  for 
licensing  schools  and/or  personnel  working 
in  laboratories  below  the  physician  level. 

A meeting  of  the  Committee  was  held  to 
develop  its  program  of  activities  and  it  was 
reported  that  the  Committee  planned  to 
compile  a list  of  blood  banks  within  the 
state;  promote  accreditation  of  blood  banks 
by  the  American  Association  of  Blood 
Banks;  encourage  the  recruitment  of  more 
students  into  schools  of  medical  technology; 
and  to  promote  the  development  of  post 
high  school  schools  for  medical  technicians 
endorsed  by  organized  medical  technology 
and  pathology.  Progress  was  reported  in 
the  latter  areas,  however  it  was  pointed  out 
that  the  entire  work  of  the  Committee  as 
planned,  was  just  getting  underway. 

The  report  recommended  that  the  House 
of  Delegates  endorse  the  committee’s  pro- 
gram of  activities;  that  a Fact  Sheet  enti- 
tled “Careers  in  the  Medical  Laboratory” 
be  distributed  to  all  physicians  of  Tennes- 
see, either  by  direct  mailing  or  by  reprint- 
ing it  in  the  Journal;  and  that  the  Council 
be  encouraged  to  take  steps  to  implement 
Resolution  7-64  where  patronization  of  lab- 
oratories operated  by  laymen  was  declared 
to  be  unethical. 

Report  of  the  Committee  on  Mental  Health 

Frank  H.  Luton,  M.D.,  Chairman 

The  aims,  efforts  and  achievements  of  the 
Committee  on  Mental  Health  were  re- 
viewed for  members  of  the  House,  however 
certain  areas  where  little  had  been  accom- 
plished were  of  concern  to  the  committee. 
These  included:  (1)  Postgraduate  Educa- 
tion. (2)  More  active  participation  in  leg- 
islation, community  planning,  local  mental 
health  organizations,  etc.  (3)  Little  pro- 
gress at  the  local  medical  society  level 
where  only  a few  mental  health  committees 
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are  active.  (4)  The  poor  “image”  of  the 
physician  and  the  psychiatrist.  (5)  Prob- 
lems involving  the  emotionally  disturbed 
child  representing  one  of  the  greatest  needs 
with  poorly  organized  programs  in  the 
field.  (6)  Alcoholism  and  Drug  Addiction 
represent  an  area  for  continuing  study  and 
concern. 

Areas  in  the  field  of  mental  health  where 
the  membership  and  the  TMA  had  respond- 
ed with  appreciation  of  responsibility  and 
flexibility  of  attitude  were  outlined.  The 
Tennessee  Medical  Association  sponsored 
the  very  successful  First  Tennessee  Con- 
gress on  Mental  Illness  which  was  among 
the  first  17  such  state  conferences.  Address- 
es presented  at  the  Congress  were  included 
in  the  Journal  and  made  a permanent  part 
of  medical  literature  which  represented  a 
significant  endeavor  and  brought  many  fa- 
vorable comments.  The  Association  sup- 
ported the  legislative  program  of  the  State 
Department  of  Mental  Health  which  culmi- 
nated in  the  passage  by  the  1965  legislature 
of  a revision  of  the  mental  health  laws — an 
achievement  that  represents  an  outstanding 
service  to  the  mentally  ill  in  Tennessee. 
TMA  supported  successfully  a bill  concern- 
ing privileged  communication  for  phychia- 
trists  which  is  a notable  advance. 

In  a meeting  of  the  Committee  on  March 
21st,  the  following  recommendations  were 
formulated  for  presentation  to  the  House  of 
Delegates: 

(1)  Broad  support  of  the  activities  of  the  Com- 
mittee on  Medicine  and  Religion  with  recognition 
of  the  close  relationship  between  religion  and 
mental  health. 

(2)  Informal  discussion  with  the  Legislative 
Committee  relative  to  a study  of  existing  laws 
pertaining  to  the  treatment  of  mental  illness  by 
clinical  psychologists. 

(3)  That  physicians  become  more  cognizant  of 
the  importance  of  the  development  of  close  rela- 
tionships with  local  representatives  and  law 
makers. 

(4)  A study  at  state  level  of  the  problem  of  al- 
coholism and  drug  addiction. 

(5)  That  Mental  Retardation  is  an  area  that 
comes  within  the  scope  of  the  Committee  on  Men- 
tal Health  and  that  education  in  this  field  for  all 
physicians  be  fostered  by  TMA. 

(6)  That  the  Association  support  the  principle 
of  multiple  financing  of  necessary  staff  for  com- 
munity clinics,  and  where  necessary,  in  order  to 
supply  the  needs  of  patients  the  utilization  of 
federal  financing  of  staff,  on  a diminishing  basis 


of  over  a period  of  five  years  and  only  when  such 
staff  is  under  medical  control. 

(7)  That  the  Steering  Committee  organized  by 
the  TMA  and  consisting  of  representatives  of  oth- 
er related  mental  health  disciplines  be 
continued. 

(8)  That  a Second  Congress  on  Mental  Illness 
and  Health  be  projected  for  an  appropriate  time 
in  1966. 

In  concluding  his  report,  the  Chairman 
offered  appreciation  to  the  President  of 
TMA,  Dr.  R.  H.  Kampmeier,  for  his  genu- 
ine and  continuing  understanding  of  the 
needs  of  the  mentally  sick  patient,  for  his 
many  expressions  and  writings  in  the  area 
of  physician  education  in  the  emotional 
problems  of  medicine  and  for  his  wisdom  in 
planning  for  the  entire  future  of 
medicine. 

Report  of  Health  Project  Contest  Committee 

Lawrence  L.  Cohen,  M.D.,  Chairman 
The  12th  Annual  Health  Project  Contest, 
sponsored  by  TMA  and  the  Woman’s  Auxi- 
liary, received  a total  of  29  entries  from 
schools  across  the  state.  Entries  covered  a 
wide  range  of  interests  and  indicated  con- 
siderable time  and  effort  expended  by  stu- 
dents on  health  related  subjects.  The 
awards  totaling  $1,150  were  presented  to 
five  winners: 

First  Place:  Hamilton  High  School,  Senior  English 
Class,  Memphis 

“The  Value  of  Immunization  and  Re-Immunica- 
tion” — $500 

Second  Place:  Grundy  County  High  School,  Biolo- 
gy Classes,  Tracy  City 

“Home  Safety  in  Our  Thermonuclear  Age” — 
$300 

Third  Place:  Central  High  School,  Social  Science 
Department,  Chattanooga 
“Tuberculosis”— $200 

Fourth  Place:  Boones  Creek  High  School,  Health 
Classes,  Jonesboro 

“Safety — At  Home  and  On  the  Highway” — $150 
Fifth  Place:  Irvin  College  High  School,  3rd  Period 
Health  Class, 

McMinnville.  “Nutrition” — $100. 

The  Tennessee  Department  of  Education 
was  most  cooperative  with  the  Association 
and  the  Auxiliary  in  promoting  the  contest 
and  at  the  suggestion  of  the  Department, 
future  approval  of  the  contest  by  the  De- 
partment of  Education  will  be  given  in  late 
Spring  so  as  to  enable  schools  to  receive  the 
contest  rules  prior  to  Fall  enrollment.  This 
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will  enable  in-service  programs,  conducted 
in  most  school  systems,  to  become  aware  of 
the  contest  and  will  encourage  greater 
participation. 

Report  of  the  Tennessee  Committee  for  the 

American  Medical  Education  and  Research 
Foundation 

David  S.  Carroll,  M.D.,  Chairman 

During  1964,  contributions  from  physi- 
cians, their  families  and  friends  for  the 
Funds  for  Medical  School  Programs  totaled 
$1,313,559.31,  an  increase  of  more  than  $100,- 
000  from  the  previous  year.  Tennessee’s 
three  medical  schools  received  a total  of 
$39,955.57  as  a result  of  1964  contributions. 
The  University  of  Tennessee  College  of 
Medicine  received  $17,523.91;  Vanderbilt 
University  School  of  Medicine  received  $15,- 
002.08;  and  Meharry  Medical  College,  $7,- 
429.58. 

In  addition,  the  Loan  Guarantee  Fund 
has,  from  its  beginning  in  1962,  made  a to- 
tal of  15,289  loans  with  a combined  princi- 
pal value  of  $17,309,350  to  10,398  medical 
students,  interns  and  residents.  A total  of 
458  loans  were  made  in  Tennessee  during 
1964  with  a principal  amounting  to  $527,- 
254.00. 

The  report  of  the  Committee  called  atten- 
tion to  the  recognition  of  the  TMA  Wom- 
an’s Auxiliary  at  the  AMA  meeting  in  San 
Francisco  for  its  outstanding  work  with 
AMA-ERF.  The  award  for  the  greatest 
amount  per  capita,  which  was  $11.85  per 
person,  was  given  to  the  Tennessee  Wom- 
an’s Auxiliary.  As  of  March  6,  1965,  the 
Auxiliary  had  secured  a total  of  $19,505.04 
for  AMA-ERF. 

The  Committee  strongly  urged  each  TMA 
member’s  support  of  the  American  Medical 
Association’s  Education  and  Research 
Foundation. 

Report  of  Interprofessional  Liaison  Committee 
Robert  M.  Ruch,  M.D.,  Chairman 

On  March  24th,  the  chairman  of  Inter- 
professional Liaison  Committee  met  with 
the  Dean  of  the  University  of  Tennessee 
College  of  Nursing,  the  President  of  the 
Tennessee  Nurses’  Association,  and  the  Ex- 
ecutive Secretary  of  the  Tennessee  Board  of 
Nursing  to  review  proposed  legislation  and 


to  plan  further  liaison  communication  be- 
tween the  TMA  and  the  Nurses’  Association. 

On  November  10,  the  first  of  four  meet- 
ings with  the  West  Tennessee  League  for 
Nursing  was  held.  The  main  purpose  of  this 
meeting  was  to  make  plans  for  a nurses’ 
week  which  was  very  successfully  held  Jan- 
uary 11-15,  in  Memphis. 

Also  on  November  10,  the  Chairman  of 
the  Committee  presented  the  welcoming 
address  at  the  annual  convention  of  the 
Tennessee  Licensed  Practical  Nurses  Asso- 
ciation in  Memphis. 

Report  of  Committee  on  Youth  and  Education 
Ben  D.  Hall,  M.D.,  Chairman 

The  principal  activity  of  the  Committee 
had  been  to  arrange  and  supply  a speaker 
at  the  annual  Tennessee  Secondary  Schools 
Athletic  Association  Coaches  Clinic,  held  in 
Cookeville,  Tennessee  in  July.  This  was 
done  at  the  request  of  the  Executive  Secre- 
tary of  TSSAA,  and  Dr.  John  H.  Saffold  of 
Knoxville  was  the  speaker  for  this  occasion. 

Other  matters  were  handled  by  the 
Chairman  of  the  Committee  without  the  ne- 
cessity or  advisability  of  a full  scale  meet- 
ing of  the  Committee.  It  was  pointed  out 
that  the  Committee  was  to  a large  extent  a 
standby  committee  and  it  was  felt  it  should 
be  continued  in  this  capacity. 

Report  of  Committee  on  Medicine  and  Religion 

T.  G.  Pennington,  M.D.,  Chairman 

The  purpose  of  the  Committee  on  Medi- 
cine and  Religion,  which  was  established 
two  years  ago  at  the  recommendation  of 
the  Department  of  Medicine  and  Religion 
of  the  AMA,  had  been  to  encourage  a closer 
working  relationship  between  doctors  and 
ministers  at  the  grass  roots  level  for  patient 
care.  The  Committee  had  aimed  its  efforts 
primarily  to  organizing  committees  on  the 
county  society  level.  It  was  reported  that 
at  the  present  time  there  are  twenty-three 
functioning  commitees  in  he  49  county 
medical  societies  in  the  state. 

In  April  of  1964,  contact  was  made  be- 
tween members  of  the  committee  and  mem- 
bers of  the  clergy  representing  leaders 
from  the  major  denominations  over  the 
state.  The  purpose  of  this  meeting  was  to 
acquaint  the  clergy  leaders  with  the  pur- 
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pose  of  the  organization  and  to  obtain  their 
cooperation  at  a grass  roots  level.  Since  this 
meeting,  numerous  local  committees  have 
sponsored  programs,  and  numerous  meet- 
ings have  been  held  over  the  state  between 
ministers  and  doctors  concerning  various 
aspects  of  patient  care. 

It  was  reported  that  three  TMA  repre- 
sentatives attended  a workshop  on  medicine 
and  religion  in  Atlanta  on  March  12-13, 
sponsored  by  the  AMA  Committee  on  Medi- 
cine and  Religion;  and  that  one  or  more  of 
the  committee  members  would  attend  the 
National  Physician’s  Conference  at  Lake 
Junaluska,  North  Carolina,  July  8-11. 

It  was  also  pointed  out  that  the  Commit- 
tee made  a request  to  sponsor  a part  of  the 
program  at  the  1966  TMA  annual  meeting 
in  Gatlinburg. 

Special  Committees  Not  Reporting 

1.  Committee  on  Disaster  Medical  Care 

2.  Committee  on  Occupational  Health 

3.  Committee  on  Sight  Conservation 

4.  Committee  on  Tuberculosis 

The  reports  of  special  committees  were 
referred  to  Reference  Committee  “B”  on  re- 
ports of  Special  Committees. 

SPECIAL  REPORTS 

Report  of  Woman's  Auxiliary  to  Tennessee 
Medical  Association 

Mrs.  John  C.  Pryse,  President 

“The  theme  for  the  year  had  been  ‘Better 
Health — Better  World,’  a challenge  and  an 
attainable  goal.”  The  following  outline  of 
accomplishments  are  examples  of  how  he 
Woman’s  Auxiliary  to  TMA  met  the 
challenge. 

The  Auxiliary  has  won  an  award  each 
year  since  the  American  Medical  Associa- 
tion Education  and  Research  Foundation 
has  been  in  existence.  Their  contributions 
have  increased  each  year  and  again  in  1964 
contributions  were  increased  $2,257.18,  re- 
sulting in  a total  of  $19,513.04. 

Programs  were  planned  to  inform,  to  in- 
terest and  to  inspire.  Emphasis  was  placed 
on  all  phases  of  Auxiliary  work  and  several 
programs  such  as  Davidson  County’s  “Aux- 
iliary, Past,  Present,  and  Future,”  and  Knox 
County’s  “Ethics  of  a Doctor’s  Wife”  drew 


national  attention.  Auxiliary  members  can 
be  found  engaged  in  almost  every  conceiva- 
ble project  from  health  related  organiza- 
tions to  Scouts,  P.T.A.,  fund  drives,  literacy 
classes,  science  fairs  and  school  projects 
and  programs.  GEMS  (Good  Emergency 
Mother  Substitutes)  courses  are  being 
taught  to  hundreds  of  young  people  over 
the  state,  and  for  the  first  time  these 
courses  are  being  offered  to  senior  citizens 
and  a special  GEMS  for  the  handicapped  is 
being  offered  to  acquaint  sitters  with  the 
problems  they  must  face  in  caring  for  han- 
dicapped children. 

Another  project  was  for  each  county  aux- 
iliary to  compile  a directory  of  all  available 
mental  health  facilities.  This  survey  is  to 
be  used  by  local  physicians,  ministers  and 
others  who  help  locate  the  necessary  facili- 
ties for  those  in  need.  The  Auxiliary  co- 
operated with  the  newly  formed  Tennessee 
Hospital  Education  and  Research  Founda- 
tion. A booklet  was  prepared  and  made 
available  to  the  guidance  counselors  in  Ten- 
nessee high  schools,  giving  information  on 
many  health  related  careers.  Excellent 
work  was  done  in  International  Health  Ac- 
tivities in  collecting  sample  drugs  from  doc- 
tors’ offices  which  were  shipped  to  World 
Medical  Relief  and  then  distributed  over- 
seas. Courses  in  safety  were  presented  in 
high  schools  and  junior  high  schools.  These 
included  gun  safety,  Christmas  decoration 
safety,  water  safety,  and  life  saving  and 
some  farm  safety  programs  in  cooperation 
with  4-H  Clubs  and  Rural  Health  Com- 
mittees. 

Members  of  the  Auxiliary  were  extreme- 
ly active  in  legislative  problems — in  letter 
writing,  distribution  of  pamphlets,  clerical 
work,  transportation  to  the  polls,  money, 
telephone  committees,  meeting  places  for 
speakers,  teas,  get-out-to-vote  campaigns 
and  the  campaign  to  acquaint  the  public 
with  AMA’s  proposed  Eldercare  program. 

Mrs.  Pryse  concluded  her  report  with  a 
plea  to  every  physician  in  the  House  of 
Delegates  to  go  home  and  urge  his  wife  to 
join  the  Auxiliary,  either  as  a member  of  an 
already  organized  group,  as  the  nucleus  of 
a new  group  in  an  unorganized  area,  or  as  a 
member  at  large. 
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Report  of  AMA  Delegation 

Daugh  W.  Smith,  M.D.,  Chairman 

The  report  of  the  AMA  Delegation  cov- 
ered important  actions  of  the  House  of  De- 
legates at  the  annual  meeting  in  San  Fran- 
cisco in  June,  1964,  the  clinical  meeting  in 
Miami  in  December,  1964,  and  the  special 
called  meeting  in  Chicago,  February,  1965. 

(Annual  Meeting) 

Tennessee  stepped  into  the  spotlight  at 
the  113th  Annual  Convention,  when  the 
AMA  House  of  Delegates  elected  two  Ten- 
nessee delegates  to  the  highest  offices  in 
AMA.  Dr.  Alvin  J.  Ingram,  Memphis,  was 
elected  to  a three-year  term  on  the  Board 
of  Trustees  of  AMA,  the  first  Tennessee 
physician  to  be  elected  to  the  AMA  Board. 
Dr.  Charles  C.  Smeltzer,  Tennessee’s  Senior 
Delegate,  was  elected  to  a five-year  term  on 
the  AMA  Judicial  Council,  the  supreme 
court  of  medicine. 

1.  The  House  approved  a strong  stand  on  tobac- 
co and  health  by  calling  cigarette  smoking  “a  seri- 
ous health  hazard.”  The  House  stated  that  AMA 
is  on  record  and  does  recognize  the  significant  re- 
lationship between  cigarette  smoking  and  the  inci- 
dence of  lung  cancer  and  certain  other  diseases. 

2.  On  the  issue  of  human  rights,  the  House  de- 
clared itself  “unilaterally  opposed  to  denial  of 
membership,  privileges  and  responsibilities  in 
county  medical  socieites  and  state  medical  associa- 
tions to  any  duly  licensed  physician  because  of 
race,  color,  religion,  ethnic  affiliation,  or  national 
origin. 

3.  Conclusions  and  recommendations  in  an  ex- 
tensive report  on  physician-hospital  relations 
were  adopted.  The  report  stressed  “the  impera- 
tive need  for  the  medical  profession  to  assume 
responsibilities  for  the  quality,  continuity,  and 
availability  of  professional  services  and  for  the 
coordination  of  these  services  with  other  essential 
supportive  aspects  of  health  care.” 

In  other  actions,  the  House  reaffirmed  the 
AMA  policy  favoring  federal  grants  for 
construction  and  renovation  of  medical 
schools,  hospitals,  related  institutions  and 
mental  health  centers;  opposed  federal  sub- 
sidization of  pre-payment  plans  and  health 
insurance  companies  and  recommended 
that  AMA  study  development  of  state  pro- 
grams utilizing  prepayment  plans  of  insur- 
ance companies  in  the  implementation  of 
state  programs  of  medical  aid  to  the  aging 
under  the  Kerr-Mills  Law;  endorsed  an  ex- 
panded program  of  medical  ethics;  en- 


dorsed a communications  program  designed 
to  improve  the  public  relations  position  of 
the  medical  profession;  authorized  a nation- 
al conference  on  areawide  planning  of  hos- 
pitals; and  supported  a position  statement 
on  protecting  children  against  physical 
abuse  and  called  for  legislative  guide  lines 
on  this  issue. 

(Clinical  Meeting) 

The  House  took  definitive  action  on  the 
issue  of  health  care  for  the  aged  upon  the 
strong  endorsement  of  Dr.  Ward’s  address 
in  which  he  declared  that:  “we  have  no 
choice  except  to  stand  firm  in  our  efforts  to 
prevent  the  standards  of  health  care  in  this 
country  from  being  undermined  by  a radi- 
cal departure  from  the  unique  American 
way  which  has  accomplished  so  much  for 
mankind.”  To  implement  the  ideas  in  Dr. 
Ward’s  address,  the  House  gave  unequivo- 
cal approval  of  the  Board  of  Trustees’ 
suggestion  that  an  expanded  educational 
program  be  conducted  immediately. 

Approved  a recommendation  from  the 
Board  of  Trustees  for  establishment  of  a 
teletypewriter  communications  service  be- 
tween the  AMA  and  the  headquarters  of- 
fices of  state  medical  associations;  empha- 
sized its  continuing  awareness  of  the  de- 
mand for  action  on  satisfying  the  need  for 
increasing  the  number  of  family  physicians; 
and  urged  all  state  and  component  medical 
associations  to  approve,  where  feasible,  the 
inclusion  of  a voluntary,  non-deductible 
contribution  to  independent  political  action 
committees  on  the  society’s  annual  dues 
billing  statement. 

(Special  Session) 

Meeting  in  a two-day  special  session  to 
review  current  health  care  legislation,  the 
AMA  House  gave  unanimous  approval  and 
support  to  the  AMA  Eldercare  Program 
and  to  the  Herlong-Curtis  Eldercare  Bill, 
H.R.  3727,  which  embodies  the  basic  princi- 
ples of  the  AMA  program. 

In  acting  upon  six  resolutions  and  reports 
from  the  AMA  Board  of  Trustees,  Council 
on  Legislative  Activities,  and  Council  on 
Medical  Service,  the  House  also — 

Reaffirmed  its  opposition  to  the  King-Anderson 
Bill  (H.R.  1 and  S-l)  and  all  similar  measures; 
commended  the  Board  of  Trustees  and  its  task 
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force  for  implementing  and  funding  a program  of 
public  education  on  the  AM  A Eldercare  Program; 
called  for  study  of  the  desirability  and  feasibility 
of  extending  the  principle  of  federal  and  state  aid 
under  the  Kerr-Mills  principle  to  persons  below 
the  age  of  65  who  need  help;  adopted  a statement 
on  standards  for  health  care  programs;  and  urged 
that  the  professional  services  of  pathologists,  ra- 
diologists, psychiatrists,  and  anesthesiologists 
should  be  excluded  from  the  provisions  of  any 
bill  which  includes  other  physicians’  services. 

In  concluding  action,  the  House  adopted 
the  following  principles  as  essential  to 
sound  health  care  programs: 

1.  No  person  needing  health  care  shall  be  denied 
such  care  because  of  inability  to  pay. 

2.  It  is  appropriate  that  government  revenues 
be  used  to  finance  health  care  when  other 
sources  have  been  found  to  be  inadequate. 

3.  Every  level  of  government,  municipal,  county, 
state  and  federal,  should  assume  a responsible 
share  in  the  financing  of  such  programs. 

4.  The  health  care  provided  by  such  programs 
should  be  adequate  in  quality  to  that  available 
to  those  who  can  afford  to  pay. 

5.  Maximum  use  should  be  made  of  voluntary 
prepayment  and  insurance  mechanisms. 

6.  Administration  of  such  a program  should  be 
the  responsibility  of  the  state  government.  Par- 
ticipating states  should  be  required  to  meet 
adequate  standards  of  administration  in  order 
to  qualify  for  federal  funds. 

7.  Eligibility  requirements  for  benefits  should  be 
fair,  realistic,  uncomplicated  and  practical. 

8.  Any  such  health  care  programs  should  provide 
funds  only,  and  not  direct  services. 

9.  Funds  for  such  programs  should  come  from 
general  tax  revenue  and  not  from  social  securi- 
ty taxes. 

The  Special  Reports  were  referred  to  the 
Reference  Committee  on  Reports  of  Special 
Committees — Reference  Committee  “B”. 

Additional  Reports 

For  the  information  of  the  House  of  Dele- 
gates, Dr.  Robert  M.  Foote,  Secretary  of 
the  Tennessee  Medical  Association  Student 
Education  Fund,  presented  a report  on  the 
activities  and  financial  status  of  the  TMA- 
SEF. 

An  informational  report  was  also  re- 
ceived from  the  Chairman  of  the  Board  of 
Director  of  Independent  Medicine’s  Politi- 
cal Action  Committee  in  Tennessee,  Dr.  B. 
G.  Mitchell  of  Memphis. 


Election  of  Physician  of  the  Year 

DR.  JAMES  SPENCER  SPEED,  Mem- 
phis, was  named  Outstanding  Physician  of 
the  Year  in  Tennessee  for  1965.  Dr.  Speed 
was  unanimously  elected  by  the  House  of 
Delegates. 

Introduction  of  Guests 

Mr.  Jerry  Gould,  Field  Service  Repre- 
sentative to  Tennessee  from  AMA,  and  Mr. 
Charles  A.  Hubbard,  Field  Representative 
and  Assistant  in  the  Department  of  Medi- 
cine and  Religion,  were  introduced  to  mem- 
bers of  the  House  by  Mr.  Ballentine. 

Announcements 

The  Speaker  called  attention  to  the  loca- 
tions where  the  Reference  Committees 
would  meet  and  urged  all  members  of  the 
House  to  appear  before  the  respective  Ref- 
erence Committee  to  present  their  views 
concerning  any  of  the  reports  and 
resolutions. 

There  being  no  further  business,  the  first 
session  of  the  House  of  Delegates  recessed 
at  4:20  p.m.  until  9:00  a.m.  Tuesday,  April 
13,  1965. 

Tuesday  Morning  Session 
April  13,  1965 

The  House  of  Delegates  reconvened  at 
9:00  A.M.  in  the  Read  House,  Chattanooga, 
with  Dr.  J.  Malcolm  Aste,  Speaker  of  the 
House,  presiding. 

Dr.  Earl  Eversole,  Oak  Ridge,  Chairman 
of  the  Credentials  Committee,  reported  a 
quorum  of  registered  delegates  present. 

Introduction  of  Guests 

The  Speaker  introduced  Mrs.  Richard  A. 
Sutter,  President-Elect  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion, and  Mr.  Charles  L.  Cornelius,  Jr.  of 
Nashville,  Attorney  for  the  Tennessee  Med- 
ical Association. 

Report  of  Nominating  Committee 
and  Election  of  Officers 

Harold  B.  Boyd,  M.D.,  Chairman 

At  the  request  of  Dr.  Boyd,  the  report  of 
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the  Nominating  Committee  was  presented 
by  Dr.  Charles  A.  Trahern  of  Clarksville, 
Member  of  the  Committee. 
PRESIDENT-ELECT— Dr.  G.  Baker  Hub- 
bard, Jackson 

SPEAKER  OF  THE  HOUSE  OF  DELE- 
GATES— Dr.  J.  Malcom  Aste,  Memphis 
VICE  SPEAKER  OF  THE  HOUSE  OF 
DELEGATES — Dr.  Tom  E.  Nesbitt,  Nash- 
ville 

SECRETARY— Dr.  Charles  A.  Trahern, 
Clarksville 

VICE  PRESIDENT  (East  Tennessee)— Dr. 

Robert  H.  Haralson,  Maryville 
VICE  PRESIDENT  (Middle  Tennessee)  — 
Dr.  Gordon  Petty,  Carthage 
VICE  PRESIDENT  (West  Tennessee)— Dr. 

Francis  H.  Cole,  Memphis 
TRUSTEE  from  East  Tennessee  (Three- 
year  term) — Dr.  Edward  T.  Newell,  Jr., 
Chattanooga 

COUNCILOR  FROM  SECOND  DISTRICT 
(Two-year  term) — Dr.  John  H.  Saffold, 
Knoxville 

COUNCILOR  FROM  FOURTH  DISTRICT 
(Two-year  term) — Dr.  Kenneth  Haile, 
Cookeville 

COUNCILOR  FROM  SIXTH  DISTRICT 
(Two-year  term) — Dr.  Harry  T.  Moore, 
Jr.,  Nashville 

COUNCILOR  FROM  SEVENTH  DIS- 
TRICT (To  complete  the  term  of  Dr.  Carl 
C.  Gardner,  Columbia,  who  resigned.) — 
Dr.  Carson  Taylor,  Lawrenceburg 
COUNCILOR  FROM  EIGHTH  DISTRICT 
(Two-year  term) — Dr.  Charles  Hickman, 
Bells 

COUNCILOR  FROM  TENTH  DISTRICT 
(Two-year  term) — Dr.  R.  L.  DeSaussure, 
Memphis 

DELEGATE  TO  AMA  from  West  Tennes- 
see (To  complete  unexpired  term  of  Dr. 
A.  J.  Ingram) — Dr.  Bland  W.  Cannon, 
Memphis 

DELEGATE  TO  AMA  from  West  Tennes- 
see (Two-year  term  to  begin  January  1, 
1966) — Dr.  Bland  W.  Cannon,  Memphis 
ALTERNATE  DELEGATE  TO  AMA  (West 
Tennessee) — Dr.  Julian  K.  Welch,  Jr., 
Brownsville 

DELEGATE  TO  AMA  (Middle  Tennessee — 
two  year  term) — Dr.  Daugh  W.  Smith, 
Nashville 

ALTERNATE  DELEGATE  TO  AMA  (Mid- 


dle Tennessee — two  year  term) — Dr.  W. 
O.  Vaughan,  Nashville 
The  House  voted  upon  the  nominees  indi- 
vidually and  in  each  instance,  the  Speaker 
called  for  additional  nominations  from  the 
floor.  There  were  no  nominations  from  the 
floor  and  the  nominees  submitted  by  the 
Committee  were  elected  by  the  House  of 
Delegates. 

The  Nominating  Committee  presented 
the  names  of  three  physicians  from  East 
Tennessee  for  the  Board  of  Trustees  of 
State  Tuberculosis  Hospitals — one  of  whom 
will  be  subsequently  appointed  by  the 
Governor. 

Dr.  Richard  Willingham,  Knoxville 
Dr.  Rae  B.  Gibson,  Greeneville 
Dr.  Jesse  Adams,  Chattanooga 
The  Speaker  called  for  additional  nomi- 
nations; there  being  none,  the  above  physi- 
cians were  elected  by  the  House  of 
Delegates. 

The  Committee  presented  the  names  of 
three  physicians  from  East  Tennessee  and 
three  physicians  from  West  Tennessee  for 
the  Public  Health  Council — two  to  be  subse- 
quently appointed  by  the  Governor. 

East  Tennessee: 

Dr.  Louis  A.  Killeffer,  Harriman 
Dr.  George  Shelton,  Chattanooga 
Dr.  Thomas  Lincoln,  Oak  Ridge 
West  Tennessee: 

Dr.  Moore  Moore,  Jr.,  Memphis 
Dr.  Harold  Gilliand,  Brownsville 
Dr.  David  Taylor,  Dyersburg 
The  Speaker  called  for  additional  nomi- 
nations; there  being  none,  the  above  physi- 
cians were  elected. 

The  Nominating  Committee  present 
subsequently  appointed  by  the  Tennessee 
Hospital  Service  Association  to  the  THSA 
Board  of  Directors. 

Dr.  Clarence  Woodcock,  Nashville 
Dr.  William  Fuqua,  Columbia 
Dr.  James  Hampton,  Clarksville 
Dr.  B.  F.  Byrd,  Jr.,  Nashville 
Dr.  John  M.  Tudor,  Nashville 
The  above  physicians  were  approved  by 
the  House  of  Delegates  as  nominees  to  the 
Board  of  Directors  of  the  Tennessee  Hos- 
pital Service  Association. 

To  complete  the  unexpired  term  of  Dr.  G. 
Baker  Hubbard  on  the  Board  of  Trustees  of 
TMA,  the  Nominating  Committee  presented 
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the  name  of  Dr.  O.  M.  McCallum  of  Hen- 
derson. There  being  no  further  nomina- 
tions, Dr.  McCallum  was  unanimously 
elected  as  a member  of  the  Board  of  Trus- 
tees from  West  Tennessee  to  complete  ths 
unexpired  term. 

Following  the  completion  of  the  Nomi- 
nating Committee  report,  it  was  moved, 
duly  seconded,  and  the  Report  of  the  Nomi- 
nating Committee  was  accepted  as  a 
whole. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  RESOLUTIONS 

John  H.  Saffold,  M.D.,  Chairman 

RESOLUTION  NO.  1-65 

Group  Program  for  Assuring  Maximum  Accounts 
Receivable  Assets  in  Physicians'  Estates 

By:  Wm.  T.  Satterfield,  M.D., 

Chairman 

Group  Insurance  Committee 

WHEREAS,  accounts  receivable  in  estates  of  de- 
ceased physicians  often  dwindle  and  cannot  usual- 
ly be  counted  on  as  a definite  estate  asset,  and 

WHEREAS,  among  reasons  for  poor  results  in 
conversion  of  these  assets  is  the  lack  of  profes- 
sional assistance  in  collecting  accounts,  and  the 
frequent  absence  of  a plan,  and 

WHEREAS,  Medric,  Inc.,  Memphis,  Tennessee 
has  proposed  a plan  in  which  it  assures  good  col- 
lection service  through  a member  of  the  American 
Collectors  Association  in  the  decedent’s  locality, 
the  estate  to  receive  50%  to  65%  of  all  collections, 
plus  the  fact  that  accounts  receivable  at  death 
may  be  insured  within  the  Plan  by  the  All  Ameri- 
can Life  Insurance  Co.  up  to  $15,000  at  rates  8- 
30%  cheaper  than  group  life  insurance,  and 

WHEREAS,  THE  GROUP  INSURANCE  COM- 
MITTEE OF  TMA  feels  that  there  is  a need  for 
this  coverage  combination  and  that  it  would  be  a 
worthwhile  addition  to  the  Groups  TMA  offers  its 
members,  now  therefore  be  it 

RESOLVED  by  the  House  of  Delegates  of  the 
TMA  that  the  Medric  Plan  of  insuring  and  imple- 
menting the  collections  of  accounts  receivable  in 
estates  of  physicians  be  endorsed  as  a Group  Plan 
of  TMA,  with  all  expenses  of  marketing  and  pub- 
licizing to  be  the  responsibility  of  Medric,  Inc. 

The  Reference  Committee  on  Resolutions 
recommended  adoption  of  Resolution  No.  1- 
65. 

ACTION:  ADOPTED 


RESOLUTION  NO.  2-65 

Endorsement  by  TMA  of  the  Investment  Retire- 
ment Trust  to  Assure  Trust  Committee 
Representation  in  All  Parts  of  the  State 

By:  Wm.  T.  Satterfield,  M.D., 
Chairman 

WHEREAS,  the  Group  Insurance  Committee 
having  last  year  considered  taxable  and  non-taxa- 
ble  retirement  plans  for  physicians  at  the  instiga- 
tion of  the  House  of  Delegates  in  Resolution  No.  6, 

1963,  and  having  reported  on  same  to  the  House  in 

1964,  suggested  that  the  previously  established 
and  successful  plan  of  the  Memphis  and  Shelby 
County  Medical  Society  (The  Investment  Retire- 
ment Trust)  be  utilized.  This  Trust  offered  a reg- 
ular and  an  HR-10  program,  and 

WHEREAS,  the  response  by  Tennessee  physi- 
cians to  the  trust  has  been  remarkable  with  over 
900  physicians  and  their  employees  participating, 
the  Trust  continues  to  be  successful  in  operating  a 
choice  of  programs  for  periodic  saving,  low  oper- 
ating cost,  “no  loading”  charges,  balance  of  assets 
and  an  investment  fund  with  nationally  known 
management  with  results  comparing  favorable 
with  those  of  Mutual  Funds,  and 

WHEREAS,  in  the  wide  participation  of  physi- 
cians in  all  parts  of  the  state,  it  is  advantageous  to 
have  representatives  on  the  Trust  Committee  from 
all  sections  as  well  as  from  West  Tennessee;  now 
therefore  be  it 

RESOLVED,  by  the  House  of  Delegates  of  TMA 
that  the  Investment  Retirement  Trust  of  Memphis 
and  Shelby  County  Medical  Society  be  endorsed 
as  the  TMA  Plan  and  that  representatives  from 
the  three  grand  sections  of  Tennessee  (number  to 
be  determined  by  need)  be  selected  by  the  Trust 
Committee  of  the  Trust  so  as  to  obtain  representa- 
tion of  all  Tennessee  physicians  in  the  Plan. 

The  Committee  recommended  adoption  of 
Resolution  No.  2-65. 

ACTION:  ADOPTED 

SUBSTITUTE  RESOLUTION  NO.  3-65 

(Resolution  No.  3 as  included  in  the  folders  for 
the  House  of  Delegates  was  withdrawn  and  a 
Substitute  Resolution  No.  3 introduced.) 

The  Dependents'  Medical  Care  Contract 

By:  B.  K.  Hibbett,  III,  M.D. 
Chairman,  Committee  on  Health 
Insurance 

WHEREAS,  the  Department  of  Defense,  Office 
for  Dependents’  Medical  Care,  originally  present- 
ed to  the  Tennessee  Meidcal  Association  in  its  pro- 
posed new  contract,  to  reduce  the  fee  schedule  for 
dependents  of  personnel  serving  in  the  Armed 
Forces  from  $10  to  $100  for  some  397  procedures, 
and 

WHEREAS,  the  Medicare  Committee  of  the 
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Tennessee  Medical  Association  did  study  at  length 
the  revisions  in  the  proposed  contract  as  submit- 
ted. and  the  Committee  took  cognizance  that  if  the 
fee  reductions  in  the  proposed  contract  were  ac- 
cepted. it  would  reduce  the  fee  schedule  to  a com- 
parable level  of  that  in  the  present  Tennessee 
Plan,  and 

WHEREAS,  at  no  time  in  previous  negotiations 
over  the  past  9 years  had  it  been  considered  that 
the  schedule  would  or  should  in  any  manner  par- 
allel fees  in  the  Tennessee  Plan  since  that  plan 
was  originally  established  for  low-income  groups, 
and 

WHEREAS,  in  a late  development  occurring  on 
April  9.  1965,  Colonel  Robert  M.  Davis.  Profes- 
sional Director  of  the  Dependents'  Medical  Care 
Program  of  the  Department  of  Defense,  agreed  to 
continue  the  present  contract  for  the  remainder  of 
the  contract  year  terminating  November  30.  1965. 
the  extended  contract  carrying  no  reduction  in  the 
fee  schedule;  now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  instruct  the  Medi- 
care Committee  and  the  Board  of  Trustees  wheth- 
er the  policy  of  TMA  will  be  such  as  to  accept  and 
continue  the  existing  Medicare  contract  through 
November  30.  1965;  and  be  it  further 

RESOLVED,  that  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  go  on  record  as  re- 
fusing to  become  a party  to  any  future  contract 
wherein  the  fee  schedule  is  reduced  without  ade- 
quate negotiation  prior  to  termination  of  the  exist- 
ing contract;  and  be  it  further 

RESOLVED,  that  this  House  of  Delegates  not 
agree  to  participate  in  a Medicare  contract  where 
the  fee  schedule  is  comparable  to  any  fee  schedule 
that  parallels  the  Tennessee  Plan,  and  be  it 
further 

RESOLVED,  that  the  House  of  Delegates  weigh 
the  entire  matter  of  a Medicare  contract  after  No- 
vember 30.  1965.  in  the  light  of  recent  and  present 
Federal  Government  intervention  in  multiple 
types  of  health  care  under  Federal  Government 
financing,  control,  and  supervision,  and  that  this 
House  determine  the  policy  to  be  followed  by  the 
Tennessee  Medical  Association  in  this  matter  and 
authorize  the  Board  of  Trustees  to  approve  or  dis- 
approve the  continuation  of  a contact  with  the 
Department  of  Defense,  provided  it  would  be  in 
the  best  interest  of  the  Tennessee  Medical 
Association. 

The  Reference  Committee  on  Resolutions 
recommended  that  the  word  “whether”  in 
the  first  Resolve  be  changed  to  the  word 
"that”;  and  that  the  last  Resolve  be  amend- 
ed to  read:  “Resolved,  that  the  House  of 
Delegates  authorize  the  Board  of  Trustees 
to  approve  disapprove  or  refer  to  the  House 
of  Delegates  the  continuation  of  a contract 
with  the  Department  of  Defense.” 


AMENDED 

SUBSTITUTE  RESOLUTION  NO.  3-65 

WHEREAS,  the  Department  of  Defense.  Office 
for  Dependents’  Medical  Care,  originally  present- 
ed to  the  Tennessee  Medical  Association  in  its  pro- 
posed new  contract,  to  reduce  the  fee  schedule  for 
dependents  of  personnel  serving  in  the  Armed 
Forces  from  S10  to  S100  for  some  397  procedures, 
and 

WHEREAS,  the  Medicare  Committee  of  the 
Tennessee  Medical  Association  did  study  at  length 
the  revisions  in  the  proposed  contract  as  submit- 
ted. and  the  Committee  took  cognizance  that  if  the 
fee  reductions  in  the  proposed  contract  were  ac- 
cepted. it  would  reduce  the  fee  schedule  to  a com- 
parable level  of  that  in  the  present  Tennessee 
Plan,  and 

WHEREAS,  at  no  time  in  previous  negotiations 
over  the  past  9 years  had  it  been  considered  that 
the  schedule  would  or  should  in  any  manner  par- 
allel fees  in  the  Tennessee  Plan  since  that  plan 
was  originally  established  for  low-income  groups, 
and 

WHEREAS,  in  a late  development  occurring  on 
April  9.  1965,  Colonel  Robert  M.  Davis.  Profes- 
sional Director  of  the  Dependents'  Medical  Care 
Program  of  the  Department  of  Defense,  agreed  to 
continue  the  present  contract  for  the  remainder  of 
the  contract  year  terminating  November  30.  1965. 
the  extended  contract  carrying  no  reduction  in  the 
fee  schedule:  now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  instruct  the  Medi- 
care Committee  and  the  Board  of  Trustees  that 
the  policy  of  TMA  will  be  such  as  to  accept  and 
continue  the  existing  Medicare  contract  through 
November  30.  1965:  and  be  it  further 

RESOLVED,  that  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  go  on  record  as  re- 
fusing to  become  a party  to  any  future  contract 
wherein  the  fee  schedule  is  reduced  without  ade- 
quate negotiation  prior  to  termination  of  the  exist- 
ing contract:  and  be  it  further 

RESOLVED,  that  this  House  of  Delegates  not 
agree  to  participate  in  a Medicare  contract  where 
the  fee  schedule  is  comparable  to  any  fee  schedule 
that  parallels  the  Tennessee  Plan,  and  be  it 
further 

RESOLVED,  that  the  House  of  Delegates  au- 
thorize the  Board  of  Trustees  to  approve,  disap- 
prove or  refer  to  the  House  of  Delegates  the  con- 
tinuation of  a contract  with  the  Department  of 
Defense. 

ACTION:  ADOPTED 

RESOLUTION  NO.  4-65 

Independent  Medicine's  Political  Action 
Committee — Tennessee 

By:  Memphis  and  Shelby  County 

Delegations 

WHEREAS,  the  American  Medical  Association 
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endorsed  the  establishment  of  an  independent,  vol- 
untary, non-profit  and  bipartisan  organization  to 
promote  political  education  and  political  action 
known  as  the  American  Medical  Political  Action 
Committee  (AMPAC);  and 

WHEREAS,  the  Tennessee  Medical  Association 
endorsed  the  establishment  of  a similar  organiza- 
tion in  this  state,  with  the  same  objectives,  known 
as  Independent  Medicine’s  Political  Action  Com- 
mittee— Tennessee;  and 

WHEREAS,  physicians,  their  wives  and  friends 
have  taken  a new  interest  in  politics  as  citizens 
largely  due  to  the  effective  programs  sponsored 
by  the  aforementioned  organizations;  and 

WHEREAS,  membership  in  AMPAC  and  IM- 
PACT is  open  to  physicians,  their  wives  and 
friends,  and  such  persons  are  entitled  to  a ready 
opportunity  to  join;  and 

WHEREAS,  numerous  State  Medical  Societies 
have  permitted  such  a ready  opportunity  by  au- 
thorizing the  inclusion  of  a voluntary  non-deduc- 
tible contribution  to  political  action  on  the  Socie- 
ty’s annual  dues  billing  statement,  with  the  result 
that  the  number  of  voluntary  memberships  in 
AMPAC  and  the  state  political  action  committee 
has  show  a marked  increase;  and 

WHEREAS,  the  American  Medical  Association 
has  endorsed  the  system  of  voluntary  dues  billing 
by  state  and  component  medical  associations; 
and 

WHEREAS,  such  a system  could  be  implement- 
ed in  Tennessee  at  the  county  society  level;  there- 
fore be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  urge  all  county 
medical  societies  to  approve,  where  feasible,  the 
inclusion  of  a voluntary,  non-deductible  contribu- 
tion to  AMPAC  and  IMPACT  on  the  society’s  an- 
nual dues  billing  statement. 

The  Reference  Committee  recommended 
adoption  of  Resolution  No.  5-65  as 
introduced. 

ACTION;  ADOPTED 

RESOLUTION  NO.  5-65 

Study  of  the  Report  of  the  President's  Commission 
on  Heart  Disease,  Cancer  and  Stroke 

By:  Davidson  County  Delegation 

WHEREAS,  the  President’s  Commission  on 
Heart  Disease,  Cancer  and  Stroke  in  December, 
1964,  published  its  comprehensive  report  including 
specific  recommendations  for  the  establishment  of 
a national  network  of  regional  heart  disease,  can- 
cer and  stroke  centers  for  clinical  investigation, 
teaching  and  patient  care  in  universities,  hospitals 
and  research  centers  and  other  institutions,  and 
WHEREAS,  the  President’s  Commission  spe- 
cifically recommended  that  25  such  centers  for 
heart  disease,  20  for  cancer  and  15  for  stroke  be 
established  over  a five  year  period  in  conjunction 
with  major  existing  medical  institutions  plus  an 
additional  number  of  diagnostic  and  treatment 


stations  to  the  number  of  150  for  heart  disease, 
200  for  cancer  and  100  for  stroke  plus  another 
hundred  for  rehabilitation,  and 

WHEREAS,  the  President’s  Commission  recom- 
mended additional  programs  including  increased 
grant  support  of  medical  complexes,  increased 
funds  to  the  Public  Health  Service  for  establish- 
ment and  maintenance  of  coordinated  statewide 
laboratory  facilities,  the  establishment  of  25  bio- 
medical research  institutes,  and  increased  number 
of  fellowships  and  investigatorships  in  clinical 
fields,  increased  funds  to  the  Veterans  Administra- 
tion and  Public  Health  hospital  systems  for  train- 
ing, research  and  patient  care,  and 

WHEREAS,  the  President’s  Commission  further 
recommended  legislative  changes  in  the  Public 
Health  Service  Act  by  November  1,  1965,  and  new 
legislation  regarding  reorganization  of  federal  pro- 
grams as  well  as  funding  of  federal  programs, 
and 

WHEREAS,  the  aims  and  ideals  suggested  by 
the  President’s  Commission  on  Heart  Disease, 
Cancer  and  Stroke  are  indisputably  worthwhile 
although  methods  of  implementation  of  such  a 
vast  program  may  be  difficult  on  general  agree- 
ment, and 

WHEREAS,  the  effect  of  this  new  program  upon 
existing  institutions  and  resultant  changes  in  the 
present  structure  of  meeting  the  health  needs  of 
the  population  of  the  United  States  are  of  immedi- 
ate concern  to  all  members  of  the  medical  profes- 
sion both  in  their  professional  roles  and  as  cit- 
izens, and 

WHEREAS,  the  body  of  practicing  physicians  at 
present  do  not  appear  to  be  aware  of  these  pro- 
posals which  will  affect  many  phases  of  medical 
care  in  the  United  States  today;  now  therefore  be 
it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation through  this  House  of  Delegates  take  cog- 
nizance of  the  importance  of  these  proposals  and 
strongly  recommend  for  the  American  Medical 
Association  to  vigorously  study  the  large  number 
of  proposals  in  relation  to  their  probable  effect 
upon  medical  care  and  health  problems  in  the 
United  States,  and  be  it  further 

RESOLVED,  that  the  American  Medical  Asso- 
ciation be  requested  to  immediately  study  and 
cooperate  in  further  discussion  of  this  program 
during  the  entire  period  of  its  early  development 
and  later  implementation  by  specific  legislation, 
and  be  it  further 

RESOLVED,  that  the  TMA  delegates  to  the 
American  Medical  Association  be  instructed  to  in- 
troduce an  appropriate  resolution  in  the  House  of 
Delegates  of  the  American  Medical  Association  for 
the  AMA  to  take  steps  to  vigorously  study  and 
take  appropriate  action  on  all  phases  of  this  pro- 
gram, and  be  it  further 

RESOLVED,  that  copies  of  this  resolution  be 
immediately  forwarded  to  all  other  state  medical 
associations  for  informational  purposes. 
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The  Reference  Committee  recommended 
adoption  of  Resolution  No.  5-65. 

ACTION:  ADOPTED 

RESOLUTION  NO.  6-65 

Sponsorship  by  TMA  of  a Conference  on  Mental 
Illness  and  Health  in  1966 

By:  Frank  H.  Luton,  M.D.,  Chairman 
Committee  on  Mental  Health 

WHEREAS,  Mental  Health  continues  to  be  a 
health  problem  of  great  magnitude  and  has  been 
accepted  by  the  AMA  as  America’s  most  pressing 
and  complex  problem,  and 

WHEREAS,  the  TMA  has  accepted  the  policy  of 
AMA  toward  mental  illness  and  health,  and 

WHEREAS,  the  TMA  sponsored  a Conference 
on  Mental  Illness  and  Health  in  1963  which  has 
been  acclaimed  as  a milestone  in  the  state’s  pro- 
gram of  responsibility  in  this  area,  and 

WHEREAS,  there  is  still  increasing  need  for 
physician  participation  in  the  implementation  of  a 
broad  program  of  community  responsibility,  and 

WHEREAS,  the  need  for  medical  leadership  in 
the  treatment  and  prevention  of  mental  illness  at 
the  community  level  continues,  and 

WHEREAS,  the  postgraduate  education  of  the 
physician  in  all  areas  relating  to  the  emotional  as- 
pect of  all  illness  remains  a necessity,  and 

WHEREAS,  the  Committee  on  Mental  Health  of 
TMA  has  recommended  that  there  be  conducted  in 
1966  a Second  Congress  on  Mental  Illness  and 
Health  with  possibly  similar  collaboration  as  in 
1963  with  the  Tennessee  Mental  Health  Associa- 
tion and  the  Woman’s  Auxiliary  of  the  TMA,  now 
therefore  be  it 

RESOLVED  that  the  TMA  through  its  recogni- 
tion of  the  need  for  such  a conference  as  is  recom- 
mended by  its  Committee  on  Mental  Health  will 
extend  its  support  to  this  recommendation,  and  be 
it  further 

RESOLVED,  that  a Planning  Committee  for 
such  a conference  be  named  by  the  President  of 
the  TMA  with  the  privilege  of  inviting  such  others 
persons  as  consultants  as  may  be  deemed  ap- 
propriate and  helpful. 

The  Committee  recommended  adoption  of 
Resolution  No.  6-65. 

ACTION:  ADOPTED 

RESOLUTION  NO.  7-65 

Tennessee  Department  of  Public  Health  Heart 
Disease  Control  Program  Division  of 
Med  ica  I Ca  re 

By:  WILLIAM  A.  HENSLEY,  M.D., 

Chairman 

Liaison  Committee  to  Public  Health 
Department 

WHEREAS,  it  has  been  estimated  by  a recent 
study  that  50  per  cent  of  all  hospital  admissions 


for  congestive  heart  failure  are  readmissions  for 
recurrences  of  heart  failure  with  a community 
prevalence  running  as  high  as  73  per  1,000  in  the 
“over  65  years”  bracket,  and 

WHEREAS,  the  Tennessee  Department  of  Pub- 
lic Health  Heart  Disease  Control  Program  Divi- 
sion of  Medical  Care  in  its  proposed  Demonstra- 
tion Project  Congestive  Heart  Failure  Follow-up 
Program  proposes  to  reduce  the  alarming  high 
percentage  of  recurrences  of  congestive  heart  fail- 
ure by  developing  model  community  programs 
with  the  potential  of  being  adapted  on  a county 
basis  and  of  becoming  an  integral  part  of  “Home 
Nursing  Program,”  and 

WHEREAS,  the  Public  Health  Council  meeting 
in  Nashville  at  its  semi-annual  session  November 
27,  1964  moved  that  the  Liaison  Committee  of  the 
TMA  draft  an  appropriate  resolution  for  approval 
at  the  TMA  meeting  in  April  of  1965,  encouraging 
physicians  locally  to  study  the  program  and  at 
their  option  to  take  advantage  of  this  service;  now 
therefore  be  it 

RESOLVED,  that  the  TMA  members  study  the 
proposed  Demonstration  Project  Congestive  Heart 
Failure  Follow-Up  Program  and  at  their  option 
take  advantage  of  this  service  as  approved  by  the 
Public  Health  Council. 

The  Reference  Committee  recommended 
adoption. 

ACTION:  ADOPTED 

RESOLUTION  NO.  8-65 

Proposed  Legislative  Steps  Toward  A Working 
Relationship  Between  Physicians  and  Osteopaths 

By:  Francis  H.  Cole,  M.D. 
Chairman  of  the  Council 

WHEREAS,  osteopathic  physicians  licensed  in 
Tennessee  have  legal  rights  to  practice  osteopathy 
without  limitations,  and  in  some  instances,  are  fol- 
lowing the  same  scientific  principles  as  are  doctors 
of  medicine,  and 

WHEREAS,  with  our  present  dual  system  of  li- 
censing, there  is  no  interchange  between  the  two 
disciplines  of  information  relative  to  schools,  sub- 
jects taught,  or  professional  qualifications  which 
makes  evaluation  of  ability  difficult  or  impossible, 
and 

WHEREAS,  osteopathic  physicians  are  seeking 
hospital  staff  privileges  which  can  be  recommend- 
ed to  governing  bodies  of  hospitals  only  after  eva- 
luation of  individual  applicant’s  qualifications  by 
medical  advisory  committees  which  the  difficult 
under  the  present  system,  and 

WHEREAS,  the  American  Medical  Association 
has  advised  component  societies  to  evaluate  osteo- 
pathic physicians  individually  on  the  basis  of 
training,  methods  of  practice,  and  ethical  stan- 
dards; now  therefore  be  it 

RESOLVED,  that  the  President  of  the  Tennes- 
see Medical  Association  be  asked  to  appoint  a 
committee  of  five  physicians  to  draft  a resolution 
suggesting  legislation  looking  to  a closer  working 
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relationship  between  doctors  of  medicine  and  doc- 
tors of  osteopathy,  through  a procedure  of  license 
by  a consolidated  board;  and  be  it  further 

RESOLVED,  that  this  committee  be  requested 
to  seek  advice  from  interested  members  of  the 
Tennessee  Medical  Association,  and  from  repre- 
sentatives of  the  Osteopathic  Association,  and  re- 
port to  this  House  in  1966;  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be 
mailed  to  the  Tennessee  Osteopathic  Association 
for  their  information. 

The  Reference  Committee  recommended 
adoption  of  Resolution  No.  8-65. 

ACTION:  ADOPTED 

RESOLUTION  NO.  9-65 
Establishment  of  Hospital  Medical  Council 

By:  George  L.  Smith,  M.D. 

WHEREAS,  the  ethical  and  economic  relation- 
ships of  the  Medical  Profession  and  the  Hospital 
Profession  in  the  State  of  Tennessee  are  becoming 
more  complicated  and  at  times  controversial, 
and 

WHEREAS,  there  is  incomplete  liaison  between 
the  Tennessee  Medical  Association  and  the  Ten- 
nessee Hospital  Association  regarding  these  and 
other  mutual  problems,  and 

WHEREAS,  the  need  is  becoming  more  acute  to 
delineate  and  formally  agree,  where  possible,  on 
mutual  problems  concerning  the  two  organiza- 
tions; now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  establish  a stand- 
ing Committee  of  the  Tennessee  Medical  Associa- 
tion to  be  incorporated  as  a permanent  Sub-Com- 
mittee of  the  Committee  on  Hospitals  of  the  Ten- 
nessee Medical  Association,  and  that  the  Tennes- 
see Hospital  Association  be  invited  to  form  a cor- 
related Committee,  the  whole  to  be  known  as  the 
Tennessee  Hospital  Medical  Council,  the  purpose 
of  such  Council  to  study  and  make  recommenda- 
tions concerning  mutual  problems  involving  the 
Tennessee  Medical  Association  and  the  Tennessee 
Hospital  Association;  for  example,  the  corporate 
practice  of  medicine,  accreditation  of  hospitals, 
the  functioning  of  emergency  rooms  in  hospitals, 
and  similar  problems,  and  be  it  further 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation portion  of  this  Committee  shall  cover  a 
wide  spectrum  of  the  doctors  in  the  practice  of 
medicine  in  the  State  of  Tennessee  and  that  this 
be  a continuing  Committee  rather  than  a replace- 
ment Committee  each  year,  and  be  it  further 

RESOLVED,  that  the  Board  of  the  Tennessee 
Medical  Association  shall  be  authorized  to  ap- 
propriate funds  to  this  Sub-Committee  so  that  it 
will  be  able  to  function  effectively. 

Resolution  No.  9-65  was  withdrawn  from 
consideration  in  the  meeting  of  the  Ref- 
erence Committee. 


RESOLUTION  NO.  IU-65 

Physician  Supervision  and  Regulation  of 
Medical  Laboratories 

By:  Tom  E.  Nesbitt,  M.D.,  Chairman 
Legislative  and  Public  Policy  Committee 

WHEREAS,  the  Tennessee  Medical  Association 
has  adopted  the  principle  that  a medical  laborato- 
ry should  be  supervised  and  directed  by  a 
qualified  licensed  physician,  and 

WHEREAS,  the  Tennessee  Medical  Association 
has  adopted  the  principle  that  partronization  of 
medical  laboratories  not  supervised  and  directed 
by  a qualified,  licensed  physician  constituted  an 
unethical  practice  of  medicine,  and 

WHEREAS,  the  1964  House  of  Delegates  gave 
the  Legislative  and  Public  Policy  Committee,  upon 
advice  of  legal  counsel,  the  prerogative,  if  feasible, 
of  introducing  legislation  into  the  84th  Tennessee 
General  Assembly  to  include  laboratory  medicine 
under  the  Medical  Practice  Act,  and 

WHEREAS,  after  considerable  study  by  the  Leg- 
islative and  Public  Policy  Committee,  and  upon 
the  advice  of  legal  counsel,  it  was  found  to  be  in- 
advisable to  seek  introduction  of  this  legislation, 
now  therefore  be  it 

RESOLVED,  that  this  House  of  Delegates  direct 
the  Board  of  Trustees  to  establish  a mechanism 
within  the  framework  of  the  Tennessee  Medical 
Association  for  achieving  proper  supervision,  di- 
rection and  approval  of  medical  laboratories  on  a 
voluntary  basis,  and  be  it  further 

RESOLVED,  that  the  Board  of  Trustees  include 
within  such  a mechanism  pathologists  and  physi- 
cians who  specialize  in  internal  medicine  and,  if 
feasible,  qualified  bacteriologists  and  bio-chemists 
from  medical  school  faculties  to  participate  in  the 
evaluation  and  approval  of  such  medical  laborato- 
ries, and  be  it  further 

RESOLVED,  that  all  medical  laboratories  with- 
in the  State  of  Tennessee  be  notified  of  this  action 
and  upon  the  availability  of  this  service  be  en- 
couraged to  participate  on  a voluntary  basis,  and 
be  it  further 

RESOLVED,  that  annaully  a list  of  such  medi- 
cal laboratories,  as  are  approved,  be  published  in 
the  TMA  Journal  in  order  that  the  membership 
may  feel  free  to  utilize  the  facilities  of  such  ap- 
proved laboratories  in  order  to  assure  themselves 
of  practicing  ethical  medicine  in  this  regard  as 
previously  defined  by  the  Tennessee  Medical 
Association. 

Reference  Committee  Recommendation: 

It  was  the  opinion  of  the  Reference  Com- 
mittee that  Resolution  No.  10-65  was  con- 
trary to  Resolution  No.  7-64  adopted  by  the 
House  in  1964;  that  further  study  should  be 
carried  out  by  the  Legislative  and  Public 
Policy  Committee  in  consultation  with  the 
Committee  on  Blood  Banks  and  Medical 
Laboratories;  that  the  ethical  dilemma 
would  not  be  resolved  by  the  resolution; 
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and  questioned  the  advisability  of  TMA 
establishing  itself  as  an  agency  to  examine 
and  approve  the  quality  of  performance  in 
allied  health  services.  The  Reference  Com- 
mittee therefore  recommended  that  no  ac- 
tion be  taken  on  Resolution  No.  10-65. 

No  action  was  taken  on  the  recommenda- 
tion of  the  Reference  Committee  on  Resolu- 
tions, and  after  discussion,  the  following 
amended  resolution  was  adopted  by  the 
House  of  Delegates. 

AMENDED 

RESOLUTION  NO.  10-65 

WHEREAS,  the  Tennessee  Medical  Association 
has  adopted  the  principle  that  a medical  laborato- 
ry should  be  supervised  and  directed  by  a 
qualified  licensed  physician,  and 

WHEREAS,  the  Tennessee  Medical  Association 
has  adopted  the  principle  that  patronization  of 
medical  laboratories  not  supervised  and  directed 
by  a qualified,  licensed  physician  constituted  an 
unethical  practice  of  medicine,  and 

WHEREAS,  the  1964  House  of  Delegates  gave 
the  Legislative  and  Public  Policy  Committee,  upon 
advice  of  legal  counsel,  the  prerogative,  if  feasible, 
of  introducing  legislation  into  the  84th  Tennessee 
General  Assembly  to  include  laboratory  medicine 
under  the  Medical  Practice  Act,  and 

WHEREAS,  after  considerable  study  by  the  Leg- 
islative and  Public  Policy  Committee,  and  upon 
the  advice  of  legal  counsel,  it  was  found  to  be  in- 
advisable to  seek  introduction  of  this  legislation; 
now  therefore  be  it 

RESOLVED,  that  this  House  of  Delegates  direct 
the  Board  of  Trustees  to  study  the  problem  within 
the  existing  framework  of  TMA.  for  achieving 
proper  supervision,  direction  and  approval  of 
medical  laboratories  on  a voluntary  basis;  and  be 
it  further 

RESOLVED,  that  the  Board  of  Trustees  include 
within  such  a mechanism  pathologists  and  physi- 
cians who  specialize  in  internal  medicine,  and,  if 
feasible,  qualified  bacteriologists  and  bio-chemists 
from  medical  school  faculties  to  participate  in  the 
evaluation  and  approval  of  such  medical  labora- 
tories. 

ACTION:  ADOPTED 

RESOLUTION  NO.  11-65 

Health  Facilities  Planning 
By:  R.  H.  Kampmeier,  M.D. 

WHEREAS,  the  growth  of  area-wide  hospital 
planning  agencies  has  been  accelerated  since  1946, 
and 

WHEREAS,  the  Community  Health  Services 
and  Facilities  Act  of  1961  (a  section  of  the  Hill- 
Burton  Act)  has  added  impetus  to  the  movement, 
and 


WHEREAS,  programs  in  area-wide  planning 
have  been  developed  by  agencies  and  groups  with- 
out consulting  the  medical  profession  even  to  the 
point  of  legislation  (as  the  Metcalf-McCloskey 
Law  of  New  York  State),  and 

WHEREAS,  the  American  Medical  Association 
has  reaffirmed  annually  for  3 years  the  need  for 
voluntary  area-wide  planning  and  that,  “The  med- 
ical profession  must  be  a major  force  in  voluntari- 
ly working  with  influential  and  responsible  repre- 
sentatives of  the  community  in  order  that  the 
goals  of  planning  be  determined;”  therefore  be 
it 

RESOLVED,  that  the  TMA  urge  its  members  to 
show  interest  in,  and  to  assume  the  role  of  initiat- 
ing area-wide  hospital  planning  in  their  commun- 
ities. 

The  Reference  Committee  recommended 
adoption  of  Resolution  No.  10-65. 

ACTION:  ADOPTED 

The  report  of  the  Reference  Committee 
on  Resolutions  was  adopted  as  a whole, 

with  the  exception  of  its  recommendation 
on  Resolution  No.  10-65  wherein  no  action 
was  taken. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS 

Vonnie  A.  Hall,  M.D.,  Chairman 

Report  of  the  President 

“This  report  was  carefully  reviewed  by 
the  Committee.  Its  contents  is  one  of  thor- 
ough detailed  enumeration  of  the  activi- 
ties of  the  TMA  for  the  past  year.  The 
highlights  of  the  report  are  improved  com- 
munications, forceful  action  in  legislative 
matter,  the  promotion  of  health  career, 
improvement  of  public  relations  and  a new 
activity,  medicine  and  religion.  A part  of 
the  President’s  message  deals  with  the  Ten- 
nessee Medical  Association’s  future  and  this 
part  alone  deserves  review  by  all  physi- 
cians of  the  state.  Our  President  is  to  be 
commended  for  the  tremendous  amount  of 
time  and  effort  that  he  has  devoted  to  the 
Society’s  activities  and  the  intelligent  man- 
ner in  which  he  has  discharged  his 
responsibilities. 

“Mr.  Speaker,  the  Reference  Committee 
on  Reports  of  Officers  moves  that  Dr. 
Kampmeier’s  report  be  adopted.” 

ACTION:  ADOPTED 
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Report  of  the  Secretary 

“The  Committee  has  accepted  this  report 
as  written  and  would  like  to  move  its 
adoption.” 

ACTION:  ADOPTED 

Report  of  the  Board  of  Trustees 

“The  report  of  the  Board  of  Trustees  by 
Dr.  John  H.  Burkhart  reveals  the  diligent, 
effective  and  efficient  handling  of  the 
affairs  of  the  Tennessee  Medical  Associa- 
tion. Their  activities  in  the  fields  of  educa- 
tion, health  legislation,  administration  and 
economic  issues  have  been  extensive  and 
time  consuming.  The  Society  owes  to  the 
members  of  this  group  a vote  of  thanks  for 
their  excellent  leadership  and  guidance. 
Mr.  Speaker  the  Committee  moves  the 
adoption  of  this  report.” 

ACTION:  ADOPTED 

Report  of  the  Treasurer 

“Dr.  John  Burch  has  given  to  us  a thor- 
ough accounting  of  the  Society’s  financial 
status  but  has  called  to  our  attention  a con- 
tinuing decrease  in  revenue  from  Journal 
advertising  and  exhibitors  displaying  dur- 
ing the  annual  meeting.  Eventually  such 
loss  in  income  will  have  to  be  supplement- 
ed by  increased  assessments  so  as  to  oper- 
ate the  Society’s  business.  All  members  of 
the  House  of  Delegates  should  acquaint 
themselves  with  the  financial  report  sub- 
mitted and  prepare  their  local  societies  for 
the  need  in  additional  revenue. 

“We  recommend  the  adoption  of  the 
Treasurer’s  report.” 

ACTION:  ADOPTED 

Report  of  the  Council 

“Our  Committee  has  reviewed  this  excel- 
lent report  and  commends  the  Council  for 
their  concerted  and  diligent  efforts  to  find  a 
solution  to  the  difficult  problem  of  unethi- 
cal and  illegal  contracts  now  existing  be- 
tween physicians  and  hospitals.  We  concur 
with  the  tenor  of  the  wording  of  the  report. 
An  early  solution  to  the  problem  is  re- 
quired, not  only  for  those  physicians  now 
involved,  but  also  to  prevent  the  further 


encroachment  by  hospitals  into  the  practice 
of  medicine.  We  therefore  suggest  to  the 
House  of  Delegates  that  we  reaffirm  our  op- 
position to  the  corporate  form  of  the  prac- 
tice of  medicine  and  further  recommend 
that  the  House  of  Delegates  grant  to  any 
physician  now  practicing  medicine  in  this 
illegal  and  unethical  manner  a period  of 
twelve  months  to  correct  the  existing  con- 
tract. This  short  time  is  mandatory  in  view 
of  the  anticipated  implementation  of  the 
medical  care  law  in  July,  1966  which  will 
make  any  contractual  conditions  existing  at 
that  time  permanent.  We  also  concur  in 
the  Council’s  recommendation  that  a con- 
solidated licensing  Board  be  promoted  to  re- 
place the  Board  of  Medical  Examiners  and 
the  Board  of  Osteopathic  Examiners  so  that 
all  candidates  for  unlimited  license  to  prac- 
tice will  be  subject  to  the  same  examina- 
tion and  to  the  same  legal  control.  Dr.  Cole 
and  members  of  the  Council  are  cetainly 
due  a word  of  thanks  for  their  tireless 
efforts.  The  Committee  recommends  accep- 
tance of  their  report  and  so  move.” 

ACTION:  The  suggestion  of  the  Reference 
Committee  concerning  corporate  practice  of 
medicine  was  adopted  and  the  Council  was 
instructed  to  carry  out  the  recommenda- 
tions contained  in  the  report  of  the  Ref- 
erence Committee  wherein  physicians  now 
practicing  medicine  in  this  illegal  and  un- 
ethical manner,  would  have  a period  of 
twelve  months  to  correct  their  existing  con- 
tracts with  the  hospitals. 

ACTION:  The  Committee’s  recommenda- 
tion to  accept  the  report  of  the  Council  as  a 
whole  was  adopted. 

Report  of  the  Executive  Director 

“The  Reference  Committee  wishes  to 
commend  Mr.  Ballentine  again  for  a thor- 
ough and  excellent  report  covering  the  ad- 
ministrative activities  of  TMA.  As  usual,  it 
should  be  published  in  the  Journal  of  the 
Tennessee  Medical  Association.  The  per- 
fections and  efficient  operation  of  this  So- 
ciety is  evidence  of  his  invaluable  aid. 

“We  recommend  the  adoption  of  this 
report.” 

ACTION:  ADOPTED 
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REPORT  OF  REFERENCE  COMMITTEE  ON 
REPORTS  OF  STANDING  COMMITTEES 

W.  Andrew  Dale,  M.D.,  Chairman 

The  Reference  Committee  moved  the 
adoption  of  reports  of  the  following  Stand- 
ing Committees: 

1.  Committee  on  Scientific  Work  and  Post- 
graduate Education 

2 Committee  on  Hospitals 

Recommendation:  That  a better  definition  of 
medical  staff  responsibility  in  the  functioning  of 
the  hospital  occur. 

3.  Legislative  and  Public  Policy  Com- 
mittee 

Recommendation:  (a)  That  the  Board  of  Trus- 
tees consider  employment  of  a full-time  legislative 
representative  on  a year-around  basis;  and  (b) 
additional  physician  members  from  other  parts  of 
the  state  should  have  positions  of  responsibility  on 
this  important  committee.  The  Reference  Com- 
mittee suggested  a vice-chairman  from  each  grand 
division  of  the  state. 

4.  Liaison  Committee  to  the  Public  Health 
Department 

5.  Committee  on  Insurance 

6.  Committee  on  Cancer 

7.  Committee  on  Memoirs 

8.  Committee  on  Health  Insurance 

Recommendation:  That  the  Board  of  Trustees 

consider  the  propriety  of  protesting  to  the  State 
Insurance  Commissioner  the  practices  of  the  sev- 
eral carriers  in  selling  plans  as  Blue  Shield  plans 
using  the  Tennessee  Plan  schedule;  and  that  the 
Committee  investigate  and  stimulate  and  help  to 
organize  a broad  more  comprehensive  service  plan 
at  the  state  level  by  correlating  local  plans. 

9.  Advisory  Committee  to  State  Depart- 
ment of  Public  Welfare 

10.  Communications  and  Public  Service 
Committee 

Recommendation:  (a)  That  attention  be  given 
to  the  need  to  employ  more  full-time  personnel  to 
aid  in  this  program;  and  (b)  that  each  major  med- 
ical society  have  a committee  for  communications 
and  public  service  to  enable  better  coordination 
between  the  local  medical  society  and  TMA’s 
committee 

11.  Grievance  Committee 

12.  Rural  Health  Committee 

ACTION:  ADOPTED 

The  report  of  the  Reference  Committee 
on  Reports  of  Standing  Committees — Ref- 
erence Committee  A was  adopted  as  a 
whole. 


REPORT  OF  REFERENCE  COMMITTEE  B ON 
REPORTS  OF  SPECIAL  COMMITTEES 

Ben  D.  Hall,  M.D.,  Chairman 

The  Reference  Committee  recommended 
that  the  following  special  reports  be 
adopted. 

1.  Liaison  Committee  to  the  United  Mine 
Workers  of  America 

2.  Advisory  Committee  to  the  Woman’s 
Auxiliary 

3.  Committee  on  Blood  Banks  and  Medical 
Laboratories 

4.  Mental  Health  Committee 
Recommendation:  That  the  Committee  on  Men- 
tal Health  direct  more  of  its  attention  and  ener- 
gies toward  the  problem  of  drug  addiction  and 
particularly  toward  clarification  of  the  legal  as- 
pects of  the  problem. 

5.  Committee  on  Health  Project  Contest 

6.  Tennessee  Committee  for  American 
Medical  Education  and  Research 
Foundation 

7.  Interprofessional  Liaison  Committee 
Recommendation:  That  the  Committee  expand 

its  activities  into  the  realm  of  furthering  contact 
with  other  professional  groups  such  as  attorneys, 
bankers,  engineers,  dentists,  etc.  It  was  felt  that 
this  would  do  much  to  improve  and  solidify  the 
image  of  the  medical  profession  among  the  pro- 
fessional groups  with  whom  physicians  daily  asso- 
ciate. 

8.  Committee  on  Youth  and  Education 

9.  Committee  on  Medicine  and  Religion 

10.  Woman’s  Auxiliary  to  TMA 

11.  AM  A Delegation 

ACTION:  ADOPTED 

The  report  of  Reference  Committee  B on 
Reports  of  Special  Committees  was  adopted 
as  a whole. 

Meeting  in  1966 

The  1966  Annual  Meeting  will  be  held 
April  17-19,  in  Gatlinburg,  Tennessee. 

There  being  no  further  business,  the 
meeting  of  the  House  of  Delegates  ad- 
journed at  11:10  A.M.,  sine  die. 

J.  E.  Ballentine 
Executive  Director 
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Representatives  of  Hamilton  High  School  of  Memphis, 
winners  of  the  12th  annual  Health  Project  Contest, 
received  the  first  place  award  of  $500  at  the  President's 
Banquet.  Dr.  Charles  A.  Trahern  of  Clarksville,  TMA 
secretary,  made  the  presentation  to  Miss  Deborah 
Greene,  Miss  Martha  Flowers,  class  sponsor,  and  Miss 
Sandra  Simpson. 


Retiring  president,  Dr.  R.  H.  Kampmeier  of  Nashville,! 
turned  the  gavel  over  to  the  1965  president,  Dr.  Johnlv 
H.  Burkhart  of  Knoxville  during  the  President's  Banquet. 


t°r  j j*a?  P^'cians,  l^eir  wives  and  guests^ 
tended  the  annual  President's  Banquet  in  the  Silver 
allroom  of  the  Read  House  Hotel. 


Officers  for  the  year  elected  by  the  House  of  Deleqaie^jre  ... 
left  to  right,  seated:  Drs.  J.  Malcolm  Aste  of  Memphis,  Speak- 
j er  of  the9  House;  John  H.  Burkhart  of  Knoxville,  president,  ad 
0.  Baker  Hubbard  of  Jackson,  president-elect.  Standing  left 
to  right:  Drs.  Charles  A.  Trahern  of  Clarksv.lle^ecreta^;  Fram 
cis  H.  Cole  of  Memphis,  vice-president  for  West  ^essee, 

Robert  H.  Haralson  of  Maryville  v.ce-^s, dent  for  East  Tem 

nessee  and  Tom  E.  Nesbitt  of  Nashville,  ^ce-Speaker  of 
House.  Absent  was  Dr.  D.  Gordon  Petty  of  Carthage,  vice 
president  for  Middle  Tennessee. 
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Pne&ide*tt  <t  Paae 

With  possibly  one  exception,  medicine  is  the  oldest  profession. 
It  is  at  the  same  time  the  newest.  Taken  at  face  value  these  would 
appear  to  be  contradictory  statements,  but  they  are  not.  Man  has 
practiced  the  healing  arts  since  he  has  existed,  crudely,  supersti- 
tiously,  ignorantly  at  first,  but  with  ever  increasing  skill  and  suc- 
cess as  his  knowledge,  experience  and  understanding  increased. 
Over  the  eons,  centuries,  decades,  and  years  of  time,  medicine  has 
evolved  as  man  has  evolved,  and  today’s  medicine  has  always  been 
superior  to  yesterday’s  and  inferior  to  tomorrow’s.  Medicine  is  a 
restless  science,  always  moving  forward,  always  reaching  upward 
toward  a goal  it  never  despairs  of  attaining — a world  free  from  the  fear  of  illness  and 
disease  that  cripple,  maim  and  strike  men  down  before  their  time. 

The  past  50  years  have  been  called  the  golden  age  of  medicine.  More  important 
advances  in  diagnosis,  therapy,  surgery  and  rehabilitation  have  occurred  in  these  5 
decades  than  in  all  the  previous  history  of  man  and  medicine  together.  The  results  of 
all  of  this  is  that  now  for  the  first  time  in  the  history  of  man,  his  life  expectancy  has 
reached  the  three  score  and  ten  of  Biblical  promise  as  compared  to  a life  expectancy 
in  the  early  40’s  in  1900  and  the  mid  50’s  a quarter  of  a century  ago. 

The  United  States  within  this  short  span  of  time  has  emerged  as  the  seat  of  unrest 
in  the  science  of  medicine,  the  center  of  change  and  progress.  The  American  people 
have  reaped  a bountiful  harvest  of  benefits  from  the  unremitting  search  for  new,  bet- 
ter ways  to  alleviate  suffering  and  pain,  conquer  disease  and  prolong  human  life.  The 
forward  march  of  medicine  has  given  millions  a chance  to  live  today  when  they  might 
have  died  a generation  ago. 

The  American  physician  perpetually  advances  his  science  because  his  primary  mis- 
sion is  to  preserve  life.  To  him  one  life  lost  due  to  a gap  in  knowledge  or  the  lack  of 
the  proper  weapons  with  which  to  fight  is  one  death  too  many.  The  medical  profession 
and  its  allies  have  consequently  developed  a system  of  medicine  in  this  country  with- 
out peer  in  any  other  nation  or  at  any  other  period  in  history. 

Medicine  is  a noble  profession,  and  a physician  is  unworthy  of  his  calling  when  he 
is  less  than  noble.  The  demands  upon  the  integrity  and  the  nobility  of  the  physician 
are  no  less  exacting  than  the  demands  upon  his  time  and  energy.  His  is  therefore  in- 
escapably a dedicated  life.  It  is  in  reality  a high  compliment  to  the  medical  profession 
that  society  expects  so  much  of  it,  and  that  society  is  outraged  when  it  witnesses  in- 
stances of  dishonor,  selfishness,  and  lack  of  concern  for  the  inadequacies  of  others  on 
the  part  of  the  profession.  The  public  takes  it  for  granted  that  greatness  is  a constant 
characteristic  of  the  physician,  and  nothing  less  than  greatness  will  preserve  medi- 
cine as  a profession  in  the  estimation  of  those  whom  it  seeks  to  serve.  This  service 
cannot  be  limited  to  the  treatment  of  the  ills  and  ails  of  those  whom  the  physician 
sees  in  his  daily  rounds.  It  must  extend  to  those  other  fields  which  we  call  public  serv- 
ice, and  only  then  will  the  physician  find  himself  in  the  high  esteem  of  his  friends,  pa- 
tients, and  colleagues;  esteem  to  which  he  almost  invariably  aspires. 


Dr.  Burkhart 


President 
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EDITORIAL 

THE  PHYSICIAN  AND  THE  TERMINAL 
PATIENT 

At  a time  when  medicine  finds  itself  more 
and  more  involved  with  the  complexities  of 
diagnosis  and  treatment  and  the  news  serv- 
ices announce  that  92%  of  heart  disease  can 
be  diagnosed  by  computers  there  still  exists 
a very  important  part  of  medicine  which 
neither  now  nor  in  the  future  can  be  rele- 
gated to  machines.  This  involves  the  man- 
agement of  the  terminal  and  the  dying  pa- 
tient who  must  remain  the  responsibility  of 
the  practicing  physician  without  help  of 
automation.1-  2 

There  is  no  rule  of  thumb  to  guide  the 
physician  in  dealing  with  such  patients.  It 
is  difficult  to  use  the  golden  rule  because 
although  we  have  traveled  this  road  with 
our  patients,  we  have  not  completed  the 
journey  ourselves  and  we  cannot  put  our- 
selves precisely  in  the  position  of  the  pa- 
tient who  is  going  the  whole  way. 

There  are  a few  fundamentals  of  the  phy- 


sician’s role  that  are  basic  in  dealing  with 
such  patients.  First,  we  must  be  certain 
that  the  diagnosis  is  correct;  that  every- 
thing has  been  done  to  effect  a cure;  and 
finally  that  everything  has  been  done  to 
make  the  patient  comfortable  and  free  of 
pain.  For  this  the  physician  has  received 
adequate  training  in  medical  school.  Sec- 
ond, he  must  tell  the  patient  the  facts  of  his 
physical  condition  as  truthfully  and  as  ful- 
ly as  the  patient  wishes  to  know  them — al- 
ways with  a liberal  admixture  of  under- 
standing and  hope.  Although  some  patients 
may  not  want  to  know  the  whole  truth  and, 
certainly,  their  wishes  must  be  respected, 
there  is  a good  case  for  honesty  tempered 
always  with  optimistic  uncertainty.  Human 
relations  are  complicated  enough  without 
making  them  more  complex  by  telling  lies, 
which  later  must  be  retracted.  In  addition, 
most  patients  find  uncertainty  much  more 
difficult  to  deal  with  than  the  truth,  no  mat- 
ter how  disturbing  the  facts  may  be. 

The  family  member  closest  to  the  patient, 
most  often  the  spouse  or  parent,  must  be 
told  all  the  facts,  including  the  prognosis, 
that  the  physician  knows.  At  this  critical 
time  the  relationship  between  patient,  fami- 
ly and  physician  is  fraught  with  emotion 
and  it  is  time  consuming.  Since  he  has 
been  through  this  before,  the  physician 
must  take  charge  first,  with  his  friendly, 
“We  are  in  this  thing  together,”  and  later 
in  advising  the  family  and  patient  about 
the  multiple  problems  created  by  relatives 
and  well-meaning  friends  who  suggest  fur- 
ther expensive  visits  to  consultants  and 
medical  clinics.  The  physician  should  em- 
phasize that  his  available  time  must  be  de- 
voted to  the  care  of  his  terminal  patient 
and  to  provide  information  for  the  closest 
relative  rather  than  being  available  for 
handholding  and  explanations  to  distant  re- 
latives and  friends  at  any  hour  of  the  day 
and  night. 

The  physician  must  make  decisions  about 
future  treatment  which  may  be  necessary. 
It  is  unfair  to  expect  a patient  or  relative, 
even  medically  trained,  to  make  decisions 
regarding  either  choices  of  therapy  availa- 
ble or  whether  treatment  should  be  given 
at  all.  Only  the  physician  with  sufficient 
medical  training  and  without  emotional  en- 
tanglement can  best  decide  the  course  for 
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the  individual  patient.  Modern  medicine’s 
startling  armanentarium  for  prolonging  life 
must  be  harnessed  by  the  wise  decisions  of 
an  understanding  and  emotionally  stable 
doctor.  When  the  patient  has  been  gently 
told  what  is  thought  to  be  best  for  him, 
whether  he  accepts  or  rejects  the  decisions, 
he  must  know  that  the  physician  will  con- 
tinue to  help  as  long  as  his  help  is 
desired. 

Finally,  despite  the  reluctance  of  many 
physicians  to  invade  what  they  consider  the 
clergyman’s  responsibilities  they  should  be 
prepared  to  provide  spiritual  support  for 
such  patients.  Many  times  the  physician 
can  make  the  work  of  the  clergyman  easier 
and  more  effective.  At  times  the  clergyman 
can  support  the  physician  and  make  his 
work  easier.  However,  some  patients  re- 
sent the  pastor  because  his  intrusion  into 
the  scene  definitely  betokens  the  beginning 
of  the  last  leg  of  life’s  journey,  and  others 
with  a deep  sense  of  guilt  (and  who  among 
us  excapes  this  to  some  extent?)  may  feel 
that  the  clergy  represents  divine  judgment 
which  the  patient  is  unwilling  to  face  at 
that  time.  The  physician  can  prepare  him- 
self for  this  role  by  analyzing  his  thoughts 
about  life  and  the  world  beyond.  Even  the 
most  skeptical  of  us  will  when  pressed  ad- 
mit to  a view  akin  to  that  expressed  by 
Mark  Twain,  “I  have  never  yet  seen  what 
seemed  an  atom  of  proof  that  there  is  a fu- 
ture life.  And  yet  ....  I am  strongly  in- 
clined to  expect  one.” 

Paul  S.  Rhoades  in  his  paper  on  “Man- 
agement of  the  Patient  with  Terminal  Ill- 
ness” quotes  C.  S.  Lewis:  “For  the  higher 
task  of  teaching  fortitiude  and  patience,  I 
was  never  fool  enough  to  consider  myself 
qualified,  nor  have  I anything  to  offer  my 
readers  except  my  conviction  that  when 
pain  is  to  be  borne,  a little  courage  helps 
more  than  must  knowlege,  a little  human 
sympathy  much  more  than  courage,  and  the 
least  tincture  of  the  love  of  God  more  than 
all.”  If,  along  with  this  ingredient  and  the 
best  medical  skills  we  can  acquire,  we  can 
attain  a love  for  our  fellowmen  as  well,  we 
have  what  we  need  for  the  ultimate  task  of 
ministering  to  our  patients. 

A.  B.  S. 
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Special  Item 

Since  for  a time  there  was  confusion 
about  the  Mental  Health  Law  passed  by  the 
Legislature  in  its  last  session,  it  seems  prop- 
er to  recapitulate  its  features  as  it  goes  in 
effect.  This  truly  permits  us  to  enter  the 
modern  era. — Editor 

Tennessee's  New  Mental  Health  Law 
Goes  Into  Effect  July  I,  1965 

The  Department  of  Mental  Health’s  new 
law  with  reference  to  the  admission  of  pa- 
tients to  mental  hospitals  goes  into  effect  on 
July  1,  1965.  This  sweeping  new  legislation 
has  been  called  the  most  important  bill  to 
come  through  the  Legislature  in  the  past  50 
years  and  represents  a real  “Bill  of  Rights” 
for  the  mentally  ill  of  our  State.  It  offers 
greater  protection  to  the  individual  than  he 
has  ever  had  previously.  For  example,  un- 
der the  present  law,  any  citizen  of  this 
State  by  signing  a lunacy  warrant  can  have 
any  other  citizen  picked  up  and  held  in  jail 
for  a period  of  48  hours  pending  a hearing 
of  his  sanity.  The  new  law  restricts  the  in- 
dividuals who  can  so  take  an  individual, 
suspected  of  being  mentally  ill,  into  custo- 
dy, to  any  officer  who  would  normally 
make  an  arrest  and  to  any  physician.  If 
the  person  is  picked  up  by  an  arresting 
officer,  he  must  be  taken  immediately  to  the 
nearest  physician  for  examination.  This 
makes  the  decision  of  disturbed  behavior  a 
medical  one,  not  a judicial  one.  The  bill  also 
provides  for  the  patient’s  admission  to  the 
hospital  instead  of  a jail.  Any  argument 
that  this  is  a violation  of  rights  is  absurd, 
particularly  in  the  light  of  the  common 
practice  of  taking  the  obviously  incompe- 
tent, unconscious  person  injured  in  an  auto- 
mobile accident  directly  to  the  emergency 
room  and  instituting  treatment  without  his 
permission  and  without  having  previously 
obtained  the  permission  of  the  county 
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judge.  Lastly,  this  new  bill  provides  that 
admission  to  a hospital  does  not  result  in 
the  loss  of  civil  rights  of  the  individual, 
thus  enabling  him  to  communicate  freely 
out  of  the  hospital  with  his  lawyer,  physi- 
cian, minister,  family,  etcetera,  and  permit- 
ting him  to  transact  business  normally.  Un- 
der the  old  law,  commitment  to  the  hospital 
legally  removed  the  patient’s  civil  rights. 
This  removal  or  civil  rights  must,  under  the 
new  law,  be  a separate  judicial  proceeding 
with  the  patient  present.  The  passage  of 
the  new  law  was  a giant  step  forward  in 
keeping  Tennessee  abreast  of  the  newer  de- 
velopments in  psychiatry. 

The  following  is  a brief  summary  of  the 
four  types  of  admission 

1.  Voluntary  admission.  Any  citizen  18 
years  of  age  or  older  may  apply  directly  to 
the  hospital  and,  if  his  admission  to  the  hos- 
pital would  serve  the  best  interests  of  both 
the  patient  and  the  hospital  in  the  opinion 
of  the  superintendent,  he  may  be  admitted. 
He  may  leave  the  hospital  any  time  within 
48  hours  after  written  request  for  release. 
The  county  judge  is  not  involved. 

2.  N on-contested  admission.  The  pa- 
tient accompanied  to  the  hospital  by  a rela- 
tive or  friend  and  by  a statement  from  the 
local  physician  that  he  is  in  fact  mentally 
ill,  and  if  the  superintendent  concurs,  may 
be  admitted  to  the  hospital  upon  the  re- 
quest of  the  friend  or  relative  provided  the 
patient  himself  signs  a written  statement 
that  he  does  not  object  to  the  admission.  He 
may  be  released  upon  his  written  request 
within  72  hours  unless  he  is  dangerous  to 
himself  or  others.  The  superintendent  may 
appeal  to  the  county  judge  for  a 5 day  ex- 
tension during  which  time  regular  commit- 
ment procedures  can  be  instituted,  if 
indicated. 

3.  Emergency  admission.  Any  person 
authorized  to  make  arrests  and/or  any  li- 
censed physician  in  Tennessee  may  take 
into  custody  any  person  suspected  of  men- 
tal illness.  If  it  is  an  officer,  he  must  im- 
mediately take  the  individual  directly  to 
the  nearest  available  physician  for  evalua- 
tion. If  the  physician  concurs  he  so  states  in 
writing,  and  prior  to  the  patient’s  being 
taken  to  the  hospital  or  leaving  the  county 
of  his  residence  the  county  judge  must  be 


notified  of  the  anticipated  procedure.  The 
county  judge  has  the  right  to:  (a.)  release 
the  patient;  (b.)  hold  him  in  the  county 
pending  further  psychiatric  investigation; 
and  (c.)  permit  him  to  be  admitted  to  the 
regional  hospital.  If  admitted  to  the  hospi- 
tal he  may  be  released  in  3 days  unless  he 
is  considered  to  be  harmful  to  himself  or 
others,  in  which  case  the  superintendent 
may  request  an  extension  from  the  county 
judge  not  to  exceed  14  days.  The  county 
judge  may  grant  such  permission  provided 
the  medical  evidence  indicates  the  action  is 
appropriate.  A length  of  stay  in  the  hospi- 
tal beyond  the  17  days  requires  regular 
commitment  as  in  No.  4. 

4.  Regular  commitment.  The  patient  at 
his  request  is  returned  to  the  county  of  re- 
sidence, or  the  hearing  is  held  prior  to  com- 
ing to  the  hospital  in  the  presence  of  the 
patient  if  he  so  requests.  The  county  judge 
will  hear  all  evidence  including  examina- 
tion by  at  least  two  private  physicians.  Trial 
by  jury  may  be  requested  by  the  patient.  If 
evidence  indicates  the  patient  is  mentally 
ill,  he  may  be  committed  against  his  will  to 
the  State  Hospital  for  a period  not  to  ex- 
ceed 6 months  for  observation  and  treat- 
ment. Any  attempt  to  remove  the  civil 
rights  of  the  individual  will  have  to  be  a 
second  judicial  proceeding  not  related  to 
his  commitment  to  the  hospital. 

It  is  obvious  that  the  county  judge  still 
retains  the  ultimate  control  over  the  admis- 
sion of  patients  to  the  hospital  and  that 
there  is  less  likelihood  of  violation  of  civil 
rights  than  under  the  old  law.  On  the  other 
hand,  the  patient  in  most  instances  will  be 
spared  the  implications  of  going  to  a judge 
and  being  placed  in  jail. 


DEATHS 


Dr.  John  E.  Meadors,  77,  Memphis,  died  May 
13th. 

Dr.  Mildred  Woodason  Casey,  53,  Columbia,  died 
May  8th  at  her  home. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Roane-Anderson  County  Medical  Society 

The  Society  held  a dinner  meeting  on  Ap- 
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ril  27th  in  the  cafeteria  of  the  Oak  Ridge 
Hospital.  The  scientific  program  entitled 
“Intrauterine  Contraceptive  Devices”  was 
presented  by  Dr.  Oron  T.  Bolding,  Ob- 
Gyn,  Birmingham,  Alabama.  A report  of 
the  actions  of  the  Tennessee  Medical  Asso- 
ciation in  annual  session  in  April  was  pre- 
sented by  Dr.  Earl  Eversole,  the  Society’s 
delegate  to  TMA. 

Dr.  Stephen  A.  Mahoney,  Western  Re- 
serve University  Hospitals,  Cleveland,  Ohio, 
was  the  guest  speaker  for  the  meeting  of 
the  Society  on  May  25th.  His  subject  was 
“Ureteral  Injuries  with  Reference  to  Prac- 
tical Clinical  Problems.” 

Knoxville  Academy  of  Medicine 

The  Knox  County  Unit  of  the  American 
Cancer  Society  presented  Dr.  Harry  Bisel 
from  the  Mayo  Clinic  as  guest  speaker  for 
the  meeting  of  the  Knoxville  Academy  of 
Medicine  on  May  11th.  Dr.  Bisel’s  subject 
was  “Cancer  Chemotherapy.”  The  meeting 
was  held  in  the  Academy  of  Medicine 
Building. 

Memphis-Shelby  County  Medical  Society 

The  Society  met  in  regular  session  in  the 
auditorium  of  the  Institute  of  Pathology  on 
May  4th.  The  program  entitled  “Insurance 
Programs — Federal,  State  and  Local”  was 
presented  by  the  Society’s  Prepaid  Insur- 
ance Committee. 

The  House  of  Delegates  met  at  8:00  P.M. 
following  the  presentation. 

Chattanooga-Hamilton  County 
Medical  Society 

The  June  1st  meeting  of  the  Society  was 
held  in  the  auditorium  of  the  Interstate 
Building.  The  scientific  program,  presented 
by  Dr.  Marion  M.  Young,  was  entitled  “Tu- 
berculosis Control  Program  in  Chattanooga 
and  Hamilton  County.” 

In  an  effort  to  avoid  football  injuries  by 
offering  advice  and  training  to  high  school 
coaches,  a resolution  adopted  by  the  Socie- 
ty offers  to  see  that  a physician  is  present 
at  all  football  games,  advise  coaches,  on  the 
safety  of  practice  on  hot  days  and  hold 
night  clinics  for  coaches  to  study  preven- 


tion and  treatment  of  common  injuries.  The 
resolution  grew  out  of  concern  over  the 
death  of  a high  school  football  player  last 
August  from  heat  stroke. 

Washington-Carter-Unicoi 
County  Medical  Society 

East  Tennessee  State  University  and  Mil- 
ligan College  premedical  students  and  their 
advisors  were  dinner  guests  of  the  Wash- 
ington-Carter-Unicoi County  Medical  Socie- 
ty on  May  6th.  Principal  speaker  for  the 
occasion  was  Dr.  M.  K.  Callison.  dean  of  the 
medical  school  of  the  University  of  Tennes- 
see. Dr.  Callison  addressed  the  group  on 
“The  Changing  Picture  of  Medical  Educa- 
tion.” 

Dr.  E.  Malcolm  Campbell,  president  of 
the  Society,  presided  at  the  dinner 
meeting. 


NATIONAL  NEWS 


The  Month  in  Washington 
(From  Washington  Office,  AMA) 

A Registry  of  Tissue  Reactions  to  Drugs 
is  being  established  within  the  Armed 
Forces  Institute  of  Pathology  (AFIP) 
through  the  cooperation  of  the  American 
Medical  Association,  the  Pharmaceutical 
Manufacturers  Association  and  the  Food 
and  Drug  Administration.  The  AFIP  has 
the  world’s  largest  repository  of  pathologic 
material  for  research  and  education,  and 
the  registry  is  expected  to  be  a major  addi- 
tion to  existing  adverse  drug  reaction  re- 
porting programs. 

“This  unique  cooperative  effort  for  the 
benefit  of  the  American  public  is  the  first 
between  major  drug  manufacturing,  drug 
prescribing  and  drug  regulating  bodies,” 
said  a joint  statement  issued  by  Dr.  Jean 
Weston,  Director  of  the  AMA’s  Department 
of  Drugs;  Dr.  Joseph  Sadusk,  FDA  medical 
director,  and  Dr.  Austin  Smith,  president  of 
the  PMA. 

The  purpose  of  the  Registry  will  be  to 
obtain  autopsy  or  biopsy  tissue  specimens 
from  suspected  adverse  drug  reaction  cases. 
These  specimens  will  be  thoroughly  studied 
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by  all  methods  available  to  a full-time 
pathologist,  including  consultation  with 
other  authorities  in  pathology  and  toxicolo- 
gy. Results  of  the  studies  will  be  reported 
to  local  pathologists  who  furnished  the 
study  material,  and  monthly  summary  re- 
ports will  be  made  to  each  of  the  three 
sponsoring  organizations.  Important  infor- 
mation obtained  will  then  be  disseminated 
to  the  medical  community.  The  pathologic 
material  will  remain  on  file  at  the  Registry 
for  future  reference  and  study. 

The  Tissue  Registry  will  augment  the  ex- 
isting drug  reaction  reporting  programs 
maintained  by  the  AMA  and  FDA.  The 
FDA  at  present  receives  reports  of  suspect- 
ed adverse  drug  reactions  from  about  500 
cooperating  federal  and  military  hospitals, 
and  from  110  civilian  hospitals  under 
contract. 

The  AMA  receives  such  reports  from 
physicians  in  private  practice,  a number  of 
hospitals  not  reporting  to  FDA,  and  other 
sources.  Information  is  exchanged  by  the 
FDA  and  AMA,  catalogued  by  data-process- 
ing  techniques,  and  filed  by  data-processing 
machines.  The  data  are  then  available  for 
use  in  identifying  drugs  possibly  associated 
with  adverse  reactions,  in  assisting  physi- 
cians to  diagnose  possible  adverse  drug 
reactions,  and  in  scientific  investigations. 

Establishment  of  the  Tissue  Registry  was 
originally  proposed  by  the  Drug  Research 
Board  of  the  National  Academy  of 
Sciences-National  Research  Council.  Twen- 
ty-eight such  Registries  already  exist  as 
joint  activities  of  the  Armed  Forces  Insti- 
tute of  Pathology  and  sponsoring  profes- 
sional societies.  Collectively,  the  Registries 
are  known  as  the  American  Registry  of 
Pathology. 

The  parent  Armed  Forces  Institute  of 
Pathology,  which  is  more  than  100  years 
old,  serves  as  a central  laboratory  of  pathol- 
ogy for  the  Department  of  Defense  and  has 
become  a center  of  research,  teaching  and 
consultation  not  only  for  the  military  but 
for  civilian  groups.  AFIP  offices  and  lab- 
oratories are  in  an  eight-story  building  at 
Walter  Reed  Army  Medical  Center. 

The  cost  of  the  Tissue  Registry  is  being 
borne  equally  by  each  of  the  three  spon- 
sors. In  its  first  full  calendar  year  of  oper- 
ation (1966),  the  cost  of  operation  and  ad- 


ministration is  expected  to  be  about  $100,- 
000.  The  fund  will  be  administered  by  the 
Universities  Associated  for  Research  and 
Education  in  Pathology,  Inc. 

In  another  development  in  this  field,  the 
U.  S.  delegation  proposed  at  the  World 
Health  Organization  Assembly  in  Geneva, 
Switzerland,  that  there  be  a worldwide 
warning  system  against  drugs  with  adverse 
effects. 

In  commending  the  proposal,  which  was 
recommended  by  the  HEW  department, 
President  Johnson  said:  “The  expansion  of 
this  into  an  international  system  would  be 
of  direct  benefit  to  the  American  people 
since  it  would  include  the  monitoring  of  ad- 
verse reactions  throughout  the  world.  This 
is  one  of  the  many  instances  in  internation- 
al technological  cooperation  where  every- 
body gains  and  no  one  loses.” 
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New  Hospital  in  Nashville 
Expected  to  Open  in  June 

The  $4.5  million  Nashville  Memorial  Hos- 
pital should  open  in  June.  Facilities  at  the 
211-bed  hospital  will  be  available  to  ap- 
proximately 130,000  persons  in  the  East 
Nashville — Madison — O 1 d Hickory  area. 
The  hospital  will  have  departments  of  med- 
icine, surgery,  psychiatry,  obstetrics-gyne- 
cology and  pediatrics.  The  intensive  care 
unit,  the  emergency  room,  the  recovery 
room,  surgery  rooms  and  other  major  equip- 
ment rooms  are  all  on  the  first  floor.  The 
hospital,  which  is  on  a 32-acre  plot,  is 
financed  by  52%  federal  funds  and  48%  lo- 
cal donations.  Administrator  of  the  Hospi- 
tal is  Mr.  A.  G.  Dierks,  formerly  with  Le 
Bonheur  Children’s  Hospital  in  Memphis. 

University  of  Tennessee 
College  of  Medicine 

A visiting  professorship  in  cardiology  has 
been  established  in  honor  of  Dr.  Neuton  S. 
Stern,  professor  emeritus  of  medicine  at  the 
Medical  Units.  Dr.  Stern,  who  celebrated 
his  75th  birthday  April  8,  is  in  his  50th  year 
as  a practicing  physician.  He  founded  the 
Memphis  Heart  Association  and  served  as 
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its  president  from  1948  through  1950.  The 
visiting  professorship  is  sponsored  by  his 
former  students  and  by  the  Memphis  Heart 
Association. 

St.  Jude  Hospital,  Memphis 

Two  Memphis  physicians  have  been  ap- 
pointed to  the  consultant  staff  of  St.  Jude 
Hospital — Dr.  Jorge  A.  Picaza,  neurosur- 
geon and  researh  associate  at  the  UT  Med- 
ical Units,  and  Dr.  Frank  Ray  Pitzer,  assist- 
ant professor  of  pathology  at  UT.  Their  ap- 
pointments bring  to  18  the  number  of  physi- 
cians and  surgeons  serving  as  consultants. 

4c 

Two  physicians,  one  of  them  now  on  the 
staff  of  Memorial  Hospital  for  Cancer  and 
Allied  Diseases  in  New  York  City,  and  the 
other  affiliated  with  the  University  of  Cali- 
fornia at  Los  Angeles,  will  join  the  staff  on 
July  1st.  The  first,  Dr.  Gregorio  D.  Samoy, 
Jr.,  will  join  the  clinical  cancer  research 
staff,  and  Dr.  John  W.  Smith,  now  holding 
a U.S.  Public  Health  Service  fellowship  in 
virology  will  become  a research  trainee  in 
the  St.  Jude  Laboratory  of  Virology. 

4c 

Dr.  Irving  J.  Slotnick,  head  of  the  bacte- 
riology department  at  St.  Jude  Hosptial,  has 
been  named  a diplomate  in  public  health 
and  medical  laboratory  bacteriology  by  the 
American  Board  of  Microbiology.  Dr.  Slot- 
nick  also  is  associate  professor  of  microbiol- 
ogy at  the  UT  College  of  Medicine. 

Vanderbilt  University 
School  of  Medicine 

The  Medical  Alumni  Association,  under 
the  presidency  of  Dr.  J.  O.  Finney,  (Class 
of  1933) , Gadsden,  Alabama,  held  a scien- 
tific meeting  on  June  4 and  5.  The  program 
was  provided  by  graduates  of  the  School  as 
well  as  its  faculty.  Dr.  John  C.  Burch, 
Nashville,  took  office  as  President  of  the 
Association. 

4c 

Doctor  John  Oates,  Assistant  Professor  of 
Medicine  and  Pharmacology,  has  received  a 
$100,000  grant  from  the  Burroughs  Well- 
come Fund  to  support  the  Clinical  Phar- 


macology Program.  The  award,  which  runs 
for  five  years,  will  support  a program  of 
teaching,  training  and  research.  Doctor 
Oates  and  his  associates  have  been  studying 
the  way  pharmacologic  compounds  act  in 
the  human  body,  concentrating  their  efforts 
on  drugs  that  relieve  hypertension. 
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Superior  Leadership  Awards  were  presented 
by  the  Chamber  of  Commerce  to  twelve  Mem- 
phians who  have  served  as  national  presidents  of 
their  professional  associations.  Recipients,  se- 
lected by  the  Memphis  Hospital  Council,  included: 
Dr.  Francis  Murphey,  1985-66  president,  The 
Harvey  Cushing  Society;  Dr.  James  G.  Hughes, 
1965  president,  American  Academy  of  Pediatrics; 
Dr.  David  S.  Carroll,  1964,  president,  American 
College  of  Radiology;  Dr.  Samuel  L.  Raines,  1964 
president,  American  Urological  Association;  Dr. 
A.  Roy  Tyrer,  1962-63  president,  Congress  of 
Neurological  Surgeons;  Dr.  R.  L.  DeSaussure, 
1961-62  president,  Congress  of  Neurological  Sur- 
geons; Dr.  Hugh  Smith,  Jr.,  1960-61  president, 
American  Academy  of  Orthopedic  Surgeons;  Dr. 
Merlin  L.  Trumbull,  1961  president,  American 
Society  of  Clinical  Pathologists;  Dr.  Douglas  H. 
Sprunt,  1962  president,  American  Association  of 
Pathologists  and  Bacteriologists;  and  Dr.  Cyrus 
E.  Erickson,  1960-61  president,  American  Society 
of  Cytology. 

Dr.  Chesley  Hill,  Troy,  was  the  guest  speaker 
at  a recent  meeting  of  the  Dyersburg  Association 
of  Life  Underwriters. 

Dr.  R.  L.  Wilson,  Henderson,  was  installed  as 
president  of  the  West  Tennessee  Heart  Associa- 
tion at  the  7th  annual  membership  meeting  on 
May  15th. 

Dr.  Mildred  Stahlman,  associate  professor  of 
pediatrics  at  Vanderbilt  University,  has  been 
elected  to  full  membership  in  the  American 
Pediatrics  Society.  Membership  is  granted  only 
to  those  who  have  distinguished  themselves  in 
the  field,  with  only  about  300  members  in  the 
country. 

Dr.  Powell  Hutcherson,  Chattanooga,  discussed 
“The  Care  of  the  Urinary  Catheter  from  a 
Gynecological  Aspect”  before  a meeting  of  the 
Private  Duty  Registered  Nurses  of  District  4, 
Tennessee  Nurses  Association  on  May  5th. 

Dr.  Charles  B.  McCall  and  Dr.  Elias  W.  Rosen- 
berg of  Memphis  have  been  named  fellows  of  the 
American  College  of  Physicians. 

Dr.  Nancy  C.  Flowers,  Memphis,  Dr.  Glenn 
Koenig,  and  Dr.  James  D.  Snell,  Jr.,  Nashville, 
and  Dr.  Richard  A.  Obenour,  Knoxville,  Dr.  Don- 
ald W.  Bales,  Kingsport,  were  elected  associates 
of  the  College. 
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“Closed  Chest  Heart  Massage”  was  the  subject 
discussed  by  Dr.  Maurice  Rawlings  at  a recent 
meeting  of  the  Chattanooga  Area  Chapter,  Ameri- 
can Society  of  Safety  Engineers. 

Dr.  Thomas  Crenshaw  is  associated  with  Dr. 
Harold  Barker  in  the  practice  of  medicine  in 
Humboldt. 

Dr.  Thomas  W.  Johnson,  Dyersburg,  attended 
the  annual  Scientific  Assembly  of  the  American 
Academy  of  General  Practice  in  San 
Francisco. 

Dr.  Glenn  E.  Horton,  Memphis,  received  an 
Award  of  Special  Merit  for  Scientific  Exhibit  at 
the  89th  annual  session  of  the  Arkansas  State 
Medical  Society,  held  recently  in  Little  Rock,  Ar- 
kansas. The  title  of  the  exhibit  was  “Asthma, 
Chronic  Bronchitis  and  Emphysema.” 

Dr.  C.  L.  Holmes,  Jr.,  formerly  of  Jackson,  has 
joined  the  staff  of  Gibson  General  Hospital  at 
Trenton. 

Dr.  A.  Glenn  Kennedy  and  Dr.  John  R.  Nel- 
son, Jr.  announce  the  removal  of  their  offices 
from  Blount  Professional  Building,  to  Suite  301, 
Physicians  and  Surgeons  Building,  Knoxville. 

Drs.  Jacob  T.  Bradsher,  Jr.,  Freeman  L.  Raw- 
son  and  William  K.  Swann,  Knoxville,  instructed 
more  than  300  nurses  from  20  area  counties  on 
“Care  of  the  Patient  With  Heart  Block”  at  a Car- 
diac Nursing  Conference  on  April  20th. 

Four  Johnson  City  physicians  participated  in 
a recent  panel  television  show  entitled,  “Doctors 
Speak  on  Cancer.”  They  were:  Drs.  J.  J.  Range, 
J.  M.  Sams,  John  F.  Lawson,  and  Walter  D. 
Hankins. 

Dr.  Richard  O.  Cannon,  Nashville,  was  a guest 
speaker  at  the  annual  meeting  of  the  Health  In- 
surance Council  in  Oak  Brook,  Illinois  on  April 
8th. 

The  Spring  City  Kiwanis  Club  recently  hon- 
ored Dr.  C.  L.  Grabeel  for  his  work  in  conducting 
Sabin  oral  vaccine  clinics  in  Rhea  County. 

Dr.  L.  Spires  Whitaker,  Chattanooga,  was  hon- 
ored for  outstanding  services  rendered  during  the 
year  for  the  Hamilton  County  Tuberculosis  As- 
sociation. 

Two  Memphis  physicians  have  been  reappointed 
to  national  committees  of  the  American  Medical 
Association.  Dr.  A.  Roy  Tyrer,  Jr.  was  re- 
appointed to  the  Council  on  Voluntary  Health 
Agencies,  and  Dr.  Marcus  J.  Stewart  was  re- 
appointed to  the  Committee  on  Rehabilitation. 

Dr.  Michael  M.  Stump,  Chattanooga,  was  a 
guest  speaker  at  the  recent  meeting  of  the 
Georgia-Tennessee  Societies  of  Medical  Tech- 
nology. 

Dr.  R.  H.  Kampmeier,  Nashville,  was  one  of  a 
panel  of  four  speakers  provided  by  the  USPHS 
Communicable  Disease  Center  and  joined  to 
health  officers  of  Arizona,  to  present  seminars  on 
Venereal  Disease  to  the  Arizona  Academy  of 
General  Practice  at  Phoenix  and  Tucson. 


Calendar  of  Meetings,  1965 


Sept.  27-28— 


Sept.  21-23— 
Nov.  1-4 — 
Nov.  4-6 — - 

Nov.  15-17 — 
Nov.  18-20— 
Dec.  7-9 — 


June  17-21 — 

June  20-24— 

June  28-July  1 — 

Aug.  30-Sept  2 — 
Sept.  9-11 — 


Oct.  7-9— 
Oct.  14-16 — 
Oct.  15-17 — 
Oct.  18-22— 
Oct.  23-28— 


State 

Tennessee  Valley  Medical  As- 
sembly, Tivoli  Theater,  Chatta- 
nooga 

Regional 

Kentucky  Medical  Association, 
Kentucky  Hotel,  Louisville 
Southern  Medical  Association, 
Houston,  Texas 

Southwestern  Medical  Associa- 
tion, 47th  Annual  Meeting, 
Sheraton  Motor  Inn,  El  Paso, 
Texas 

Medical  Society  of  District  of 
Columbia,  Washington-Hilton 
Hotel,  Washington,  D.C. 

Western  Surgical  Association, 
Sheraton  Fontenelle  Hotel, 
Omaha 

Southern  Surgical  Association, 
Homestead  Hotel,  Hot  Springs, 
Va. 

National 

American  College  of  Chest 
Physicians,  Waldorf-Astoria, 
New  York  City 

American  Medical  Association, 
Annual  Meeting,  Americana 
Hotel,  New  York 
American  Orthopaedic  Associa- 
tion, Homestead  Hotel,  Hot 
Springs,  Va. 

American  Hospital  Association. 
San  Francisco 

American  Association  of  Ob- 
stetricians and  Gynecologists 
(Members  and  invited  guests), 
Homestead  Hotel,  Hot  Springs, 
Va. 

American  College  of  Physi- 
cians, Third  Fall  Meeting,  Mi- 
ami Beach,  Fla. 

American  Academy  of  Neuro- 
logical Surgery,  Terrace  Hilton 
Hotel,  Cincinnati,  Ohio 
American  Heart  Association. 
Hotel  Americana.  Bal  Harbour. 
Fla. 

American  College  of  Surgeons. 
Annual  Clinical  Congress,  Den- 
nis Hotel.  Atlantic  City,  N.J. 
American  Academy  of  Pediat- 
rics, Palmer  House,  Chicago 
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Oct.  24-27— 


Oct.  27-29— 
Nov.  28-Dec.  1 — 


Dec.  4-9 — 


American  College  of  Gastroen- 
terology, Americana  Hotel,  Bal 
Harbour,  Fla. 

American  Cancer  Society,  Bilt- 
more  Hotel,  New  York 
American  Medical  Association, 
Clinical  Meeting,  Philadelphia 
American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 


Section  on  Ophthalmology,  SMA 


Dr.  Philip  M.  Lewis,  Memphis,  Tennessee, 
Chairman  of  the  Section  on  Ophthalmology  of 
the  Southern  Medical  Association,  announces 
that  this  year’s  guest  speaker  for  the  annual 
meeting  to  be  held  in  Houston,  Texas,  November 
1-4,  1965,  will  be  Dr.  Algernon  B.  Reese  of  New 
York  City. 


An  International  Seminar  in  Orthopedics 

The  American  Physicians  Fellowship  is  spon- 
soring an  orthopedic  seminar,  under  the  jurisdic- 
tion of  the  Israel  Medical  Association,  to  take 
place  in  Israel  from  August  4 to  August  15.  The 
seminar  will  be  under  the  direction  of  Dr.  Mel- 
vin J.  Climcher  of  Boston,  Mass.,  Associate  Pro- 
fessor of  Medicine  at  Harvard  Medical  School 
and  Director  of  Orthopedic  Research  Laborato- 
ries, Massachusetts,  General  Hospital,  Dr.  Leroy 
S.  Lavine  of  New  York  City,  Professor  and 
Chairman  of  the  Department  of  Orthopedic  Sur- 
gery at  the  State  University  of  New  York,  will 
assist  Dr.  Glimcher. 

Registration  fee  is  $50.  Please  direct  inquiries 
and  reservations  to  the  American  Physicians  Fel- 
lowship, 1622  Beacon  Street,  Brookline,  Mass. 
02146. 


Chest  Physicians  Plan  International 
Congress 

The  Ninth  International  Congress  on  Diseases 
of  the  Chest,  sponsored  by  the  Council  on  Inter- 
national Affairs  of  the  American  College  of 
Chest  Physicians,  will  be  held  in  Copenhagen, 
Denmark,  August  20-25,  1966. 

The  Congress  will  be  presented  by  the  College 
with  the  cooperation  of  the  medical  societies  of 
Denmark,  and  will  be  held  in  the  H.  C.  Orsted 
Institute  of  the  University  of  Copenhagen. 
Additional  information  may  be  obtained  by  writ- 
ing to  Mr.  Murray  Kornfeld,  Executive  Director, 
American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago,  Illinois  60611. 


1965  Medical  Economics  Award 

A 10-day  expenses-paid  Caribbean  vacation 
for  two  awaits  the  doctor  who  wins  the  top  1965 
Medical  Economics  Award  for  “the  best  original 
article  by  a physician.”  Two  runners-up  will 
receive  cash  Awards  of  $500  each. 

Originated  in  1956,  the  magazine’s  annual 
awards  competition  encourages  physicians  to 
share  professional  and  personal  experiences  with 
their  colleagues.  This  is  the  first  year  that  a top 
award  other  than  cash  has  been  offered  to  sup- 
plement regular  payment  for  accepted  manu- 
scripts. August  31  is  the  deadline  for  submissions. 
Manuscripts,  or  requests  for  more  information, 
should  be  mailed  to:  Awards  Editor,  Medical 
Economics,  Oradell,  N.J.,  07649. 
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PLACEMENT  SERVICE 


The  Placement  Service  of  the  Tennessee  Medical  Association  is  designed  to  assist  both  physi- 
cians and  communities.  Further  information  is  available  from  the  TMA  Public  Service  Office,  112 
Louise  Avenue,  Nashville,  Tennessee  37203 — phone  291-4584. 


Locations  Wanted 

SURGEON,  Thoracic,  43  years  of  age,  graduate 
of  the  University  of  Tennessee  College  of  Medi- 
cine, wants  associate,  clinical  or  institutional 
practice  in  East  Tennessee,  any  size  community. 
Has  Tennessee  license.  Six  years  residency.  Mar- 
ried. Presbyterian.  Now  in  Air  Force.  Available 
January  1,  1966. 

LW-537 

GENERAL  SURGEON  (will  do  GP),  age  40, 
graduate  of  the  University  of  Tennessee  College 
of  Medicine,  would  like  associate  practice  in  west 
or  middle  Tennessee  town  of  10,000  plus.  Tennes- 
see license.  Board  certified.  Married.  Baptist. 
Six  years  residency.  Available  with  four  weeks 
notice. 

LW-548 

OBSTETRICIAN-GYNECOLOGIST,  33,  gradu- 
ate of  the  University  of  Alabama  School  of  Medi- 
cine, wants  associate  practice  in  any  size  town  in 
East  or  Middle  Tennessee.  Married.  Protestant. 
Junior  Fellow,  American  College  Ob-Gyn. 
Available  July  1,  1965. 

LW-549 

GENERAL  SURGEON,  31,  graduate  of  the  Uni- 
versity of  Cincinnati,  wants  associate  or  clinical 
practice  in  any  locality  of  Tennessee,  10,000  plus 
population.  Married.  Protestant.  Now  in  mili- 
tary service.  Board  certified.  Available  July 
1965. 

LW-558 

GENERAL  PRACTITIONER,  28,  graduate  of 
the  University  of  Louisville,  wants  associate  prac- 
tice in  any  locality  of  Tennessee.  Will  consider 
solo  or  partnership  practice.  Married.  Baptist. 
Now  in  military  service.  Available  October  1965. 

LW-560 

OBSTETRICIAN-GYNECOLOGIST,  30,  gradu- 
ate University  of  Miami;  Board  eligible,  wants  as- 
sociate or  clinical  practice  in  town  in  Tennessee 
with  25,000  plus  population.  Married.  Jewish. 
Now  in  active  military  service.  Available  July 
1965. 

LW-562 

GENERAL  PRACTITIONER,  48,  graduate  of 
the  University  of  Mississippi,  retiring  from  active 
military  service  (24  years  service),  would  like 
any  type  practice  in  small  to  medium  community. 
Married.  Available  June  1965. 

LW-565 


Physician  Wanted 

PEDIATRICIAN,  with  two  years  internship 
and  one  year  residency,  needed  to  establish  prac- 
tice in  Middle  Tennessee  town  of  over  5,000. 
Office  space  available  near  hospital. 

PW-137 

GENERAL  PRACTITIONER,  or  internist, 
greatly  needed  in  small  town  located  in  northern 
part  of  state.  No  other  physician  in  county.  Sup- 
port of  elected  officials  and  community  leaders 
assured. 

PW-177 

GENERAL  PRACTITIONER  needed  in  Middle 
Tennessee  town  of  1,500.  Well  built  clinic  build- 
ing available.  Active  support  of  county  and  town 
officials  and  civic  leaders.  Near  large  recreation- 
al area.  No  other  physician  in  town. 

PW-195 

GENERAL  PRACTITIONER  needed  as  assist- 
ant in  Middle  Tennessee  eighteen  bed  hospital- 
clinic.  Experience  in  Ob-Gyn  and  or  surgery  de- 
sired. Will  furnish  office  space,  utilities  and 
equipment.  Physician  30-45  years  of  age  with 
high  morals  needed. 

PW-200 

RADIOLOGIST  needed  for  hospital  of  100  beds 
located  in  northwest  town  of  over  10,000.  One 
year  internship  and  three  years  residency  desired. 
Lake  recreational  facilities  nearby.  Good  housing 
and  schools. 

PW-209 

INTERNIST  needed  in  West  Tennessee  metrop- 
olis. Will  furnish  modern,  air-conditioned  office 
at  no  charge,  requiring  only  that  substitution  be 
made  on  days  off  and  on  vacation.  Good  prac- 
tice. After  one  year,  reasonable  arrangements  for 
continuing  practice  may  be  made  if  desired. 

PW-212 

GENERAL  PRACTITIONER  needed  as  replace- 
ment in  West  Tennessee  town  of  over  4,500. 
Agricultural  and  industrial  area.  Housing,  office 
space  and  equipment  available.  40  bed  hospital 
located  in  town. 

PW-213 


GENERAL  PRACTITIONER,  30,  graduate  of 
the  College  of  Physicians  & Surgeons,  desires  as- 
sistant or  associate  practice  in  any  locality  of 
Tennessee,  Married.  Catholic.  Residency  training 
in  internal  medicine.  Available  July  1,  1965. 

LW-574 

OBSTETRICIAN-GYNECOLOGIST,  33,  gradu- 
ate of  the  State  University  of  New  York  College 
of  Medicine,  wants  associate  or  group  practice  in 
area  with  25,000  population;  no  perference  as  to 
location.  Married.  Hebrew.  Board  qualified. 
Available  May  15,  1965. 

LW-575 

SURGEON,  general  and  vascular,  33,  graduate 
of  the  Louisiana  State  University  School  of  Medi- 
cine, wants  associate,  clinical,  institutional  or  in- 
dustrial practice  in  any  location  in  Tennessee 
with  10,000  plus  population.  Now  in  residency. 
Married.  Episcopalian.  Available  July  1,  1965. 

LW-576 


INTERNIST,  associate,  needed  in  Middle  Ten- 
nessee town  of  34,500.  Office  space  available.  175 
bed  hospital,  well  equipped,  located  in  town.  Near 
large  air  base.  Only  50  minutes  from  large  rec- 
reational water  facilities.  Current  physicians 
enjoy  congenial  association. 

PW-214 

GENERAL  PRACTITIONER  needed  as  asso- 
ciate with  group  in  Middle  Tennessee  town  of  4,- 
500.  Excellent  clinical  and  hospital  facilities. 
Starting  salary  $1,500  per  month. 

PW-216 


GENERAL  PRACTITIONER  needed  to  work 
with  two  physicians  in  well  established  rural 
practice,  with  35  bed  hospital.  Good  location  and 


salary. 
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Combined  Surgery  For  Iliofemoral 
Thrombophlebitis* 

ROBERT  P.  McBURNEY,  M.D,  OMER  RENNER,  JR,  M.D,  and 
CHARLES  COWDEN,  M.D.f,  Memphis,  Tenn. 


The  authors  believe  that  a clamp  placed 
on  the  vena  cava  before  thrombectomy 
offers  greater  safety  against  embolism 
and  pennits  blood  flow  subsequently. 

j 1 *■ 

Iliofemoral  thrombophlebitis  may  occur 
as  a post-surgical  complication,  may  arise  as 
a separate  specific  disease  or  may  accompa- 
ny other  diseases  such  as  cancer  or  sepsis. 
It  is  feared  because  of  thrombus  formation 
and  the  danger  of  pulmonary  embolism.  Oc- 
casionally thrombosis  will  extend  up  the 
vena  cava  and  produce  death  by  occlusion 
of  the  renal  vein  or  of  the  hepatic  veins. 
The  late  effect  of  massive  thrombophlebitis 
may  be  a leg  with  chronic  venous  insuffi- 
ciency and  its  attendant  swelling,  ulceration 
and  pain. 

Methods  for  prevention  and  treatment  of 
these  complications  have  been  many  and 
varied.  The  most  widely  used  treatment 
probably  is  anticoagulation  and  though  this 
is  a satisfactory  method  in  many  cases  it 
does  have  certain  deficiencies.  One  of 
these  is  the  uncertainty  of  preventing  pul- 
monary embolism.  Another  is  the  inability 
of  anticoagulants  to  lyse  or  remove  an  al- 
ready well  developed  clot.  In  many  cases 
one  has  absolute  contraindications  to  the 
use  of  anticoagulants,  and  when  used  they 
must  be  given  over  a prolonged  period  of 
time. 


*Read  at  the  meeting  of  the  Tennessee  Chapter, 
American  College  of  Surgeons,  April  13,  1965, 
Chattanooga,  Tenn. 

tFrom  the  Surgical  Department,  Baptist  Memo- 
rial Hospital,  Memphis,  Tenn. 


Another  method  of  treatment  which  has 
been  used  with  variable  frequency  has 
been  vein  ligation  either  at  the  level  of  the 
inferior  vena  cava  or  at  the  superficial 
femoral  level.  Although,  it  is  more  certain 
in  the  prevention  of  pulmonary  emboli,  it 
adds  little  to  the  prevention  of  chronic  ve- 
nous insufficiency  especially  in  the  case 
where  massive  thrombophlebitis  is  present. 

Two  other  methods  of  treatment  have  re- 
cently been  proposed.  One  is  new  and  the 
other  a revival  of  an  old  treatment. 

The  first  is  the  fenestration  of  the  vena 
cava  either  by  sutures,  as  proposed  by 
Spencer1  and  by  DeWeese,2  or  by  the  use  of 
a clip  or  clamp  to  reduce  the  lumen’s  cali- 
ber as  proposed  by  Miles,  Chappell  and  one 
of  us.3 

The  advantages  of  such  a procedure  are 
the  prevention  of  massive  pulmonary  em- 
boli, though  at  the  same  time  blood  flow  is 
neither  compromised  nor  is  further  venous 
obstruction  produced.  A sufficient  number 
of  such  procedures  has  been  done  by  Miles 
and  others4  to  warrant  more  widespread 
use  of  this  method. 

The  other  procedure  of  value  is  venous 
thrombectomy.  When  done  within  10  days 
of  onset  of  symptoms,  its  results  are  uni- 
formly good  insofar  as  relief  of  pain,  swell- 
ing and  prevention  of  late  sequalae  are  con- 
cerned. Its  disadvantage  is  insecurity  in  the 
prevention  of  pulmonary  emboli  during  op- 
eration and  afterwards. 

The  combination  of  the  application  of  the 
Miles  clip  followed  by  iliofemoral  throm- 
bectomy with  the  technical  aid  of  the  Fo- 
garty5 catheter  has  many  advantages,  and 
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we  have  used  this  with  good  results  in 
what  may  be  termed  a combined  operation. 

Case  Reports 

Case  1.  A 19  year  old  girl  had  been  hospital- 
ized on  Dec.  21,  1964  because  of  an  exacerbation 
of  chronic  ulcerative  colitis.  Rectal  hemorrhage 
had  been  a severe  problem  during  her  hospitali- 
zation but  was  under  control  after  the  first  month 
of  treatment. 

On  Jan.  24,  1965  she  developed  a fever  of  99.8 
F.  and  had  a blood-streaked  stool.  On  the  follow- 
ing day  she  felt  improved  and  was  being  consid- 
ered for  hospital  dismissal.  However,  on  that 
day  she  had  an  episode  of  chest  pain  associated 
with  hypotension  which  persisted  throughout  the 
next  day.  On  Jan.  28,  a brawny,  tender  swelling 
was  present  involving  the  whole  left  leg  and 
thigh  up  to  the  inguinal  ligament.  A diagnosis 
of  iliofemoral  thrombophlebitis  with  probable 
pulmonary  embolism  was  made. 

Because  of  the  risk  of  rectal  hemorrhage  if  an- 
ticoagulants were  used,  it  was  decided  to  occlude 
the  vena  cava  by  a Miles  clip  and  after  this  do  a 
veneous  thrombectomy. 

This  procedure  was  carried  out  under  general 
anesthesia  on  Jan.  28,  using  the  technic  described 
subsequently.  A long  thrombus  was  extracted 
from  the  iliac  and  femoral  veins  but  anticoagu- 
lants were  not  used. 

The  size  of  the  leg  decreased  overnight  and  no 
further  evidence  of  thrombosis  developed  in  spite 
of  the  absence  of  anticoagulants. 

She  was  dismissed  on  Feb.  10  with  the  wounds 
well  healed  and  only  very  slight  edema  still  pres- 
ent in  the  affected  leg.  She  has  continued  to  be 
without  significant  edema  3 month  postoperatively. 

Case  2.  A 62  year  old  man  was  admitted  to 
the  Baptist  Memorial  Hospital  on  Feb.  20,  1965, 
with  a history  of  swelling  and  blue  discoloration 
of  the  left  leg  of  one  day’s  duration.  He  had  been 
seen  as  an  outpatient  6 days  previously  because 
of  swelling  of  the  right  leg,  but  because  this  was 
slight  he  was  not  admitted  and  was  placed  on 
outpatient  anticoagulant  therapy.  On  the  admis- 
sion date  the  left  leg  had  become  tender  and 
swollen,  and  over  the  ensuing  24  hours  it  became 
extremely  tight  with  a blue  discoloration  from 
the  groin  to  the  ankle.  The  pulses  in  the  left 
foot  were  palpable  but  diminished. 

A lumbar  sympathetic  ganglion  block  was  done 
the  evening  of  admission  but  very  little  effect 
was  noted. 

It  was  decided  to  use  surgical  therapy  on  Feb. 
23  and  under  general  anethesia  a Miles  clip  was 
placed  on  the  vena  cava.  It  was  noted  that 
thrombus  had  extended  2 inches  into  the  vena 
cava  from  the  left  iliac  vein  and  therefore  the 
clip  was  placed  above  this. 

After  the  clip  was  in  place,  thrombectomy  of 
the  left  iliac  vein,  vena  cava,  and  femoral  vein 
was  done  through  a venotomy  in  the  common 
femoral  vein.  The  Forgarty  catheter  was  used 
for  this.  A tremendous  amount  of  clotted  materi- 


al was  removed  from  all  these  areas  and  a free 
flow  of  venous  blood  was  obtained  from  each  re- 
gion. It  was  noticed  that  by  palpating  the  vena 
cava  and  iliac  veins  through  the  extraperitoneal 
incision  in  the  flank  a definite  aid  to  thrombecto- 
my was  effected. 

The  patient  was  given  heparin  and  the  wounds 
were  closed.  Recovery  was  very  satisfactory  and 
the  edema  of  the  leg  was  reduced  overnight.  He 
was  continued  on  outpatient  anticoagulant  thera- 
py and  when  we  saw  him  6 weeks  later  the  legs 
were  practically  normal  in  size. 

Case  3.  This  74  year  old  man  was  admitted  to 
the  Baptist  Memorial  Hospital  on  March  24,  1965, 
because  of  gastrointestinal  bleeding.  After  at- 
tempts to  control  the  bleeding  by  medical  meas- 
ures failed,  a vagotomy  and  suture  ligation  of  two 
gastric  ulcers  was  done  on  March  26.  This  proce- 
dure controlled  his  bleeding  and  his  course  was 
satisfactory  until  March  31,  when  jaundice  ap- 
peared. On  April  2,  it  was  noted  that  the  left  leg 
and  thigh  were  markedly  swollen  and  there  was 
tenderness  along  the  femoral  triangle. 

At  operation  on  the  eve  of  April  2,  a clip  was 
placed  on  the  inferior  vena  cava,  following  which 
a thrombectomy  of  the  iliac  and  femoral  veins 
was  done  and  a large  amount  of  clot  obtained 
from  the  iliac,  superficial  and  deep  femoral 
veins. 

His  postoperative  course  was  most  satisfactory. 
The  swelling  in  his  leg  subsided  overnight  and 
the  jaundice  gradually  cleared.  He  was  placed 
on  heparin  postoperatively  and  discharged  on  an- 
ticoagulants approximately  2 weeks  after  throm- 
bectomy. 

Technic 

The  technic  of  the  combined  operation 
presents  no  difficulties.  The  patient  is 
placed  in  a supine  position  with  a sand  bag 
under  the  right  hip.  A muscle  splitting  ex- 
traperitoneal incision  is  used  in  the  right 
flank  to  expose  the  vena  cava.  A Miles  clip 
is  placed  on  the  vena  cava  using  the  meth- 
od previously  described.  This  wound  is  not 
closed  at  this  time.  (Fig.  1) 

Following  the  application  of  the  clip  a 
longitudinal  incision  is  made  in  the  femoral 
triangle  and  the  femoral  vein  is  isolated 
and  tapes  passed  about  all  major  branches. 
A venotomy  about  2 to  3 cm.  long  is  then 
made  at  the  level  of  the  deep  femoral  vein 
and  a size  7F  Fogarty  catheter  is  passed  up 
the  iliac  vein.  At  this  point  a hand  is  in- 
serted into  the  flank  incision;  the  catheter 
can  be  palpated  in  the  vena  cava  below  the 
clip.  (Fig.  1)  The  balloon  of  the  catheter 
is  then  inflated  and  the  catheter  with- 
drawn. This  will  result  in  the  extraction  of 
the  iliac  vein  thrombus.  In  cases  where 
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Fig.  1 — Combined  operation  for  iliofemoral 
thrombophlebitis. 

Center — Location  of  incisions  and  placement  of 
Miles  clamp. 

Left — Passage  of  Fogarty  catheter  up  to  the 
vena  cava  clamp  and  inflation  of  balloon  prior  to 
withdrawal. 

Right — Introduction  of  Fogarty  catheter  into 
the  common  femoral  vein. 

the  thrombosis  has  been  several  days  it 
may  be  necessary  to  repeat  the  insertion 
and  withdrawal  of  the  catheter  several 
times,  but  usually  once  or  twice  is  sufficient 
to  produce  a vigorous  back  flow  of  blood  in- 
dicative of  a patent  iliac  venous  channel. 

At  this  point  the  patient  is  given  heparin 
intravenously  in  a dose  of  0.75  mg.  per  kg. 
of  body  weight  unless  contraindicated. 

Following  removal  of  the  iliac  vein 
thrombus  the  distal  superficial  femoral 
thrombus  is  extracted  using  the  size  4F  or 
5F  Fogarty  catheter.  (Fig.  1)  It  may  be 
technically  difficult  to  pass  the  catheter 
down  all  the  way  to  the  ankle  though  we 
have  been  able  to  pass  it  beyond  the  knee 
in  every  case.  The  valves  of  the  veins  ap- 
parently engage  the  tip  of  the  catheter  and 
manipulation  is  often  required  to  pass  by 
these  obstructions.  Following  the  extrac- 
tion of  the  thrombus  from  the  superficial 
femoral  the  profunda  femoris  is  evacuated 
in  similar  fashion.  When  a good  back  flow 
is  present  from  all  directions  the  venotomy 
is  closed. 

Postoperatively  the  patient  wears  com- 
pression bandages,  sleeps  with  the  legs  ele- 
vated and  is  urged  to  exercise  the  legs 
vigorously.  Anticoagulants  are  continued 
for  at  least  a 10  day  to  2 week  period  unless 
contraindicated. 


Discussion 

Although  Haller* 1 2 3 * * 6  has  stated  he  has  had 
no  pulmonary  emboli  during  or  following 
thrombectomy  in  45  cases,  it  does  seem  to 
be  a procedure  with  some  hazard  when  one 
manipulates  the  free  clot  in  the  iliac  vein 
with  no  control  above  the  site  of  clot  for- 
mation. This,  at  least  theoretical,  hazard 
has  reduced  the  frequency  of  the  use  of 
thrombectomy  and  in  the  minds  of  many 
surgeons  has  raised  questions  as  to  its  safe- 
ty. The  prior  application  of  the  vena  cava 
clip  eliminates  the  danger  of  fatal  emboli, 
although  micro-emboli  could  still  pass 
through.  The  fact  that  the  clip  permits  con- 
tinued transit  of  blood  postoperatively 
offers  great  advantage  over  ligation  which 
has  been  advised  in  conjunction  with 
thrombectomy  by  Hafner  and  associates.7 
The  results  of  caval  ligation  alone  are  good 
when  one  thinks  only  in  terms  of  preven- 
tion of  emboli  but  are  undesirable  in  the 
patient  with  the  massive  leg  of  phlegmasia 
alba  or  cerulea  dolens  and  does  nothing  to 
mitigate  the  late  sequelae. 

Although  our  series  is  small  we  believe 
the  combination  of  the  two  procedures  with 
the  aid  of  the  Fogarty  catheter  during 
thrombectomy  is  logical,  and  will  give  a 
greater  degree  of  safety  and  a higher  per- 
centage of  good  results  than  will  any  other 
surgical  or  medical  treatment. 

We  do  not  advocate  this  procedure  in  ev- 
ery case  of  thrombophlebitis,  but  when  the 
process  involves  the  veins  above  the  knee 
we  feel  it  worthy  of  application. 

We  are  indebted  to  Dr.  Jack  Greenfield,  Mem- 
phis, Tennessee,  for  permission  to  include  Case 
3. 
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Studies  of  Patients  With  Renal  Hypertension 

Undergoing  Vascular  Surgery:  Vertes,  Victor; 

Gravel,  A.  James;  and  Goldlatt,  Harry.  New 

England  J.  of  Med.  272:186,  1965 

Noting  that  it  is  well  established  that  renal 
ischemia  due  to  renal  artery  stenosis  is  a cause 
of  hypertention,  these  authors  set  out  to  test  or 
challenge  some  of  the  current  concepts  related  to 
the  diagnosis  and  treatment  of  renovascular  hy- 
pertension. First  they  doubted  the  concept  that 
arteriographic  demonstration  of  a renal  artery 
stenosis  in  a patient  with  hypertension  was 
sufficient  indication  for  reconstructive  surgery 
and  would  result  in  cure  of  the  hypertension. 
Secondly  they  questioned  whether  correction  of 
such  a stenosis  would  result  in  improved  renal 
function  even  if  the  hypertension  was  not  re- 
lived. They  found  these  concepts  doubtful  be- 
cause severe  intrarenal  vascular  sclerosis 
(nephrosclerosis)  in  the  ipsilateral  or  contralat- 
eral kidney  may  also  result  in  renal  ischemia, 
hypertension  and  impaired  renal  function.  Fur- 
thermore stenosal  lesions  of  a main  renal  artery 
are  often  demonstrated  by  aortography  in  nor- 
motensive  patients. 

These  authors  performed  bilateral  percutane- 
ous renal  biopsy  and  renal  arteriography  in  a 
large  group  of  hypertensive  patients.  From  these 
they  selected  a group  of  10  patients  with  renal 
artery  stenosis,  and  biopsy-proven  advanced  bi- 
lateral nephrosclerosis.  They  enlisted  a surgeon, 
experienced  in  renal  artery  reconstruction,  to 
perform  the  operations.  Corrective  surgery  was 
successfully  performed  in  7 of  the  10  patients. 
Renal  split-function  study  was  performed  pre- 
operatively  and  5 to  10  months  postoperatively. 
Two  of  the  patients  were  normotensive  at  one 
month  postoperatively  while  the  other  5 re- 
mained hypertensive.  After  5 months  all  were 
hypertensive.  Patency  of  the  reconstructed  renal 
arteries  was  demonstrated  aortographically.  Re- 
nal function  in  terms  of  glomerular  filtration 
rate  and  renal  plasma  flow  did  not  improve  in 
any  of  the  patients.  They  conclude  that  the  arterio- 
graphic demonstration  of  a renal  artery  stenosis 
in  a patient  with  hypertension  is  insufficient  indi- 
cation for  reconstructive  surgery  and  make  a 
strong  plea  for  histologic  study  of  both  kidneys 
in  the  evaluation  of  patients  for  renal  vascular 
surgery. 

Comment  by  the  reviewer.  This  is  a sig- 
nificant study.  It  was  deliberately  arranged  to 
demonstrate  a point,  namely  that  arteriographic 
demonstration  of  a renal  artery  stenosis  does  not 


necessarily  establish  a causal  relation  in  the 
etiology  of  a patient’s  hypertension.  Their  point 
is  valid.  However,  the  value  of  renal  biopsy  in 
assessing  reversibility  of  hypertension  is  open  to 
some  question.  Quite  obviously  the  authors 
were  able  to  select  a group  of  patients  with  ir- 
reversible hypertension.  Others,  including  our- 
selves, have  not  been  able  to  predict  so  accurate- 
ly on  the  basis  of  an  operative  wedge  renal  biop- 
sy whether  the  hypertension  is  curable  or  not. 
We  have  seen  severely  hypertensive  patients 
with  biopsy  evidence  of  “severe  nephrosclerosis” 
and  who  are  normotensive  for  2 years  following 
renal  artery  reconstructive  surgery.  Further- 
more, percutaneous  bilateral  renal  biopsy  is  not 
to  be  considered  lightly;  this  procedure  is  at- 
tended by  a significant  morbidity  in  terms  of 
bleeding,  renal  arterovenous  fistula  and  results  in 
the  necessity  for  an  emergency  nephrectomy  in  an 
occasional  case.  The  specimen  of  tissue  obtained 
by  needle  biopsy  is  too  small  for  prognostic  in- 
terpretation at  our  present  stage  of  development 
in  this  field. 

Many  would  agree  that  arteriographic  demon- 
stration of  a renal  artery  stenosis  alone  is 
insufficient  indication  for  reconstructive  surgery. 
However,  there  are  other  tests  which  are  more 
easily  applied  and  interpreted  than  percutaneous 
renal  biopsy.  Specifically  split  renal  function 
study,  the  Stamey  urea-PAH  clearance  test,  pro- 
vides an  accurate  index  of  the  significance  of  a 
renal  artery  stenosis.  Only  one  patient  in  this 
series  had  a positive  Stamey  test,  and  this  pa- 
tient was  normotensive  at  one  month  postopera- 
tively. However,  the  postoperative  Stamey  test 
indicated  significant  deterioration  of  function  in 
the  contralateral  kidney  and  the  postoperative 
aortogram  appears  to  show  stenosis  of  the  con- 
tralateral renal  artery. 

Concepts  concerning  renal  artery  stenosis  and 
hypertension  are  still  evolving,  the  final  chapter 
will  not  be  written  for  sometime.  Nonetheless, 
at  present  renal  arteriography  and  split  renal 
function  study  are  the  most  accurate  method  of 
selecting  patients  for  renal  artery  reconstruction. 
When  these  tests  are  both  positive,  80  to  90%  of 
the  patients  have  a curable  form  of  hyperten- 
sion. Tests  developing  and  being  developed, 
namely  renin  and  angiotensin  studies,  may  fur- 
ther improve  this  accuracy.  Histologic  evalua- 
tion and  prognostication  will  also  improve  with 
experience.  (Abstracted  and  reviewed  for  the 
Middle  Tennessee  Heart  Association,  John  H.  Fos- 
ter, M.D.,  Nashville) 
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The  author  speculates  about  the  etiology  of  genu  valgum  as  commonly  encountered  in  Nigeria. 

Genu  Valgum  In  Nigeria* 

PAUL  SPRAY,  M.D,  Oak  Ridge,  Tenn. 


The  Nigerian  Orthopedic  Project  of  Or- 
thopedics Overseas,  a division  of  Medico- 
Care,  began  in  March  of  1962.  An  American 
orthopedic  surgeon  has  been  in  Enugu  al- 
most continuously  since,  each  man  serving 
for  a period  of  one  to  two  months.  These 
men  have  represented  various  parts  of  our 
country,  though  more  have  come  from  Ten- 
nessee than  from  any  other  one  state.  Thus 
it  seems  appropriate  to  present  a paper  re- 
lated to  this  project  to  the  Tennessee  State 
Orthopedic  Association.  While  the  roster 
is  fairly  well  filled  for  the  next  18  months, 
there  will  still  be  an  opportunity  for  Ten- 
nessee orthopedic  surgeons  to  sign  up,  and  I 
hope  more  will  do  so.  Those,  besides  my- 
self, who  have  participated  are  Doctors  Mer- 
ritt Shobe,  Robert  Strang,  and  Joseph  Ma- 
loy  of  Kingsport,  and  Dr.  John  Barrow  of 
Nashville.  Dr.  William  Hillman  of  Nashville 
is  signed  up  to  go  in  November  of  this 
year. 

A rather  rough  collection  of  statistics  has 
been  made  since  the  project  started,  with  24 
surgeons  having  submitted  their  records. 
One  of  the  interesting  findings  from  this 
collection  is  the  large  number  of  knock- 
knees  reported — 48  cases;  10  cases  of  bow- 
legs were  reported.  From  my  personal  ex- 
perience in  1962  and  again  earlier  this  year, 
this  number  seems  too  small  both  for 
knock-knee  and  bow-legs  since  they  were 
met  commonly.  However,  in  looking  at  the 
remainder  of  the  diagnoses,  the  proportion 
seems  about  right.  There  were  72  instances 
of  club-foot,  174  cases  of  osteomyelitis,  90  of 
bone  and  joint  tuberculosis,  and  95  cases  of 
poliomyelitis. 

When  the  project  began  we  were  given 
the  accident  ward  as  our  ward,  and  the 
bulk  of  the  work  has  been  with  trauma  up 
to  the  present.  We  have  treated  506  frac- 
tures and  dislocations,  according  to  the  re- 

*Read at  the  meeting  of  the  Tennessee  State 
Orthopaedic  Society,  April  12,  1965,  Chattanooga, 
Tenn. 


cords.  Actually  this  number  is  doubtless  too 
small,  since  many  of  the  accidental  injuries 
are  seen  as  an  out-patient  at  the  operating 
theater,  or  admitted  directly  to  the  ward 
without  being  recorded  in  our  lists. 

At  the  University  College  Hospital  at 
Ibadan,  we  were  told  that  knock-knee  de- 
formities are  so  common,  that,  on  occasion, 
it  is  necessary  to  screen  out  such  patients 
from  being  seen  in  the  orthopedic  clinic. 
(Fig.  1.) 


Fig.  1.  Infantile  type  of  knock-knee  radiograph 
of  patient. 


When  I first  went  to  Nigeria  I thought 
my  education  had  been  quite  incomplete, 
because  I did  not  know  much  about  knock- 
knees.  I had  done  a study  on  bow-legs 
during  my  training,  but  severe  knock-knees 
had  not  been  seen  very  frequently.  In  read- 
ing the  literature  I have  been  able  to  find 
on  returning  home,  it  appears  there  is  little 
information  available.  The  treatment  in 
severe  cases — osteotomy  is  described,  but 
the  cause  in  most  cases  does  not  seem  to 
have  been  determined. 

Of  course,  rickets  is  given  as  a cause, 
though  in  many  instances  in  which  the  au- 
thors have  ascribed  the  cause  to  rickets, 
they  admit  the  bone  changes  are  atypical. 
Others  have  suggested  that  a cause  may  be 
an  osteochondritis  similar  to  Blount’s  dis- 
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ease  (tibia  vara),  which  is  an  accepted 
cause  of  bow-legs.  In  Blount’s1  original 
paper  he  mentions  a corresponding  lesion  in 
the  lower  femur  which  usually  causes 
knock-knee.  Some  authors  frankly  admit 
they  do  not  know  the  cause  of  most  of  the 
knock-knees  they  are  reporting. 

This  paper  is  not  intended  to  be  a scien- 
tific inquiry  into  the  cause  of  knock-knee  in 
Nigeria,  but  instead  to  present  the  fact  that 
it  is  a common  problem,  and  I hope  that  the 
paper  will  stimulate  some  interest  in  inves- 
tigating the  condition. 

As  in  tibia  vara,  there  seems  to  be  an  in- 
fantile and  an  adolescent  type  of  knock- 
knee.  The  infantile  type  begins  at  about  the 
age  of  two  to  three  years,  while  the  adoles- 
cent type  does  not  appear  until  at  about  the 
age  of  puberty.  In  the  adolescent  type 
there  may  be  either  a unilateral  or  a bilat- 
eral deformity,  but  there  is  less  likely  to 
be  an  opposite  deformity  of  bow-leg  in  the 
other  knee.  Also,  in  the  infantile  type, 
there  may  be  an  anterior  or  posterior  bow- 
ing of  the  tibia  or  femur,  along  with  the 
genu  valgum.  “Windswept  knees”  is  the 
term  that  has  been  used  to  describe  the  de- 
formity when  there  is  bowing  in  one  knee 
and  knock-knee  on  the  other  side. 

Cause 

Though  this  is  not  a scientific  investiga- 
tion, I have  some  conjectures  about  cause. 
From  reading  older  textbooks,  I have  the 
impression  that  genu  valgum  used  to  be  a 
more  common  problem  in  this  country  than 
it  is  today.  Whitman2  records  that  between 
1899  and  1904  at  the  Hospital  for  Ruptured 
and  Crippled,  there  were  5741  cases  of  bow- 
leg and  3019  of  knock-knee.  Ninety-four  of 
the  patients  with  knock-knee  were  over  14; 
there  were  78  cases  of  bow-leg  in  this  age 
group.  He  also  stated  that  of  2000  men  he  ob- 
served on  the  streets  of  Boston,  there  were 
400  cases  of  bow-leg  and  32  cases  of  knock- 
knee.  Since  one  great  change  that  has  oc- 
curred in  the  last  65  years  in  our  country  is 
the  prevalent  use  of  vitamin-enriched  foods 
and  a greater  availability  of  natural  vita- 
min-rich food,  I wonder  if  the  relative  infre- 
quency of  this  lesion  today  may  not  reflect 
that  American  people  are  better  nourished 
than  before.  Relative  malnutrition  may  ac- 


count for  the  prevalence  of  genu  valgum  in 
Nigeria.  On  the  other  hand,  I did  not  get 
the  impression  that  knock-knee  was  such  a 
commom  problem  in  Jordan  or  Algeria, 
where  I have  also  participated  in  Medico 
projects,  and  where  there  also  is  apparently 
considerable  malnutrition.  Kwashiorkor,  a 
disease  of  protein  starvation,  is  especially 
prevalent  in  Nigeria,  but  I do  not  believe  it 
is  usually  associated  with  leg  deformities.  I 
have  wondered  if  there  may  be  something 
in  the  Nigerian  diet  similar  to  the  amino-ni- 
triles of  sweet-peas,  which  have  been  dem- 
onstrated to  cause  epiphyseal  damage  in 
animals. 

Trauma  has  been  suggested  as  a cause  of 
the  adolescent  form  of  knock-knee,  especial- 
ly. While  it  is  true  that  Nigerian  adoles- 
cents walk  more  than  those  of  this  age 
group  in  the  United  States  and  frequently 
carry  heavy  loads  on  their  heads,  it  seems 
this  would  be  no  more  traumatic  than  ath- 
letics which  has  not  been  observed  to  cause 
knock-knee  in  this  country.  Whitman  stat- 
ed that  “knock-knee  of  adolescence  is  so 
common  among  the  bakers  of  Vienna  that 
‘baker’s  knee’  is  synonymous  with  genu  val- 
gum.” He  attributed  this  to  over-work. 

Another  frequent  condition  in  Nigeria  is 
Legg-Perthe’s  disease.  In  some  of  the  cases 
there  is  severe  deformity  and  subluxation 
of  the  femoral  head.  The  orthopedic  sur- 
geons at  Ibadan,  Drs.  Derek  Richard  and 
Miller  Jaja,  tell  me  this  is  frequently  asso- 
ciated with  one  of  the  genotypes  of  sickle- 
cell disease.  Since  the  changes  in  knock- 
knee  are  either  epiphyseal  or  juxta-epiphy- 
seal,  the  question  is  raised  whether  knock- 
knee  may  also  be  related  to  sickling.  This 
seems  doubtful,  because  I believe  sickle-cell 
disease  is  probably  about  as  common  among 
American  Negroes  as  among  those  in  Ni- 
geria, yet  from  my  limited  observations,  it 
seems  that  genu  valgum  is  much  less  com- 
mon in  American  Negroes.  In  Cuba,  Tru- 
jillo3 reported  that  deformities  of  the  legs 
are  more  common  among  white  people  than 
among  Negroes.  This  again  would  argue 
against  sickle-cell  disease  as  a cause. 

There  are  some  features  of  genu  valgum 
as  seen  in  Nigeria  that  are  very  similar  to 
the  changes  in  tibia  vara,  although  there  is 
an  opposite  deformity.  In  the  infant  type 
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there  may  be  a similar  broadening  of  the 
diaphysis,  though  without  the  characteristic 
beak  of  tibia  vara.  In  the  adolescent  type 
the  epiphyseal  changes  seem  very  similar, 
and  probably  are  the  changes  described  by 
Blount1  as  femur  valgum.  So  if  tibia  vara 
results  from  osteochondritis,  perhaps  some 
cases  of  genu  valgum  do  also.  Blount 
thought  that  trauma  or  infection  might  be 
causative  factors  especially  in  the  adoles- 
cent form  of  this  condition. 

Treatment 

In  Nigeria,  at  least,  I believe  the  treat- 
ment indicated,  if  any,  is  osteotomy.  This 
may  be  either  femoral  or  tibial,  or  both. 
Probably  an  incomplete  osteotomy  with 
either  a primary  or  delayed  osteoclasis  pro- 
vides quicker  healing  and  better  fixation 
than  a complete  osteotomy.  In  tibial  oste- 
otomy plaster  fixation  should  be  sufficient. 
In  femoral  osteotomy,  internal  fixation  or 
skeletal  fixation  with  Steinman  pins  may  be 
necessary,  especially  in  the  adolescent 
type. 


Summary 

According  to  our  records  from  the  Nige- 
ria Orthopedic  Project,  genu  valgum  is  a 
common  deformity  in  Nigeria.  While  the 
cause  is  not  definitely  known,  it  may  be  nu- 
tritional in  some  cases,  and  due  to  an  osteo- 
chondritis of  unknown  cause  in  other  cases. 
Osteotomy  can  be  of  considerable  help  in 
correcting  the  deformity. 

I hope  this  preliminary  presentation  will 
stimulate  someone  to  investigate  the  ques- 
tion of  genu  valgum  in  Nigeria  more  thor- 
oughly, and  come  up  with  some  definite 
answers  as  to  its  cause  and  natural  history. 
I also  hope  that  this  paper  may  interest 
more  of  Tennessee’s  orthopedic  surgeons  to 
participate  in  the  Nigeria  Orthopedic 
Project. 
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Proceedings  of  an  International  Symposium  on 

Lipid  Transport.  Edited  by  H.  C.  Meng.  Spring- 

field,  111.  Chas.  C.  Thomas. 

(Held  at  Vanderbilt  University  School  of  Med- 
icine, Nashville,  October  1963.) 

Because  of  a high  degree  of  integration  of 
chemical,  biologic,  and  morphologic  disciplines, 
the  proceedings  represent  a complete  and  full 
approach  to  the  lipid  transport  problem,  for 
which  the  reader  and  the  registrants  are  indebt- 
ed to  the  organizing  committee. 

The  topics  are  organized  as  follows:  (1)  the 
intestinal  absorption  of  fat,  (2)  lipid  transport 
structures  in  the  vascular  compartment  (includ- 
ing both  lipoprotein  and  phospholipid  metabol- 
ism), (3)  transport  across  membranes,  and  (4) 
the  uptake  and  release  of  lipids  in  adipose  tissue 
and  liver. 

Intestinal  absorption  of  triglycerides,  choles- 
terol, and  vitamin  A was  discussed  in  the  opening 
session.  After  A.  C.  Frazer  (England)  had  re- 
viewed the  present  position,  B.  Borgstrom 
(Sweden)  presented  experimental  evidence  dem- 
onstrating three  different  levels  of  specificity 
in  the  mechanism  for  digestion  and  absorption  of 
triglycerides. 

The  absorption  of  cholesterol  and  vitamin  A in 
rats  was  discussed  by  J.  Ganguly  (India);  his  data 
suggest  that  the  sterol  is  absorbed  by  displacement 
of  the  cholesterol  in  the  cell  membrane  and  endo- 
plasmic reticulum. 

The  last  paper  in  this  series  by  S.  Paley  (USA), 


was  on  the  morphologic  aspects  of  fat  absorption. 

The  transport  form  of  lipids  was  discussed  in 
two  papers  of  the  second  session  of  the  sym- 
posium. J.  L.  Oncley  (USA)  described  the  known 
plasma  lipoprotein  components  and  suggested 
possible  relationships  among  them.  Under  the 
topic  of  Phospholipid  metabolism.  D.  J.  Hanahan 
(USA)  described  a series  of  fatty  acid  uptake 
studies  that  indicate  the  degree  of  specificity  and 
heterogenity  for  various  species  of  lipids. 

The  concluding  paper  of  the  first-day  session 
was  given  by  J.  F.  Danielli  (USA)  on  the  subject 
of  lipid  transport  across  cell  membranes. 

Papers  covering  lipid  transport  in  adipose  tis- 
sue were  concerned  with  the  uptake  and  release 
of  lipid  (G.  F.  Cahill,  USA),  the  enzymes  in- 
volved (B.  Shapiro,  Israel),  and  morphologic 
changes  (H.  Sheldon,  Canada.)  Final  papers  of 
the  symposium  discussed  the  uptake,  release,  and 
regulation  of  lipids  in  the  liver,  and  the  mor- 
phological structures  involved  in  lipid  transport 
into  and  out  of  the  liver.  These  subjects  were 
discussed  by  D.  S.  Robertson  (England),  H.  A. 
Eder  (USA),  and  D.  W.  Fawcett  (USA).  The 
conference  was  summarized  by  D.  B.  Zilversmit 
(USA.) 

This  symposium  was  successful  in  reflecting 
the  current  concensus  of  investigations  concerned 
with  lipid  transport.  The  book  is  indispensable 
to  any  lipid  research  library  and  should  be  of 
value  to  all  scientists  interested  in  recent  develop- 
ments in  biologic  studies  of  lipids. 
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CASE  REPORT 

Tularemic  Pneumonia  with  Klebsiella 
Superinfection 

Edgar  Givham,  M.D.,*  Nashville,  Tenn. 

Antimicrobial  agents  have  greatly  sim- 
plified the  management  of  pneumococcal 
pneumonia,  but  acute  bacterial  pneumonias 
produced  by  the  rarer  pathogens  continue 
to  cause  therapeutic  difficulties.  The  case 
presented  illustrates  some  of  the  problems 
in  diagnosis  and  therapy  of  nonpneumococ- 
cal  bacterial  pneumonia.  It  also  empha- 
sizes the  danger  of  bacterial  superinfection 
in  patients  receiving  antimicrobial  therapy. 

Case  Report 

A 65  year  old  negro  man  was  hospitalized  in 
August,  1961  with  a 7 day  history  of  fever,  chills, 
and  a cough,  productive  of  large  amounts  of 
thick,  yellow,  blood  tinged  sputum.  Penicillin, 
started  5 days  before  admission,  had  failed  to 
produce  improvement.  The  past  medical  history 
was  noncontributory.  The  patient  lived  on  a 
farm  and  bites  by  ticks  and  insects  could  not  be 
excluded.  There  was  no  history  of  exposure  to 
wild  animals. 

Physical  examination  showed  an  acutely  ill, 
dyspneic  man  with  a B.P.  of  135-70  mm.  of  Hg. 
P.  rate  was  104,  R.  28,  and  T.  103. 4°F.  Subcrepi- 
tant rales  were  audible  over  the  upper  lobe  of  the 
left  lung;  there  were  no  signs  of  consolidation. 
The  remainder  of  the  examination  was  unremark- 
able. 

Admission  laboratory  data:  WBC  count  was  10,- 
000  per  cu.  mm.  with  93%  P.M.N.;  the  PCV.  was 
40%.  Large  numbers  of  gram-positive  cocci 
(morphology  non-specific)  and  occasional  gram- 
negative bacilli  were  demonstrated  on  a Gram 
stain  of  the  sputum.  The  sputum  and  blood  were 
cultured  and  blood  was  drawn  for  agglutination 
studies  on  the  day  of  admission.  The  admission 
chest  x-ray  revealed  a left  upper  lobe  infiltrate. 

Initial  treatment  was  600,000  units  of  procaine 
penicillin  intramuscularly  every  12  hours.  The  pa- 
tient did  not  improve  and  on  the  2nd  hospital  day 
the  sputum  culture  was  reported  to  contain  a 
heavy  growth  of  Neisseria  species  and  a few  colo- 
nies of  Klebsiella  pneumoniae.  The  latter  organ- 
ism was  resistant  to  all  antibiotics  tested  except 
colistin.  On  the  4th  hospital  day  serum  agglutin- 
ins against  Pastuerella  tularensis  were  reported 
present  in  a titer  of  1:4000.  Streptomycin,  in  a 
dosage  of  1 Gm.  every  12  hours,  was  begun  and 
within  24  hours  the  patient  became  afebrile  and 
experienced  symptomatic  improvement.  He  re- 
mained afebrile  and  continued  to  improve  until 
the  9th  hospital  day  when  his  T.  abruptly  rose  to 


*From  the  Department  of  Medicine,  Vanderbilt 
University  Hospital,  Nashville,  Tenn. 


102.8  F.  He  began  to  produce  bloody  tenacious 
sputum,  teeming  with  gram-negative  rods.  Cul- 
ture of  this  sputum  yielded  a pure  growth  of  K. 
pneumoniae,  sensitive  only  to  colistin.  A chest 
film  at  this  time  showed  an  abscess  in  the  right 
lung  in  addition  to  the  resolving  left  upper  lobe 
pneumonitis  (Fig.  1).  Chloramphenicol,  in  a dose 


Fig.  1.  Chest  film  taken  on  9th  hospital  day,  show- 
ing an  abscess  cavity  in  right  mid-lung  field  and 
resolving  tularemic  pneumonia  in  left  upper  lobe. 


Fig.  2.  Film  shortly  before  death  shows  rapid 
enlargement  of  the  abscess  of  the  right  lung. 


of  1 Gm.  every  6 hours,  was  begun,  and  on  the 
10th  day  colistin  was  added  to  the  regimen.  No 
clinical  improvement  occurred.  The  abscess  rap- 
idly enlarged  as  shown  in  the  chest  film  taken 
on  the  11th  hospital  day  (Fig.  2).  On  the  12th 
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rectal 

temperature 


Fig.  3.  Temperature  curve  and  antibiotic  therapy. 

hospital  day  the  patient  gradually  became  hypo- 
tensive and  died.  The  hospital  course  is  summar- 
ized in  figure  3. 

Discussion 

It  is  probable  that  about  90G  of  acute 
bacterial  pneumonias  are  caused  by  the 
Pneumococcus  and  may  be  expected  to  re- 
spond to  penicillin  or  an  appropriate  substi- 
tute.1 However,  the  rare  combination  of 
infections  in  this  report  emphasizes  the  con- 
tinuing importance  of  bacteriologic  diag- 
nosis. This  man  was  admitted  with  acute 
pneumonia  which  had  proven  refractory  to 
penicillin.  A diagnosis  of  tularemic  pneu- 
monia, which  led  to  the  choice  of  an  effec- 
tive chemotherapeutic  agent,  was  made  by 
serologic  methods.  Klebsiella  pneumonia. 
leading  to  death,  developed  as  a superinfec- 
tion during  convalescence.  Since  the  var- 
ious nonpneumococcal  pathogens  differ  in 
their  susceptibility  to  antibiotics,  isolation 
of  the  causative  organism  is  necessary  to 
make  rational  decisions  regarding  antimi- 
crobial therapy.  Antibiotic  sensitivity  may 
be  predictable,  as  in  tularemia,  or  deter- 
mination of  sensitivity  may  be  required,  as 
in  Klebsiella  infections.2 

Any  of  the  following  circumstances 
should  suggest  the  possibility  that  one  is 
dealing  with  an  uncommon  bacterial  pneu- 
monia: (1)  sputum  stains  or  cultures  indi- 
cating predominance  of  a nonpneumococcal 
pathogen;  (2)  the  presence  of  an  abscess 
(frequently  found  in  staphylococcal  and 


Klebsiella  pneumonia)  ;3-4  (3)  occurrence  of 
empyema  as  an  early  complication  (charac- 
teristic of  streptococcal  pneumonia)5  (4) 
appearance  of  pneumonia  in  patients  al- 
ready receiving  antibiotics;6  (5)  failure  to 
respond  to  chemotherapy  directed  against 
the  pneumococcus.  Pretreatment  stains 
(Gram  and  acid-fast)  and  cultures  of  a 
good  sputum  specimen,  and  culture  of  the 
blood  are  crucial  in  the  above  situations. 
Smears  and  cultures  must  be  promptly  re- 
peated if  complications  occur. 

In  addition  to  cultures,  serologic  testing 
for  a high  or  rising  titer  against  Pastuerella 
tularensis  may  be  informative,  as  illustrat- 
ed by  this  report.  Early  diagnosis  of  the 
pneumonic  form  of  tularemia  may  be  impos- 
sible in  the  absence  of  certain  information, 
such  as,  a history  of  exposure  to  a likely 
vector  or  the  presence  of  suggestive  muco- 
cutaneous lesions  and  lymphoadenopathy. 
P.  tularensis  will  not  grow  on  media  rou- 
tinely used  for  sputum  culture,  and  few  lab- 
oratories attempt  to  recover  the  organism 
because  of  hazard  to  laboratory  personnel. 
The  serum  agglutination  test  is  the  main- 
stay of  diagnosis  but  almost  never  becomes 
positive  in  the  first  week  of  the  illness  and 
rarely  is  delayed  until  the  third  or  fourth 
week.7  Serum  agglutination  testing  may 
be  similarly  helpful  in  the  rare  case  of 
pneumonia  due  to  Salmonella  organisms. v 

The  problem  of  interpretation  of  sputum 
cultures  which  grow  Klebsiella  species  is 
raised  by  this  case.  Studies,  by  Weiss  et 
al,9  indicate  that  the  organism  may  appear 
in  sputum  as  a commensal  in  the  following 
situations  (listed  in  order  of  decreasing  fre- 
quency) : (1)  in  people  who  have  been  re- 
ceiving antibiotics,  particularly  those  of  the 
broad-spectrum  variety;  (2)  in  patients 
with  tuberculosis,  bronchiectasis  and  other 
forms  of  chronic  pulmonary  disease;  and 
(3)  in  normal  individuals.  In  each  of  these 
instances  the  Klebsiella  is  usually  a benign 
inhabitant  of  the  respiratory  tract  but  may 
become  a devastating  pathogen.  In  the  case 
above,  the  K.  pneumoniae  present  in  the 
first  sputum  culture  were  probably  com- 
mensals, perhaps  appearing  during  the  pre- 
vious weeks  of  penicillin  therapy.  Later, 
conditions  became  opportune  for  the  same 
organism  to  cause  a fulminant  pneumonia. 
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In  hospitalized  patients  receiving  anti- 
biotics the  incidence  of  clinically  evident 
bacterial  superinfection  was  2%  in  one  se- 
ries of  3,095  patients  (Weinstein  et  al)6  and 
5%  in  another  series  of  178  patients  (Louria 
and  Kaminski).10  The  complication  was 
found  to  occur  with  greatest  frequency  in 
patients  treated  for  pneumonia.  Four  of  9 
superinfected  patients  in  the  series  of 
Louria  and  Kaminski  died  as  a result  of 
their  superinfections.  The  most  common 
secondary  pathogens  are  coagulase  positive 
Staphylococcus  aureus,  Coliforms,  and  K. 
pneumoniae.  The  risk  of  superinfection 
may  relate  to  the  antibiotic  regimen  that  is 
employed.  With  penicillin  alone  in  conven- 
tional doses  the  risk  is  probably  small.  The 
risk  is  only  slightly  greater  with  broad 
spectrum  agents  when  they  are  used  alone. 
However,  in  both  of  the  studies  cited  a 
sharp  increase  in  the  incidence  of  superin- 
fections was  observed  when  combinations 
of  penicillin  and  streptomycin  or  penicillin 
and  a broad  spectrum  antibiotic  were  em- 
ployed. 

The  exact  mechanism  by  which  superin- 
fections develop  during  antimicrobial  thera- 
py is  unknown.  However,  biology  is  re- 
plete with  examples  of  heightened  suscepti- 


bility to  infectious  diseases  following  dis- 
turbances of  normal  ecologic  relationships. 
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Vanderbilt  University  Hospital* 

Seizures  Following  Strokes 

DR.  DAVID  ROGERS:  Today’s  patient 
will  be  presented  by  Dr.  New. 

DR.  PETER  NEW:  The  patient  is  a 59  year  old 
negro  man  who  has  been  seen  several  times  dur- 
ing the  past  2 years  because  of  recurrent  convul- 
sive episodes.  He  was  first  admitted  to  this  hos- 
pital in  1952  because  of  nonspecific  gastrointesti- 
nal distress.  At  that  time,  his  blood  pressure  was 
found  to  be  150-100,  and  early  hypertensive  reti- 
nal changes  were  noted.  No  cardiomegaly  or  re- 
nal dysfunction  was  detected,  and  no  other  sig- 
nificant evidence  of  disease  was  found.  The  pa- 
tient was  discharged  and  did  well.  He  continued 
to  work.  In  1962,  diabetes  mellitus  was  discov- 
ered, and  he  was  treated  with  oral  medications. 

He  was  admitted  for  the  second  time  in  July, 
1963,  2 days  following  the  abrupt  onset  of  right 
hemiplegia  and  aphasia.  Initial  examination 
showed  the  B.P.  to  be  140-90.  He  had  a right 
homonymous  hemianopsia;  examination  of  the 
ocular  fundi  revealed  normal  disk  margins  with 
tortuous  and  narrowed  retinal  arteries.  No  hem- 
orrhages or  exudates  were  seen.  He  was  apha- 
sic.  There  was  diminished  reaction  to  stimulation 
of  the  cornea  and  the  nasal  orifice  on  the  right.  A 
flaccid  hemiplegia  with  hyperreflexia  on  the  right 
side  was  noted.  A Hoffman  sign  was  also  present 
on  the  right.  The  right  great  toe  failed  to  re- 
spond to  planter  stimulation  while  the  left  was 
downgoing.  Infarction  of  the  left  cerebral  hemis- 
phere, probably  secondary  to  occlusive  cerebral 
vascular  disease,  was  diagnosed. 

On  admission,  the  Hgb.  was  13.6  Gm.  per  100 
ml.  The  WBC.  count  was  16,200  cu.  m.m.,  with  a 
normal  differential  picture.  The  urine  showed  a 
trace  of  glucose  and  numerous  WBC.  per  Fp. 
Other  laboratory  studies  included  normal  BUN., 
electrolytes,  and  serum  proteins.  Fasting  blood 
sugar  was  150  mg.  per  100  ml.  Sickle  cell  prep- 
aration was  negative.  BSP.  test  revealed  15%  re- 
tention. Alkaline  phosphatase  was  16  units.  VDRL 
was  negative.  Stools  were  negative  for  blood. 
The  spinal  fluid  protein  was  78  mg.  per  100  ml., 
otherwise  the  fluid  was  unremarkable.  X-ray 
films  of  the  skull,  chest,  abdomen,  long  bones,  GI 
series,  and  I.V.P.  were  all  normal.  The  EKG. 
showed  nonspecific  T-wave  changes.  The  EEG. 
showed  slow  wave  activity  over  the  left  hemis- 
phere, maximal  in  the  fronto-temporal  region. 

A few  days  after  admission,  the  patient  devel- 
oped a urinary  tract  infection  with  fever;  this 
responded  to  antibiotics.  He  continued,  however, 
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to  have  a low  grade  urinary  tract  infection  with- 
out fever  for  the  remainder  of  his  hospital  stay. 
Urine  culture  revealed  Aerobacter  aerogenes  ini- 
tially; later,  Proteus  and  Paracolon  organisms 
were  cultured  from  the  urine. 

He  gradually  began  to  show  some  improved 
function  in  his  right  arm  and  leg,  but  49  days  aft- 
er admission  began  having  convulsions.  These  be- 
gan with  turning  of  the  head  and  eyes  to  the 
right  and  with  clonic  movements  of  the  right  arm 
and  leg,  though  they  later  became  generalized.  At 
the  onset,  these  were  almost  continuous  for  2 
hours.  Parenteral  medication  was  given,  and  the 
seizures  were  controlled.  The  patient  remained 
afebrile  and  was  maintained  thereafter  on  di- 
phenylhydantoin  (Dilantin),  300  mg.  per  day  and 
phenobarbital,  200  mg.  per  day.  His  ability  to  use 
his  right  arm  and  hand  improved,  though  they 
remained  spastic,  and  he  was  discharged  to  a 
nursing  home  on  Sept.  30,  1963. 

The  patient  was  readmitted  in  Dec.,  1963,  5 
months  after  his  stroke.  For  2 days  he  had  had 
almost  continuous  seizures  in  association  with 
fever.  On  admission,  the  patient’s  T.  was  103.8°  F, 
with  unremarkable  vital  signs  otherwise.  He  was 
unresponsive,  had  decubitus  ulcers  over  both  but- 
tocks, and  had  evidence  of  consolidation  of  the 
right  lower  lobe.  The  neurologic  examination 
was  unchanged  from  the  previous  admission  ex- 
cept for  the  depressed  level  of  consciousness. 

Laboratory  studies  on  this  admission  revealed  a 
WBC.  count  of  15,000  per  cm.  mm.  with  90%  seg- 
mented forms,  Hgb.  of  14.2  Gm.,  and  a PVC.  of 
43.  The  urine  contained  innumerable  WBC.,  24- 
protein,  and  no  sugar;  the  specific  gravity  was 
1.012.  The  BUN.  was  39  and  blood  sugar  275  mg. 
per  100  ml.  Electrolytes  were  essentially  within 
normal  limits.  A sputum  culture  grew  Pneumo- 
coccus. Chest  x-ray  examination  showed 
infiltration  of  the  right  lower  lobe. 

He  was  treated  with  antibiotics  and  with  fluids 
intravenously  for  his  pulmonary  and  urinary 
tract  infection.  Within  3 days,  the  infiltration  in 
his  right  lower  lobe  had  cleared,  and  within  5 
days  the  temperature  had  returned  to  normal.  At 
this  time  he  became  much  more  responsive.  No 
further  seizures  were  observed,  and  he  was  main- 
tained on  Dilantin,  200  mg.  per  day.  On  Feb.  15, 
1964,  his  T.  rose  to  101°  F.  Coincident  with  this 
he  began  having  continuous  focal  seizures  involv- 
ing his  right  arm  and  leg.  In  spite  of  large  doses 
of  phenobarbital  and  Dilantin,  the  seizures  con- 
tinued unabated  for  48  hours.  Following  this,  the 
fever  subsided  and  the  patient  began  to  respond 
as  previously.  He  continued  to  have  significant 
bacteruria  without  fever  until  April  27,  when  the 
T.  rose  to  102°  F.,  and  again  continuous  focal 
right-sided  seizures  appeared.  These  again  sub- 
sided with  parenteral  anticonvulsant  medication 
and  antibiotic  therapy.  By  June,  he  showed 
considerably  improvement.  The  decubitus  ulcers 
had  slowly  healed,  and  the  patient  could  sit  and 
feed  himself  unassisted.  He  was  discharged  on 
July  22,  to  a nursing  home.  Discharge  medica- 
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tions  included  Orinase,  Dilantin,  400  mg.  per  day, 
and  phenobarbital,  180  mg.  per  day. 

On  September  11,  1964,  the  patient  was  read- 
mitted following  the  development  of  seizures  in 
association  with  fever.  He  was  rehydrated  and 
his  seizures  ceased.  He  was  afebrile  3 days  later, 
no  source  of  infection  having  been  found. 

DR.  ROGERS:  This  patient  will  be  dis- 
cussed by  Dr.  Wells. 

DR.  CHARLES  E.  WELLS:  We  were 
eager  to  have  this  patient  presented  for  dis- 
cussion because  he  presents  a problem 
which  we  have  been  seeing  recently  with 
some  frequency,  a problem  which  unfortu- 
nately is  poorly  described  in  most  medical 
and  neurologic  texts.  As  you  have  heard, 
this  man  was  admitted  in  July,  1963,  for 
what  appeared  to  be  a severe  but  uncompli- 
cated infarction  of  the  left  cerebral  hemis- 
phere. There  is  nothing  by  history  to  sug- 
gest that  this  was  either  embolic  or  hemor- 
rhagic in  origin,  and  we  presume  the  in- 
farction was  secondary  to  occlusive  disease 
either  of  the  left  middle  cerebral  or  of  the 
left  internal  carotid  artery.  There  was 
nothing  at  all  unusual  about  this  patient’s 
course  until  some  weeks  after  the  acute  epi- 
sode when  he  began  to  have  seizures.  As 
you  have  heard,  he  has  had  recurrent  seiz- 
ures, both  focal  and  generalized,  since  that 
time,  and  these  have  constituted  a serious 
problem  in  his  management. 

It  is  commonly  believed,  and  indeed  even 
taught,  that  cerebral  infarction  rarely,  if 
ever,  produces  epilepsy.  It  is  common 
knowledge  that  the  onset  of  a stroke  is  fre- 
quently accompanied  by  an  epileptic  epi- 
sode, but  recurrent  epileptic  episodes  as  a 
sequel  to  cerebral  infarction  have  been  con- 
sidered a rarity.  Our  own  experience  sug- 
gests that  it  is  not  unusual  for  cerebral  in- 
farction to  be  followed  by  recurrent  seiz- 
ures. A search  of  the  medical  literature  also 
reveals  a goodly  amount  of  evidence  to  sup- 
port this  position.  Dr.  New  has  reviewed 
our  experiences  with  this  condition.  Dr. 
New,  would  you  please  go  over  this  with  us 
briefly? 

DR.  NEW:  During  the  past  few  years,  we 
have  seen  8 patients  who  developed  recur- 
rent seizures  as  a sequel  to  their  cerebral 
vascular  accidents.  Each  of  these  patients 
experienced  a typical  stroke  at  the  outset; 
that  is,  each  had  the  sudden  onset  of  moder- 


ate to  severe  focal  neurologic  dysfunction, 
followed  thereafter  either  by  an  unchang- 
ing neurologic  deficit  or  by  gradual  im- 
provement in  the  neurologic  deficit.  Seven 
of  these  8 patients  were  thought  to  have 
had  cerebral  infarction  secondary  to  occlu- 
sive cerebral  vascular  disease;  one  was 
thought  to  have  had  a cerebral  embolus. 
Only  one  of  these  patients  was  known  to 
have  had  a seizure  at  the  time  the  stroke 
actually  occurred.  Each  patient  was  left 
with  significant  residual  neurologic  deficits 
following  the  acute  episode. 

The  seizures  began  from  6 weeks  to  4 
years  following  the  stroke;  in  7 of  the  8 pa- 
tients, seizures  began  within  16  months  or 
less.  The  seizures  were  generalized  in  all  8 
patients,  but  in  6 of  these  definite  focal 
components  were  noted.  These  were  either 
occasional  seizures  limited  to  one  region  of 
the  body  or  focal  seizures  which  then 
spread  into  generalized  seizures.  In  all  of 
the  6 patients  who  had  focal  components, 
the  focal  seizures  were  located  on  the  hemi- 
paretic  side  of  the  body.  Without  specific 
anticonvulsant  therapy,  the  frequency  of 
these  seizures  varied  from  5 per  year  to 
2 per  week.  The  patient  presented  today 
had  repeated  episodes  of  multiple  seizures 
which  could  be  considered  status  epi- 
lepticus. 

It  is  hard  to  relate  these  seizures  to  any 
specific  feature  appearing  at  the  time  of  the 
acute  cerebral  vascular  accident.  Four  of  the 
patients  had  their  infarction  on  the  right 
side  of  the  brain;  4 on  the  left.  All  of  them, 
as  mentioned  above,  had  definite  resid- 
ual neurologic  dysfunction  following  the 
stroke.  All  of  them  had  some  significant  as- 
sociated disease;  6 had  hypertension;  1,  di- 
abetes; 1 myocardial  infarction;  1,  duodenal 
ulcer.  Electroencephalograms  were  per- 
formed in  7 of  these  8 patients,  and  in  all, 
focal  defects  were  observed.  Only  one  of 
these,  however,  showed  sharp  activity 
which  would  specifically  suggest  an  epilep- 
togenic focus. 

Although  our  follow-up  on  these  patients 
is  not  perfect,  it  is  our  impression  that 
these  patients  were  reasonably  well  con- 
trolled with  anticonvulsant  medications. 
This  should  not  imply,  however,  that  the 
appearance  of  the  seizures  following  a cere- 
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bral  vascular  accident  is  a benign  affair. 
Four  of  these  patients  had  definite  increase 
in  neurologic  dysfunction  following  one  or 
more  of  their  seizures.  Furthermore,  2 of 
the  8 died  either  with  or  immediately  fol- 
lowing a seizure.  We  have  only  one  patho- 
logic examination;  in  this  patient,  extensive 
destruction  of  the  cortex  and  subcortical 
white  matter  of  the  left  cerebral  hemis- 
phere was  demonstrated  at  autopsy. 

DR.  WELLS:  Thank  you,  Dr.  New.  I be- 
lieve that  our  experience  is  not  unlike  that 
of  others  which  has  been  described  pre- 
viously in  the  medical  literature,  though 
admittedly  this  subject  has  not  been  dealt 
with  extensively.  If  one  considers  all  pa- 
tients who  have  epilepsy,  there  is  little 
question  that  only  in  a small  percentage  is 
this  secondary  to  strokes.  In  a series  of 
1284  patients  studied  at  the  Mayo  Clinic, 
only  3.2%  were  considered  to  have  had  epi- 
lepsy secondary  to  cerebral  vascular  le- 
sions, and  several  of  these  were  secondary 
to  arteriovenous  abnormalities.  I don’t 
think  this  is  surprising  though  when  one 
considers  the  age  of  onset  of  epilepsy  in 
their  series.  Only  a relatively  small  per- 
centage of  their  total  patient  population 
had  epilepsy  with  onset  after  30  years  of 
age,  and  one  would  hardly  expect  to  see  ep- 
ilepsy secondary  to  strokes  appearing  with 
any  significant  frequency  in  the  younger 
age  group.  I believe  that  if  one  considers 
only  epilepsy  of  onset  in  adult  life,  one  is 
likely  to  find  a significant  percentage  of  pa- 
tients whose  epilepsy  is  secondary  to  cere- 
bral vascular  accidents. 

More  pertinent  I think  is  a study  of  a 
year’s  pathologic  material  from  the  Massa- 
chusetts General  Hospital.  In  this  series, 
104  consecutive  autopsy-proved  cases  of 
cerebral  infarction  were  discovered,  the  in- 
farctions being  either  recent  or  remote  to 
the  time  of  death.  Six  of  these  104  patients 
suffered  from  recurrent  seizures.  The  clini- 
copathologic  associations  noted  in  this  se- 
ries are  worthy  of  note.  Although  there 
was  unequivocal  pathologic  evidence  of  cer- 
ebral infarction  in  each  of  these  6 instances, 
only  3 of  these  patients  had  a clear-cut  his- 
tory of  a preceding  stroke.  In  other  words, 
3 of  the  patients  had  seizures  secondary  to 
subclinical  infarction.  In  the  3 patients 


whose  stroke  could  be  dated  precisely,  seiz- 
ures began  less  than  one  year  later  in  each. 
In  these  6 patients,  focal  aspects  were  ap- 
parent in  the  seizure  pattern  of  all.  In  gen- 
eral, the  seizures  were  not  frequent,  though 
they  were  subject  to  great  variability,  and 
2 of  the  6 patients  actually  died  during 
seizures.  At  postmortem  examination  both 
showed  pulmonary  edema  in  addition  to  the 
old  cerebral  infarctions. 

In  each  of  these  6 cases,  there  was  pa- 
thologic evidence  that  the  infarction  in- 
volved cortex  in  addition  to  subcortical 
white  matter.  It  was  presumed  that  these 
infarctions  of  the  cortex  acted  as  epilepto- 
genic foci,  much  as  cortical  scars  following 
trauma  act  as  epileptogenic  foci  in  other 
individuals. 

It  seems  well  established  then,  both  in 
our  own  experience  and  in  the  experience 
of  others,  that  epilepsy  can  follow  cerebral 
infarction.  The  crux  of  the  problem  clini- 
cally is  how  one  reaches  such  a diagnosis 
with  any  certainty.  In  other  words,  when 
facing  the  problem  of  epilepsy  which  has 
developed  in  adult  life,  how  may  one  logi- 
cally reach  the  conclusion  that  the  epilepsy 
is  secondary  to  a vascular  lesion  rather 
than  to  some  other  underlying  lesion  of  the 
central  nervous  system?  Dodge  and  co-au- 
thors answer  this  question  as  follows,  and  I 
quote:  “If  neurological  symptoms  and  signs 
have  developed  suddenly,  with  or  without 
initial  conpulsions,  and  then,  after  a period 
of  recovery,  recurrent  seizures  supervene, 
the  diagnosis  should  be  seriously  consid- 
ered. This  is  especially  true  if  the  seizures 
are  focal  and  involve  the  parts  of  the  body 
originally  affected.  The  impression  is 
strengthened  when  the  neurological  symp- 
toms develop  on  a background  of  cardiovas- 
cular disease,  such  as  myocardial  infarction, 
rheumatic  heart  disease,  auricular  fibrilla- 
tion, hypertension,  or  generalized  arterio- 
sclerosis. Under  these  circumstances,  a pro- 
gram of  conservative  management  with  an- 
ticonvulsant medical  therapy  would  seem 
justified  while  extensive  and  hazardous  di- 
agnostic procedures  seem  unwarranted.”1 
I agree  with  their  conclusions  entirely. 

The  patient  presented  today  manifested 
another  interesting  problem.  He  was  par- 
ticularly likely  to  develop  seizures  whenev- 
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er  infection  resulted  in  a high  fever.  In 
such  a circumstance,  indeed,  he  has  devel- 
oped near  status  epilepticus  on  several  oc- 
casions. This  is  an  aspect  of  epilepsy  which 
we  are  accustomed  to  see  in  children  but 
which  is  unusual  in  adult  life.  It  certainly 
points  out  that  in  this  patient  anticonvul- 
sant medications  alone  were  not  sufficient, 
but  it  was  necessary  to  pay  rigorous  atten- 
tion to  his  general  medical  state  as  well. 

In  summary,  I believe  that  a study  of  this 
patient,  other  similar  patients  whom  we 
have  seen,  and  other  patients  reported  in 
the  medical  literature  allows  us  to  make 
certain  conclusions:  (1)  recurrent  seizures 
in  the  adult  may  arise  secondary  to  infarc- 
tion of  the  cerebral  cortex;  (2)  when  seiz- 
ures, particularly  of  a focal  variety,  arise 
following  a cerebral  vascular  accident,  a 
conservative  approach  insofar  as  neurologic 
investigation  is  concerned  is  appropriate; 
(3)  since  a number  of  such  patients  have 
been  described  who  died  during  seizures, 


this  variety  of  epilepsy  demands  just  as  vig- 
orous approach  with  anticonvulsant  medi- 
cations and  just  as  close  medical  manage- 
ment as  does  any  other  variety  of  seizure 
disorder. 

Question  from  audience:  What  medica- 
tion do  you  suggest  for  trying  to  control 
the  convulsions  in  these  patients? 

DR.  WELLS:  I generally  use  Dilantin.  It 
is  relatively  nontoxic,  inexpensive,  and  usu- 
ally works  quite  effectively.  I would  gen- 
erally choose  it  in  preference  to  phenobar- 
bital  in  this  age  group  because  phenobarbi- 
tal  is  likely  to  have  a considerable  sedative 
effect.  I would  usually  begin  the  patient 
on  300  mg.  daily  and  change  the  dosage  as 
dictated  by  the  clinical  situation. 
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Infectious  Diseases  of  Children.  By  Saul  Krug- 
man,  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Pediatrics,  New  York  University  School 
of  Medicine  and  Robert  Ward,  M.D.,  Professor 
and  Chairman,  Department  of  Pediatrics,  Uni- 
versity of  Southern  California  School  of  Medi- 
cine. 403  pages,  Third  Edition,  66  figures  and 
8 color  plates.  Saint  Louis:  The  C.  V.  Mosby 
Company,  1964.  Price  $15.75. 

This  book  describes  certain  common  infectious 
diseases  of  children.  Written  primarily  for  physi- 
cians and  medical  students  who  deal  with  chil- 
dren, it  emphasizes  the  practical  clinical  aspects 
of  diagnosis  and  treatment.  As  an  example,  the 
chapter  on  rabies  brings  together  many  useful  de- 
tails which  are  not  easily  found  elsewhere. 

The  third  edition  is  revised  to  include  recent 
experiences  in  the  following  areas,  especially: 
New  details  about  rubella  are  included.  There 
are  two  new  chapters  describing  acute  respiratory 
disease — one  dealing  with  etiology  and  the  other 
with  clinical  syndromes.  A new  chapter  on  cyto- 
megalovirus. (cytomegalic  inclusion  diseases) 
points  out  the  similarities  between  this  causative 
agent  and  herpesvirus. 

The  text  does  not  include  all  of  the  infectious 
diseases  but  it  is  well  written  and  carefully  illus- 
trated. It  is  highly  recommended. 
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Baptist  Memorial  Hospital* 

Acute  Bacterial  Endocarditis — Aortic  Valve 

This  17  year  old  white  woman  was  first  seen  in 
the  obstetric  Outpatient  Department  on  Jan.  5. 
1965  for  pregnancy.  Her  last  menstrual  period 
was  in  May  1964  and  her  expected  date  of 
confinement  was  calculated  as  March  8.  She  had 
noted  some  nausea  and  vomiting,  slight  edema 
and  backache  early  in  the  pregnancy. 

Past  history  revealed  a vague  history,  at  the 
age  of  10.  of  joint  pain  and  swelling  involving  the 
lower  extremities  and  requiring  bed  rest  for  sev- 
eral weeks.  In  Dec.  1964  she  had  an  episode  of 
lower  abdominal  pain  which  was  treated  with 
sulfonamides. 

Physical  examination  revealed  a weight  of  203 
lbs..  T.  of  98  and  B.P.  of  130-80.  The  heart  was 
not  enlarged:  there  was  regular  sinus  rhythm, 
without  thrills  or  murmurs.  Abdominal  striae 
were  present  and  the  abdomen  was  quite  pendu- 
lous. There  was  a cephalic  presentation  of  an  in- 
trauterine pregnancy  thought  to  be  at  about  6X2 
months  gestation.  There  was  1—  pretibial  edema. 

Laboratory  studies  revealed  the  urine  to  be  neg- 
ative except  for  some  acetonuria.  WBC,  count 
was  12.600  with  85%  neutrophils.  Hgb.  was  10.4 
Gm.  and  PCV.  32  S.T.S.  was  nonreactive.  A vag- 
inal smear  was  negative. 

The  patient  was  admitted  to  the  Baptist  Hospi- 
tal on  Jan.  18.  1965  with  a history  of  7 to  10 
days'  duration  of  chest  pain  which  radiated  to  the 
back.  It  had  increased  in  severity*  during  the  24 
to  48  hours  prior  to  admission  and  it  was  aggra- 
vated by  deep  respirations.  She  complained  of 
dyspnea  on  mild  exertion,  orthopnea,  and  anorex- 
ia for  the  4 or  5 days  prior  to  admission,  and 
vomited  once  or  twice. 

Physical  examination  on  admission  revealed  a 
well-developed,  obese  woman  in  mild  respiratory 
distress.  T.  was  99.4  . P.  110  (Corrigan  type),  R. 
22.  and  B.P.  130/66  The  intrauterine  pregnancy 
was  thought  to  be  about  712  months  gestation.  Fe- 
tal heart  tones  were  normal.  The  lungs  were 
clear.  A Grade  I/IV  systolic  murmur  was  heard 
in  the  second  right  intercostal  space  followed  by 
a decrescendo  grade  II/IV  diastolic  murmur. 
These  radiated  into  the  neck  and  were  heard 
along  the  left  border  of  the  sternum  and  in  the 
midstemal  region  between  the  2nd  and  5th  inter- 
costal spaces.  P2  was  present.  There  was  a 
muffled  second  sound  in  the  aortic  area.  The  ad- 
mission PCV  was  30%,  Hgb.  9.6  Gm.,  and  WBC. 
count  13,000  with  88%  P.M.N.  and  2%  bands. 
There  was  toxic  granulation  of  the  neutrophils. 
The  urine  showed  2+  protein.  0 sugar.  — acetone, 


*From  the  Department  of  Pathology.  Baptist 
Memorial  Hospital.  Memphis,  Term. 


RBC.  4 to  8.  innumerable  WBC..  and  rare  granu- 
lar casts.  The  2 hour  postprandial  blood  sugar 
was  81.  mg.  Serum  electrolytes  were  sodium  136. 
potassium  4.2.  chloride  107.  bicarbonate  17  mEq  - 
L.  The  C-reactive  protein  was  reported  as  5—. 
ASO  titer  was  125  Todd  units. 

The  chest  x-ray  revealed  a large  heart  with  a 
transverse  diameter  of  16  cm.  (transthoracic  di- 
ameter 29  cm.).  The  heart  was  pushed  up  by  the 
diaphragm  to  a transverse  position  which  made 
exact  evaluation  difficult:  the  lung  fields  were 
clear.  An  EKG.  showed  incomplete  right  bundle 
branch  block  pattern  in  V-l. 

Hospital  Course.  The  patient  was  placed  on  a 
1200  calorie  diet  with  moderate  salt  restriction. 
The  head  of  her  bed  was  elevated  and  nasal  oxy- 
gen was  started.  On  Jan.  20  the  patient  was 
evaluated  in  the  cardiopulmonary  laboratory.  The 
radial  artery  pressure  was  148  32.  The  right 
brachial  venous  pressure  was  9/5.  Dye  dilution 
curves  were  recorded  from  the  radial  artery  fol- 
lowing injection  of  Cardiogreen  dye  into  the  right 
medial  and  antecubital  vein.  These  were  inter- 
preted as  showing  a high  cardiac  output  with  a 
CL-CR  ratio  greater  than  0.8.  suggesting  either 
valvular  insufficiency  or  a left  to  right  shunt.  The 
EKG.  on  this  day  showed  additional  changes  and 
a complete  right  bundle  branch  block.  The  pa- 
tient continued  to  complain  of  chest  pain  and  a 
systolic  thrill  was  observed,  along  with  the  con- 
tinuing systolic  and  diastolic  murmurs.  Digitaliza- 
tion was  begun  and  the  patient  was  started  on 
Furadantin.  She  was  noted  to  be  somewhat 
lethargic  and  vomited  once.  The  T.  ranged  up  to 
100.2  . On  Jan.  21  the  T.  varied  between  99  and 
100.4  . An  EKG.  on  this  date  revealed  an  atrial 
rate  of  128  with  a ventricular  rate  of  100  to  110 
with  some  AV  block  of  Wenckebach  type.  The  pa- 
tient appeared  to  be  toxic.  That  evening  her  P.  had 
dropped  to  68.  but  was  regular.  The  lungs  were 
clear.  B.P.  was  142/60-0.  R.  were  36.  irregular 
and  labored.  The  patient  was  restless  and  con- 
tinued to  complain  of  chest  pain. 

She  was  transferred  to  the  Intensive  Care  Unit 
where  she  was  observed  to  be  very  dyspneic.  The 
skin  was  cool,  clammy  and  pale.  The  fetal  heart 
tones  were  inaudible.  At  2:30  a.m.  on  Jan.  22 
the  patient  was  noted  to  have  gasping  respira- 
tions which  suddenly  ceased.  B.P.  and  P.  were 
unobtainable.  Positive  pressure  oxygen  was  insti- 
tuted along  with  external  cardiac  massage  and 
intracardiac  epinephrine,  but  these  resuscitative 
measures  failed.  An  autopsy  was  performed. 

DR.  ALPHONSE  H.  MEYER.  JR.:  We 
are  very  fortunate  in  having  Dr.  Phil  Orpet 
as  discussant,  so  without  further  ado  I will 
turn  the  case  over  to  Dr.  Orpet. 

DR.  PHIL  ORPET:  Thank  you.  Dr.  Mey- 
er. This  is  a very  interesting  case,  and  I am 
glad  to  say  I have  never  seen  one  just  ex- 
actly like  this.  Very  briefly,  this  was  a 17 
year  old  white  girl  in  the  third  trimester  of 
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pregnancy  who  was  first  seen  in  the  outpa- 
tient clinic  here  only  13  days  prior  to  her 
admission,  and  died  4 days  or  less  after  ad- 
mission. When  she  was  seen  in  the  clinic 
she  was  apparently  doing  quite  well.  There 
was  no  evidence  of  heart  disease  and  she 
apparently  had  no  complaints.  The  only 
past  history  of  any  possible  significance  was 
joint  pain  and  swelling  involving  the  lower 
extremities  at  age  10  years.  Another  bit  of 
history  that  might  be  important  was  an  epi- 
sode of  lower  abdominal  pain  a matter  of  a 
month  or  less  prior  to  her  first  visit  here.  It 
is  interesting  to  note  that  on  the  initial 
physical  exam  she  weighed  203  pounds.  Her 
height  was  not  given,  but  I think  we  can 
assume  she  was  quite  obese.  Her  blood 
pressure  was  normal  and  the  heart  was 
normal  size;  there  is  a definite  comment 
that  there  were  no  murmurs  or  thrills.  Lab- 
oratory studies  at  that  time  showed  mild 
anemia  and  a mild  leukocytosis.  Approxi- 
mately 7 to  10  days  prior  to  admission  she 
developed  chest  pain.  The  severity  is  not 
described,  but  the  pain  apparently  involved 
the  anterior  chest  and  radiated  through 
into  the  back.  We  learn  later  on  in  the 
protocol  that  this  pain  was  apparently  con- 
stant throughout  her  entire  hospital  stay. 
Just  24  to  48  hours  prior  to  admission  the 
pain  increased  in  severity  and  was  aggra- 
vated by  inspirations.  She  also  complained 
of  some  dyspnea  on  exertion,  orthopnea, 
anorexia  and  some  vomiting.  The  physical 
examination  on  admission  was  quite  dif- 
ferent from  that  13  days  earlier.  This 
time  she  was  noted  to  be  in  mild  respira- 
tory distress.  A low  grade  fever  was 
present.  She  had  a Corrigan  pulse  and 
tachycardia,  and  the  blood  pressure  was 
somewhat  different — 130/66  in  comparison 
with  130/80 — so  there  was  a questionably 
slight  increase  in  the  pulse  pressure.  The 
lungs  were  clear.  The  most  significant 
change  in  the  physical  findings  was  the 
presence  of  both  a systolic  and  a diastolic 
murmur.  The  systolic  murmur  was  heard  at 
the  aortic  area  and  apparently  also  along 
the  left  sternal  border  in  the  mid-precordial 
region.  This  was  a fairly  soft  murmur. 
There  was  also  a diastolic  decrescendo  mur- 
mur which  was  apparently  heard  in  the 
same  location.  No  thrill  was  observed  on 


admission,  but  shortly  after  admission  a 
systolic  thrill  developed.  The  heart  was 
enlarged  on  chest  x-ray.  This  was  a mod- 
erate enlargement  with  a transverse  car- 
diac diameter  of  16  cm.  compared  with  a 
transthoracic  diameter  of  29  cm.  Another 
interesting  finding  was  that  the  aortic  sec- 
ond sound  was  quite  muffled.  The  anemia 
was  perhaps  slightly  greater  than  it  had 
been  in  the  clinic  13  days  before.  The  urine 
showed  some  apparent  abnormalities.  I say 
“apparent”  because  we  do  not  know  the 
method  of  collection.  However,  proteinu- 
ria, microscopic  hematuria,  a considerable 
number  of  pus  cells  and  a rare  granular 
cast  were  noted.  The  C-reactive  protein 
was  5 +;  this  is  an  interesting  finding.  An- 
other finding  of  importance  was  an  ASO  ti- 
ter of  125  Todd  units.  The  serum  bicarbon- 
ate was  17  mEq-L,  which  is  slightly  below 
normal.  Electrocardiogram  on  admission 
showed  what  was  interpreted  to  be  an  in- 
complete right  bundle  branch  block,  but 
shortly  thereafter  a complete  right  bundle 
branch  block  was  noted,  then  a Wencke- 
bach phenomenon  developed  after  that.  The 
patient  was  studied  in  the  cardiopulmonary 
laboratory.  The  radial  artery  pressure  was 
148/32.  This,  of  course,  would  indicate  a 
definite  widening  of  the  pressure  pulse.  The 
right  brachial  venous  pressure  was  9-5  mm. 
of  mercury;  this  would  be  122/68  mm.  of 
water,  which  would  be  at  the  upper  limits 
of  normal.  The  dye  dilution  curve  was  in- 
terpreted as  showing  a high  cardiac  out- 
put with  suggestion  of  either  valvular 
insufficiency  or  a left  to  right  shunt.  A 
right  bundle  branch  block  developed  on 
this  day  (the  second  hospital  day) . At  this 
same  time  the  systolic  thrill  was  apparently 
first  observed.  The  murmurs  were  still  au- 
dible, and  it  was  apparently  decided  then 
that  the  patient  was  in  congestive  heart 
failure.  She  was  started  on  digitalis,  then  on 
Furadantin.  Shortly  thereafter  the  patient 
became  very  dyspneic  and  was  transferred 
to  the  Intensive  Care  Unit.  Her  skin  was 
noted  to  be  cool,  clammy  and  pale.  Heart 
sounds  and  respirations  suddenly  ceased, 
the  blood  pressure  was  not  obtainable,  and 
there  was  no  response  to  resuscitative 
measures. 

The  first  thing  that  came  to  my  mind  was 
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the  possibility  of  some  relationship  to  rheu- 
matic fever.  I do  not  believe  that  this  is 
the  diagnosis,  but  I might  mention  why  it 
did  occur  to  me.  First  of  all,  the  soft  mur- 
murs. They  could  easily  represent  the  mur- 
murs of  an  aortic  stenosis  and  aortic 
insufficiency,  and  these  murmurs  may  be 
very  difficult  to  hear.  It  is  possible  that 
the  murmurs  could  have  been  missed  on  her 
first  visit,  then  she  went  into  congestive 
failure  and  the  murmurs  became  more 
prominent.  Rheumatic  fever  is  suggested  by 
the  patient’s  age,  by  the  history  of  joint 
pain  and  swelling  at  age  10  years,  and  also 
by  the  elevation  of  the  C-reactive  protein. 
However,  the  insignificant  ASO  titer  would 
suggest  that  there  was  no  recent  streptococ- 
cal infection  to  account  for  new  attacks. 
The  second  and  more  appealing  diagnosis 
that  occurred  to  me  was  that  of  bacterial 
endocarditis.  This  would  have  to  be  an 
acute  bacterial  endocarditis  because  of  the 
short  duration  of  the  illness  and  the  rapidly 
fatal  outcome.  We  would  have  to  assume 
that  some  drastic  complication  developed  to 
cause  her  sudden  demise,  such  as  an  aneu- 
rysm of  a sinus  of  Valsalva  with  rupture 
into  one  of  the  other  heart  chambers.  Rup- 
ture into  the  right  ventricle  or  the  pulmo- 
nary artery  or  the  right  atrium  could  ac- 
count for  the  left  to  right  shunt  described 
by  the  cardiopulmonary  laboratory.  Howev- 
er, there  are  a number  of  things  against  the 
diagnosis  of  bacterial  endocarditis.  First  of 
all,  the  patient  didn’t  have  enough  fever; 
secondly,  apparently  there  was  no  pre- 
existing heart  lesion;  thirdly,  there  were 
none  of  the  other  special  findings  such  as 
splenomegaly,  petechial  hemorrhages,  splint- 
er hemorrhages,  Janeway  lesions,  Osier’s 
nodes,  etc.  Therefore,  I do  not  believe  that 
this  patient  had  bacterial  endocarditis. 

The  diagnosis  that  I have  arrived  at  is 
dissecting  aneurysm  of  the  aorta.  When  I 
first  thought  of  this  diagnosis  I was  inclined 
to  discard  it  because,  frankly,  I thought 
that  the  extreme  rarity  of  this  lesion  in  a 
patient  of  this  age  made  it  most  unlikely. 
However,  after  I studied  the  matter,  I 
learned  this  is  not  true.  Dissecting  aneu- 
rysms occur  most  commonly  in  males  in 
their  40’s  through  70’s  with  hypertension, 
but  it  can  occur  in  any  age  group,  usually 
in  association  with  Marfan’s  syndrome  or 


coarctation  of  the  aorta  or  in  pregnancy, 
especially  in  the  third  trimester.  Now,  how 
could  we  explain  all  of  the  things  which 
are  described  in  the  protocol  on  the  basis  of 
such  a diagnosis?  First  of  all,  the  sudden 
appearance  of  a systolic  and  distolic  mur- 
mur. This  is  a quite  common  finding.  The 
systolic  murmur  can  be  accounted  for  by 
the  narrowing  of  the  aorta  due  to  the  dis- 
section of  blood.  The  diastolic  murmur  is 
usually  the  result  of  a tear  of  the  intima 
across  the  commissures  of  the  aortic  valve 
preventing  complete  closure  of  the  valve 
and  resulting,  therefore,  in  aortic  insuffi- 
ciency. A systolic  thrill  is  frequently  also 
present.  These  patients  do  not  necessarily 
die  immediately  although  a very  high  per- 
centage of  them,  something  like  25%  die 
within  24  hours  and  only  another  20  to  25% 
lived  as  long  as  2 weeks.  This  patient 
made  it  11  to  14  days.  We  do  not  have  a full 
description  of  the  pain,  but  it  is  certainly 
suggestive  of  the  sort  of  picture  we  expect 
here.  The  pain  in  these  patients  is  described 
as  a very  severe,  a tearing  pain  beginning 
in  the  chest,  radiating  into  the  back,  down 
the  lumbar  region  at  times,  down  into  the 
abdomen,  into  the  hips,  and  even  the  lower 
extremities.  A variety  of  neurologic  signs 
and  symptoms  develop  as  a result  of  the  in- 
volvement of  arteries  taking  off  from  the 
arch  of  the  aorta  or  further  down  with  in- 
volvement of  some  of  the  spinal  arteries. 
These  patients  usually  die  as  a result  of 
perforation  of  this  hemorrhage  through  the 
adventitia  of  the  aorta,  most  commonly  into 
the  pericardial  sac,  producing  cardiac  tam- 
ponade and  death.  This  is  probably  what 
happened  in  this  patient.  You  remember 
the  reflection  of  the  pericardium  extends  up 
the  root  of  the  aorta  for  several  cm.,  and 
this  is  perhaps  the  most  common  location  of 
the  dissection.  Perforation  can  occur  in 
other  areas,  most  commonly  in  the  left 
pleural  cavity,  less  commonly  in  the  right 
pleural  cavity,  the  pulmonary  arteries,  the 
peritoneal  cavity  or  the  retroperitoneal 
space. 

What  about  some  of  these  other  findings? 
How  about  the  low  grade  fever?  Certainly, 
this  is  commonly  present.  Elevation  of  C- 
reactive  protein  does  concern  me.  I could 
not  find  any  reference  to  this  in  relation  to 
dissecting  aneurysms,  but  I doubt  how  oft- 


234 


CLINICOPATHOLOGIC  CONFERENCE 


July,  1965 


en  it  has  been  measured  in  dissecting  aneu- 
rysms. We  know  though  that  C-reactive 
protein  is  present  in  necrosis  as  well  as  in 
inflammatory  diseases,  and  conceivably 
there  might  be  enough  necrosis  in  the  aorta 
to  cause  some  elevation  of  the  C-reactive 
protein.  The  development  of  right  bundle 
branch  block  concerns  me,  and  I am  not 
sure  I can  adequately  explain  this  unless 
perhaps  a dilatation  or  aneurysm  of  the  sin- 
us of  Valsalva  developed;  this  does  occur  in 
this  disease  also.  This  is  one  of  the  more 
common  causes  of  this  type  of  aneurysm. 
Perhaps  this  produced  pressure  on  the  ven- 
tricular septum  with  the  resultant  right 
bundle  branch  block.  I think  this  is  a 
pretty  far-fetched  explanation,  but  it  was 
the  only  thing  I could  come  up  with.  There 
is  another  possibility  we  should  mention. 
Certainly  if  such  an  aneurysm  of  the  sinus 
of  Valsalva  did  develop  as  a result  of  medi- 
al necrosis  of  the  aorta,  which  is  the  usual 
cause  of  dissecting  aneurysm,  it  is  possible 
that  the  aneurysm  might  have  ruptured 
into  the  right  ventricle  or  right  atrium  or 
right  pulmonary  artery  or  perhaps  else- 
where. This  certainly  could  result  in  the 
physical  findings,  but  I am  not  sure  wheth- 
er the  pain  could  be  explained  on  this  basis. 
I don’t  know  enough  about  this  to  know 
how  quickly  these  patients  die.  My  impres- 
sion is  that  they  do  not  die  as  quickly  as 
this  patient  did.  Did  the  patient  have  any- 
thing else?  Well,  she  may  have  had  a uri- 
nary tract  infection,  but  I do  not  believe 
this  played  a significant  role  in  her  illness. 

In  summary  then,  I believe  this  patient 
had  idiopathic  medionecrosis  of  the  aorta 
with  dissection  of  the  aorta  and  a terminal 
rupture  into  the  pericardial  sac  resulting  in 
cardiac  tamponade  and  death.  Thank  you. 

DR.  MEYER:  I want  to  thank  Dr.  Orpet 
for  a very  interesting  discussion  of  a very 
interesting  case.  Now,  I will  turn  the 
meeting  over  to  Dr.  James  Pitcock,  our 
pathologist. 

DR.  JAMES  A.  PITCOCK:  At  the  time  of 
autopsy  this  was  a young,  obese,  obviously 
pregnant  female.  The  heart  was  greatly 
enlarged,  weighing  500  Gm.  as  compared 
with  a probably  normal  weight  for  this  in- 
dividual of  300  Gm.  Upon  opening  the 
heart,  we  discovered  a lesion  of  the  aortic 
valve.  Large  friable  vegetations  were  seen 


Fig.  1.  Vegetations  on  aortic  Valve. 


on  2 of  the  3 aortic  cusps.  (Fig.  1.)  The  veg- 
etations were  located  on  the  right  coronary 
cusp  and  the  noncoronary  cusp.  The  left 
coronary  cusp  was  uninvolved.  The  latter 
cusp  had  a free  edge  which  appeared  quite 
normal  and  the  commissures  showed  no  sig- 
nificant change.  The  mitral  valve  was  re- 
markable only  in  that  it  was  normal.  We 
think  these  negative  findings  suggest  very 
strongly  that  there  was  no  previous  rheu- 
matic valvulities  in  this  case.  One  of  the 
vegetations  had  apparently  completely  bur- 
rowed through  the  right  coronary  cusp 
leaving  a hole  in  the  valve  cusp. 

Microscopically  these  vegetations  consist- 
ed of  masses  of  fibrin  with  an  acute 
inflammatory  reaction  peripherally.  Bac- 
teria were  very  difficult  to  demonstrate  in 
the  sections  microscopically.  Four  blood 
cultures  had  been  taken  the  day  prior  to 
her  death.  Two  of  the  four  blood  cultures 
grew  a micro-aerophilic  gamma  Streptococ- 
cus which  was  apparently  the  causative  or- 
ganism in  this  case  of  acute  bacterial  endo- 
carditis. The  partial  destruction  of  the  right 
coronary  cusp  by  the  vegetation  would  ade- 
quately explain  the  markedly  regurgitant 
valve  demonstrated  clinically.  In  addition, 
the  inflammatory  process  had  burrowed 
into  the  ventricular  septum  below  the  aor- 
tic valve.  This  extended  all  the  way 
through  the  septum  and  presented  beneath 
a leaflet  of  the  tricuspid  valve  but  did  not 
actually  appear  to  have  ruptured  into  the 
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right  ventricle.  This  inflammatory  lesion 
was  generally  in  the  region  of  the  AV-bun- 
dle  and  could  well  explain  the  right  bundle 
branch  block  seen  clinically.  Random  sec- 
tions from  the  myocardium  revealed  small 
myocardial  infarcts  with  a central  area  of 
necrotic  muscle  with  an  associated  acute 
inflammatory  reaction  and  some  early  or- 
ganization at  the  periphery  making  it  his- 
tologically compatible  with  a duration  of 
five  to  six  days.  We  believe  these  micro- 
scopic infarcts  are  the  result  of  emboli  aris- 
ing from  the  vegetations  and  embolizing  the 
coronary  artery.  No  other  embolic  phe- 
nomena were  found. 

In  summary,  this  was  a case  of  acute  bac- 
terial endocarditis  involving  the  aortic 
valve  with  large  friable  vegetations  on  two 
cusps  of  the  aortic  valve  and  with  exten- 
sion of  the  inflammatory  process  into  the 
septum  and  actually  into  the  wall  of  the 
right  ventricle  below  the  tricuspid  valve. 
There  was  no  free  communication  between 
the  left  and  right  ventricles.  There  was 
perforation  of  a cusp  of  the  aortic  valve 
and  multiple  acute  and  resolving  infarcts 
throughout  the  myocardium,  as  well  as 
congestion  of  the  viscera  and  severe  pulmo- 
nary edema.  Acute  bacterial  endocarditis, 
much  more  commonly  than  subacute  bac- 
terial endocarditis,  develops  on  previously 
undamaged  valves.  I believe  we  can  say 
definitely  that  there  was  no  gross  or  mi- 
croscopic evidence  of  a previous  rheumatic 
valvulitis.  However,  I do  not  think  we  can 
completely  rule  out  the  possiblity  that 
there  was  a high  ventricular  septal  defect 
here  originally.  We  can  only  say  that  veg- 
etations involved  the  area,  though  we  could 
not  actually  demonstrate  a perforation.  The 
only  evidence  there  might  have  been  of 
some  underlying  disease  is  the  heart  weight 
of  500  Gm.,  although  the  clinical  illness  had 
a duration  of  only  approximately  2 weeks. 
There  is  some  experimental  evidence  that 
cardiac  hypertrophy  can  take  place  quite 
rapidly,  but  it  is  doubtful  a heart  could 
reach  500  Gm.  in  such  a short  time.  Are 
there  any  questions? 

A PHYSICIAN:  Were  blood  cultures 

taken  at  autopsy? 

DR.  PITCOCK:  No,  they  were  not.  We 
attempted  to  take  blood  cultures  before 
opening  the  heart,  but  the  blood  was  coagu- 


lated. I think  with  two  of  four  cultures  be- 
fore death  yielding  the  same  organism,  it 
probably  is  the  causative  organism. 

A PHYSICIAN:  Would  the  small  infarcts 
explain  her  chest  pain? 

DR.  PITCOCK:  I assume  that  they 

could. 

A PHYSICIAN:  In  regard  to  the  correla- 
tion between  the  chest  pain  and  the  small 
infarcts,  I do  not  think  we  really  have  to  go 
quite  that  far  to  explain  this  clinical  symp- 
tom. There  was  significant  destruction  not 
only  of  the  valves,  which  we  think  of  as 
being  without  sensory  endings,  but  there 
was  significant  destruction  in  the  area  of 
interventricular  septum  which  certainly 
does  have  sensory  endings.  I believe  we 
have  good  reason  to  explain  the  pain  she 
had  through  this  time  on  that  basis.  One 
other  comment  about  the  heart  weight.  This 
was  a grossly  obese  patient.  I grant  she 
does  not  fall  in  the  weight  range  of  400 
pounds,  but  there  was  a very  interesting 
article  in  the  American  Heart  Journal  re- 
cently describing  heart  weights  as  meas- 
ured in  the  grossly  obese,  and  they  were 
increased.  Now  you  know  your  comparative 
weights  better  than  I do,  but  I do  not  think 
a standard  weight  for  an  average  woman 
should  be  applied  to  this  girl  who  was 
pregnant  and  who  was  significantly  obese. 
Also  I am  a little  disturbed  about  the 
finding  of  a gamma  streptococcus  as  the 
causative  organism.  At  least  in  my  expe- 
rience, it  is  usually  not  associated  with  the 
very  dramatic  destruction  of  tissue  which 
this  patient  had.  If  we  believe  the  findings 
on  the  examination  2 weeks  before  her 
death,  this  woman  had  little  or  no  evidence 
of  anything  at  that  time.  She  was  not  sick 
at  that  time;  therefore  she  developed  a ful- 
minating process.  I would  have  expected 
something  like  a hemolytic  Staphylococcus 
or  some  comparable  organism.  One  last 
comment,  after  we  saw  this  woman  we 
looked  up  the  incidence  of  endocarditis,  and 
pregnancy  is  one  of  the  situations  in  which 
acute  endocarditis  commonly  tends  to  oc- 
cur. I cannot  give  you  exact  figures,  but 
acute  endocarditis  in  an  otherwise  com- 
pletely normal  heart  is  a not  uncommon 
complication  in  pregnancy.  I am  sorry  to 
say  that  during  the  brief  period  of  time  we 
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had  to  observe  this  patient,  no  one  came  up 
with  this  idea. 

A PHYSICIAN:  Was  there  a urinary 
tract  infection? 

DR.  PITCOCK:  We  found  a few  tiny  foci 
of  polys  in  the  kidneys.  These  were  quite 
minimal.  I suppose  this  might  represent  a 
resolving  acute  pyelonephritis  which  could 
have  been  the  focus  from  which  the  infec- 
tion started.  The  changes  at  time  of  autop- 
sy were  quite  minimal,  but  she  had  been 
treated  before  this.  In  trying  to  look  up 
something  about  the  rate  with  which  heart 
could  hypertrophy  I had  a good  deal  of 
trouble,  but  did  find  one  paper  in  which 
some  surgeons  were  producing  coarctation 
of  the  aorta  just  above  the  aortic  valve.  As 


early  as  at  3 weeks  they  were  able  to  get 
65%  enlargement  over  the  controls,  which 
is  about  the  precentage  increase  in  this  pa- 
tient. So  certainly  myocardial  hypertrophy 
can  take  place  much  more  rapidly  than  I 
had  realized.  This,  plus  her  obesity,  can 
readily  explain  an  enlarged  heart  of  this 
degree  in  so  short  a period  of  time.  Another 
thing  is  acrement  about  the  organism.  This, 
to  me,  is  a very  rare  organism,  and  I have 
had  no  experience  with  it.  Most  acute  bac- 
terial endocarditis  is  caused  by  a Pneumo- 
coccus, Staphylococcus,  beta  hemolytic  Sta- 
phylococcus, or  the  like.  This  organism  is 
quite  unusual  but  was  grown  out  on  two 
separate  occasions  in  blood  cultures  taken 
premortem. 


Communicable  and  Infectious  Diseases.  By  Frank- 
lin H.  Topm,  M.D.,  Professor  and  Head,  Depart- 
ment of  Hygiene  and  Preventive  Medicine,  State 
University  of  Iowa,  and  collaborators.  133  fig- 
ures and  15  color  plates,  857  pages.  Saint  Louis: 
The  C.  V.  Mosby  Company,  1964.  Price  $21.00. 
The  fifth  edition  of  this  standard  work  has  been 
improved  and  brought  up  to  date,  if  one  can  be 
up  to  date  with  the  rapidly  developing  knowledge 
especially  of  diseases  caused  by  viruses.  The  log- 
ical format  of  the  book  begins  with  general  con- 
siderations applicable  to  communicable  diseases, 
including  infection  and  immunity,  epidemiology, 
communicable  disease  control,  and  specific  protec- 
tion for  certain  communicable  diseases.  This  sec- 
tion contains  a timely  chapter  on  serum  and 
serum  reactions  and  an  unusually  comprehensive 
treatment  of  chemotherapeutic  and  antibiotic 
agents.  The  two  chapters  on  the  management  of 
communicable  disease  in  the  hospital  and  man- 
agement of  communicable  disease  in  the  home 
will  be  helpful  to  physicians  dealing  with  these 
problems. 

The  second  section  of  this  book  is  concerned 
with  communicable  and  infectious  diseases  which 
are  considered  according  to  their  common  portal 
of  entry.  Those  of  the  respiratory  tract  are  di- 
vided among  diseases  caused  by  fungi,  bacteria, 
and  viruses.  The  clinical  aspects  of  these  condi- 
tions are  stressed  and  the  laboratory  features  are 
kept  at  a minimum. 

The  sections  dealing  with  treatment  are  ade- 
quate and  should  be  useful  to  the  practicing  phy- 
sician and  the  student  of  medicine.  For  each  of 
the  diseases,  preventive  and  control  methods  are 
outlined  when  worthwhile  information  is 
available. 

Diseases  of  the  gastrointestinal  tract  are  like- 


wise considered  with  the  etiologic  agent,  that  is, 
diseases  caused  by  bacteria,  parasites  or  viruses. 
Amebic  dysentery  and  trichinosis  are  the  only  dis- 
eases of  the  gastrointestinal  tract  caused  by  par- 
asites which  are  considered.  Exotic  parasitic  dis- 
eases occurring  in  other  parts  of  the  world  are 
not  dealt  with. 

The  chapters  concerned  with  the  diseases  of  the 
mucous  membrane  or  skin  are  grouped  under  two 
main  headings,  those  principally  involving  mu- 
cous membrane  and  those  principally  involving 
skin.  Those  involving  principally  mucous  mem- 
branes are  subdivided  again  according  to  their 
method  of  acquisition  either  by  direct  or  indirect 
inoculation.  Venereal  diseases  are  considered  here. 
Diseases  of  the  skin  are  further  subdivided  into 
those  caused  by  contact  infection  or  infestation, 
inoculation  by  trauma,  inoculation  by  bites  of  in- 
sects, and  inoculation  by  bites  of  lower  animals. 

A glossary  and  detailed  information  on  incuba- 
tion periods  of  communicable  diseases,  regula- 
tions about  isolation,  quarantine  and  environmen- 
tal control,  spinal  fluid  findings  in  central  system 
infections,  and  a guide  for  antirabies  treatment 
are  contained  in  the  back  of  the  book.  An  ade- 
quate bibliography  follows  each  chapter. 

This  book  should  find  a very  useful  place  in  the 
libraries  of  the  busy  practitioner  who  needs  a 
quick  reference  on  the  clinical  aspects  of  com- 
municable or  infectious  diseases.  For  the  medical 
student  the  coverage  is  excellent  and  the  book 
can  be  recommended  highly  for  basic  reading  on 
clinical  aspects  of  these  diseases.  This  book  con- 
tains a minimum  of  laboratory  procedures.  This 
does  not  detract  from  the  book,  rather  it  keeps  it 
free  of  irrelevant  material  which  is  adequately 
covered  in  other  books  or  other  texts  or 
journals. 
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"The  Physician  and  Politics" 

About  30  years  ago  politics  became  interested  in  medicine,  and 
since  that  time  medicine  has  necessarily  become  interested  in 
politics.  This  interest  and  participation  by  the  physician  in  politics 
reached  its  peak  last  Fall  when  doctors  all  over  America  contributed 
of  themselves  and  their  money  to  national,  state,  and  local  cam- 
paigns for  political  offices  ranging  all  the  way  from  the  office  of 
President  of  the  United  States  down  to  a mayor’s  race.  It  was 
stimulating  and  encouraging  during  those  several  months  prior  to 
November  to  see  and  hear  individual  physicians  rise  up  with  opin- 
ions and  views,  and  to  see  many  support  these  sentiments  with 
contributions  of  time  and  money.  But  then  after  it  was  all  over  and  the  heat  of  the  cam- 
paign had  passed,  and  most  of  us  had  lost  more  often  than  we  had  won,  we  began  to  hear 
once  again  the  traditional  aversion  of  the  physician  to  anything  tainted  with  the  concept 
of  “politics.” 

It  doesn’t  matter  whether  one  is  a Democrat  or  a Republican,  we  are  all  still  Ameri- 
cans first,  and  this  is  more  important.  But  we  will  never  have  a country  fit  to  live  in  po- 
litically as  long  as  people  like  many  of  us  who  represent  a somewhat  higher  grade  of  intel- 
ligence than  the  average  are  willing  to  sit  off  at  a safe  distance  and  say,  “Politics  is  dirty, 
I wouldn’t  touch  it  with  a ten  foot  pole.” 

You  can  bet  your  bottom  dollar  politics  is  dirty,  but  it  didn’t  get  dirty  until  people 
made  it  dirty,  and  it  is  not  going  to  get  any  cleaner  until  people  who  have  a sense  of  de- 
cency and  integrity  are  willing  to  get  down  on  their  hands  and  knees  with  a scrub  brush 
and  a pail  and  clean  up  the  filthy  mess  that  exists  in  both  political  parties. 

Politics  is  simply  the  art  of  making  government  work.  It  is  the  machinery  by  which 
society  makes  its  moral  decisions.  It  is  no  more  basically  dirty  than  were  the  rivers  of  this 
country  before  we  began  pouring  our  raw  sewage  into  them.  It  is  the  people  who  are 
involved  who  have  made  politics  dirty  and  mostly  this  has  been  by  default.  We  get  just  as 
good  politics  and  just  as  good  government  as  we  are  willing  to  fight  for,  and  just  as  bad 
politics  and  just  as  bad  government  as  we  are  willing  to  stand  for. 

The  saving  of  our  way  of  life  in  America  is  a job  for  every  citizen,  and  there  are  far 
too  many  who  are  afflicted  with  the  disease  of  “spectatoritis,”  sitting  in  the  grandstand, 
knowing  just  what  play  ought  to  be  called,  finding  fault,  criticizing,  but  never  once  com- 
ing down  on  the  field  to  offer  any  actual  aid. 

Every  physician  cannot  serve  in  the  Congress  of  the  United  States,  or  in  the  state  leg- 
islature, or  on  city  councils  or  county  courts.  Every  physician  cannot  be  mayor  of  the  city 
in  which  he  lives,  although  many  are.  But  every  physician  can  be  intimately  involved 
with  the  mechanisms  of  government  from  the  local  to  the  national  levels  to  the  point  where 
he  is  available  for  assistance,  advice,  and  perhaps  even  office,  and  to  the  point  where  he  is 
informed  regarding  the  issues  of  those  elections  which  concern  him  and  that  he  maintain 
this  interest  long  after  the  battle  is  over.  The  fight  is  never  over. 

Politicians  devote  much  of  their  time  and  interest  to  medicine.  Physicians  would  do 
well  to  devote  equal  time  to  politics. 


President 
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EDITORIAL 


WILL  MEDICINE  FOLLOW  THE  ROAD  OF 
NONPARTICIPATION  UNDER  MEDICARE? 

In  the  Editor’s  opinion,  the  members  of 
TMA  should  not  need  to  depend  upon  the 
news  media,  which  often  innocently  misin- 
terpret news  and  at  times  viciously  mislead 
its  audience,  for  the  story  of  proposals  for 
nonparticipation  in  “Medicare.”  Therefore  at 
the  request  of  the  Editor,  the  AMA  Delegate 
for  Middle  Tennessee,  Dr.  Daugh  Smith, 
and  our  Executive  Director,  Mr.  Jack  Bal- 
lentine, have  prepared  the  following  first 
hand  account  of  what  transpired  on  this 
topic  at  the  meeting  in  New  York. — Editor. 

The  “grass-roots”  voice  of  medicine  spoke 
out  loud  and  clear  at  the  meeting  of  the 
AMA  House  of  Delegates  in  New  York, 
June  20-24.  Representative  doctors  from 
every  corner  of  the  Nation  were  in  attend- 
ance at  the  hearings  of  the  Reference  Com- 
mittee of  the  House  of  Delegates.  More 
than  500  physicians  appeared  in  the  hear- 
ing room,  the  largest  number  anyone  can 
remember  as  attending  a hearing  on  any 


subject  before  a Reference  Committee.  Phy- 
sicians from  many  points  in  the  United 
States  who  were  not  delegates  to  the  AMA, 
paid  their  own  expenses  to  be  present  and 
to  testify  in  favor  of  nonparticipation  in 
the  Medicare  Law,  H.R.  6675.  The  hearings 
on  nonparticipation  held  by  the  Reference 
Committee  on  Legislation  and  Public  Rela- 
tions lasted  a day  and  a half,  another  rec- 
ord for  a Reference  Committee. 

The  interest  manifested  by  the  large  num- 
ber of  speakers  who  lined  up  to  await  their 
turn  to  speak  before  one  of  the  four  avail- 
able microphones  reminded  one  of  a voting 
line  just  before  the  close  of  the  polls. 
Seventy-seven  physicians  representing  all 
areas  of  the  United  States  consumed  more 
than  four  hours  testifying  on  the  resolu- 
tions dealing  with  nonparticipation  of  phy- 
sicians under  H.R.  6675,  the  Medicare  Act 
(now  passed  by  both  the  House  and  Sen- 
ate). 

Nine  resolutions  and  two  paragraphs  of 
the  AMA  President’s  inaugural  address, 
dealt  with  nonparticipation  under  Medi- 
care. Some  of  the  resolutions  were  mild 
. . . others  were  clear-cut  in  their  intent. 
In  his  inaugural  address,  the  incoming  Pres- 
ident, Dr.  Appel,  on  the  day  preceding  the 
hearings,  cautioned  against  hasty  decisions 
and  urged  watchful  waiting  before  taking 
action.  This  portion  of  Dr.  Appel’s  speech 
stimulated  the  emotions  of  many  speakers 
to  the  point  of  being  critical  of  the  new 
AMA  President. 

An  overwhelming  majority  of  those  who 
testified  urged  the  AMA  and  the  entire 
medical  profession  to  take  a stand  for  non- 
participation in  the  Medicare  Act.  Only 
the  statesmanship  of  members  of  the  House 
of  Delegates  was  able  to  control  the  emo- 
tional tension  to  the  end  that  no  final  ac- 
tion was  taken  on  this  heated  issue. 

The  Reference  Committee  pointed  out 
that  each  member  of  the  American  Medical 
Association  should  be  reminded  that  it  is 
the  individual  physician’s  obligation  to  de- 
cide for  himself  whether  the  conditions  of 
a case  for  which  he  is  about  to  accept  re- 
sponsibility permit  him  to  provide  his  own 
highest  quality  of  medical  care.  With  this 
and  other  sound  reasoning,  the  Reference 
Committee  presented  to  the  House  for  its 
consideration,  the  following  resolution: 
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“RESOLVED,  that  the  physicians  of  the  United 
States  of  America,  pledge  themselves  to  continue 
their  search  and  activity,  in  whatever  social  en- 
vironment may  develop,  to  secure  or  to  restore 
the  freedom,  high  quality  and  availability  of 
medical  care  which  has  been  traditional  in  our 
Country;  and  be  it  further 

“RESOLVED,  that  when  the  fate  of  the  pend- 
ing Medicare  legislation  is  determined,  this  House 
will  review,  in  special  session  if  necessary,  the 
effect  of  the  law  and  take  whatever  action  is 
deemed  necessary.” 

When  the  recommendation  was  presented 
and  debated  on  the  floor  of  the  House,  the 
entire  report  was  amended  in  a number  of 
ways.  These  reflected  a more  objective  and 
moderate  approach  by  the  Delegates  to  the 
thought  of  nonparticipation. 

The  action  of  the  House  was  to  further 
amend  the  Reference  Committee’s  report 
and  recommendations  to  make  them  much 
more  binding.  The  first  amendment  em- 
phasized again  the  Bauer  Resolution  of 
1961  which  reads  as  follows; 

“The  House  of  Delegates  of  the  American  Medi- 
cal Association  believes  the  medical  profession 
will  see  to  it  that  every  person  receives  the  best 
possible  medical  care  regardless  of  ability  to  pay, 
and  it  further  believes 

“That  the  medical  profession  will  render  that 
care  according  to  the  system  it  believes  is  in  the 
public  interest,  and  that  it  will  not  be  a willing 
party  to  implementing  any  system  which  it  be- 
lieves to  be  detrimental  to  the  public  welfare.” 

A second  amendment  reaffirmed  Section 
6 of  the  Code  of  Ethics,  as  follows: 

Section  6 of  the  Code  of  Ethics  of  the  Ameri- 
can Medical  Association  states  that  “a  physician 
should  not  dispose  of  his  services  under  terms  or 
conditions  which  tend  to  interfere  with  or  impair 
the  free  and  complete  exercise  of  his  medical 
judgment  and  skill  or  tend  to  cause  a deteriora- 
tion of  the  quality  of  medical  care.” 

In  a third  amendment  the  House  adopted 
nine  principles  for  standards  of  health  care 
programs  as  adopted  by  the  House  of  Dele- 
gates in  a special  meeting,  February  7,  1965. 
These  were  as  follow: 

(1)  No  person  needing  health  care  shall  be  de- 
nied such  care  because  of  the  inability  to  pay 
for  it. 

(2)  It  is  appropriate  that  government  revenues 
be  used  to  finance  health  care  when  other  re- 
sources have  been  found  to  be  inadequate. 

(3)  Every  level  of  government,  municipal, 
county,  state  and  federal,  should  assume  a re- 
sponsible share  in  the  financing  of  such  programs. 

(4)  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  to  that 
available  to  those  who  can  afford  to  pay. 

(5)  Maximum  use  should  be  made  of  volun- 


tary prepayment  and  insurance  mechanisms. 

(6)  Administration  of  such  program  should  be 
the  responsibility  of  the  state  government.  Par- 
ticipating states  should  be  required  to  meet  ade- 
quate standards  of  administration  in  order  to 
qualify  for  federal  funds. 

(7)  Eligibility  requirements  for  benefits  should 
be  fair,  realistic,  uncomplicated  and  practical. 

(8)  Any  such  health  care  programs  should  pro- 
vide funds  only,  and  not  direct  services. 

(9)  Funds  for  such  programs  may  come  from 
general  tax  revenues  and  not  from  social  security 
taxes. 

In  a related  action,  urging  that  govern- 
ment seek  the  advice  of  the  medical  pro- 
fession on  health  legislation,  the  House 
adopted  a resolution  which  included  the 
following  statements  that — 

“This  House  of  Delegates  restate  its  offer  to 
meet  with  the  President  of  the  United  States 
through  our  Legislative  Task  Force  to  discuss  pro- 
posed medical  care  legislation  with  the  view  to 
safeguarding  the  continued  provision  of  the  high- 
est quality  and  availability  of  medical  care  to  the 
people  of  the  United  States. 

"The  House  of  Delegates  of  the  American  Medi- 
cal Association  instruct  the  Board  of  Trustees  of 
the  AMA  to  embark  immediately  on  an  active 
campaign  to  inform  the  membership  of  the  Amer- 
ican Medical  Association  of  the  grave  considera- 
tions in  adhering  to  our  principles  of  ethics  posed 
by  legislation  now  pending  before  Congress. 

“The  American  Medical  Association  strongly 
urge  those  branches  of  the  government  interested 
in  the  formulation,  the  enactment  and  the  imple- 
mentation of  laws  which  deal  with  the  provision 
of  professional  medical  services  to  the  public  to 
seek  and  utilize  the  advice  and  assistance  of  the 
physicians  who  will  render  such  services.  Such 
advice  and  assistance  should  be  received  through 
our  chosen  representatives,  the  Officers  of  the 
American  Medical  Association. 

“The  American  Medical  Association  intensify 
its  efforts  to  modify  all  such  pertinent  legislation, 
employing  the  necessary  means  and  appropriate 
actions  to  the  end  that  the  health  of  the  public 
and  the  pursuit  of  excellence  in  medicine  be  un- 
impaired by  such  legislation. 

“The  American  Medical  Association  make  ev- 
ery effort  to  continue  and  where  necessary,  to 
expand  its  communication  activities  so  that  all 
physicians  as  members  of  component  medical  so- 
cieties will  be  promptly,  continuously  and  com- 
pletely informed  of  developments  in  this  critical 
area  during  the  coming  months.” 

In  final  action  on  this  matter,  the  House 
determined  that  medicine  should  not  go  to 
the  President  on  bended  knee,  since  offi- 
cials of  AMA  had  offered  the  services  of 
the  American  Medical  Association  to  the 
President  when  he  took  office,  offering  to 
help  him  with  the  health  care  problems  of 
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the  Nation  at  any  time.  This  offer  made 
by  letter  was  not  acknowledged. 

There  is  no  mistaking  Medicine’s  grass- 
roots voice.  It  spoke  with  force  at  the  re- 
cent AM  A Meeting  in  New  York! 

DR.  WILLIAM  C.  CHANEY 

As  has  been  my  custom  and  desire,  I wish 
to  pay  my  respects  to  a Past  President  of 
the  Tennessee  Medical  Association  and  a 
friend.  Dr.  Chaney  died  on  June  6 at  the 
age  of  75  after  having  lived  with  disabili- 
ties for  some  time.  He  is  survived  by  his 
wife  whom  he  married  in  1926. 

A native  of  Maryland,  Dr.  Chaney  at- 
tended secondary  schools  in  Baltimore  and 
Washington,  and  received  his  M.D.  degree 
from  the  University  of  Pennsylvania  School 
of  Medicine  in  1917.  After  a year’s  intern- 
ship at  its  University  Hospital  he  served  in 
the  Medical  Corps  of  the  U.  S.  Army  until 
the  summer  of  1919.  Following  three  years 
as  a Fellow  in  Medicine  at  the  Mayo  Clinic, 
he  received  a Master  of  Science  degree 
from  the  University  of  Minnesota  in  1922. 
He  remained  on  as  a member  of  the  staff  of 
the  Mayo  Clinic  for  two  years,  in  the  sec- 
tion of  Dr.  W.  A.  Plummer. 

Dr.  Chaney  entered  practice  in  Memphis 
in  1924,  and  in  his  early  years  there  was  ac- 
tive in  teaching,  holding  successive  clinical 
professorial  appointments  in  the  Depart- 
ment of  Medicine  at  the  U.  T.  College  of 
Medicine.  He  was  a member  of  the  staff  of 
both  the  Baptist  Memorial  and  the  Method- 
ist Hospital  in  Memphis. 

His  interests  in  medical  organizations 
were  wide.  He  served  as  President  of  the 
Memphis-Shelby  County  Medical  Society 
in  1940,  and  as  President  of  the  Tennessee 
Medical  Association  in  1945.  In  addition  he 
represented  TMA  in  the  AMA  House  of 
Delegates.  As  a Fellow  of  the  American 
College  of  Physicians  from  1924,  Dr.  Chaney 
served  as  its  Governor  for  Tennessee  from 
1941  to  1952,  and  as  Vice-President  in  the 
year  1953-54. 

This  man  had  an  intense  interest  in  the 
provision  of  adequate  medical  care  for 
those  in  need.  My  first  recollections  of  ac- 
quaintanceship with  Cal  Chaney  date  to  the 
time  when  we  were  members  of  the  TMA 
Committee  on  Prepaid  Insurance  in  1951.  It 


was  here  that  I became  impressed  with  his 
sincerity  in  facing  the  need  for  health  in- 
surance for  the  financially  handicapped — 
more  pertinent  then  than  now.  He  carried 
his  zeal  and  interest  in  prepaid  insurance 
into  his  activities  as  Chairman  of  a ref- 
erence committee  of  the  American  College 
of  Physicians  upon  the  subject  ofi  prepaid 
insurance. 

I particularly  became  aware  of  Cal’s  at- 
tributes as  a gentleman  and  counsellor 
when  I became  Governor  for  the  College 
after  the  untimely  death  of  Dr.  Sanford,  in 
1953,  who  had  succeeded  Dr.  Chaney  in  this 
assignment.  I was  a novice  and  Cal  was 
my  tutor  to  whom  I often  turned  for  advice. 
He  was  a soft  spoken,  quiet  and  gentle  per- 
son, unbiased  but  firm,  a man  of  conviction. 

To  have  known  Cal  Chaney  was  a privi- 
lege. 

R.H.K. 


DEATHS 


Dr.  William  Calvert  Chaney,  75,  Memphis,  past- 
president  of  the  Tennessee  Medical  Association, 
died  June  5th  in  a Memphis  Hospital  after  a 
lengthy  illness. 

Dr.  S.  Fred  Strain,  Jr.,  38,  Memphis,  died  May 
15th  at  Baptist  Hospital. 

Dr.  C.  T.  Speck,  46,  Cleveland,  died  May  13th  of 
an  acute  coronary  thrombosis. 

Dr.  J.  H.  McSwain,  91,  Paris,  died  June  3rd  at 
Henry  County  General  Hospital. 

Dr.  Charles  Samuel  Crook,  73,  died  April  30th  in 
Miami,  Florida.  Dr.  Crook  formerly  practiced 
medicine  in  Kingsport  in  1940-59. 

Dr.  Arthur  J.  Muller,  52,  Knoxville,  died  June 
3rd  at  St.  Mary’s  Hospital. 

Dr.  Horace  Lamar  Jones,  89,  Jackson,  died  May 
18th  at  Jackson-Madison  County  General  Hospital. 

Dr.  P.  M.  Bishop,  85,  Whiteville,  died  May  30th 
at  Hillcrest  Nursing  Home  in  Jackson. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Roane-Anderson  County  Medical  Society 

On  June  22nd,  members  of  the  Society  at- 
tended a special  orientation  meeting  at 
Eastern  State  Hospital  in  Knoxville  to  re- 
view the  new  Mental  Health  Laws  in  Ten- 
nessee. County  Judges,  Sheriffs,  Clerks  of 
Court,  Public  Health  and  Welfare  Person- 
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nel  also  participated  in  the  meeting. 

The  Society’s  regular  meeting  was  held 
in  the  cafeteria  of  the  Oak  Ridge  Hospital 
on  June  29th.  The  scientific  program,  enti- 
tled “Studies  Concerning  the  Nature  of 
Carcinogenesis  and  its  Relation  to  Chemo- 
therapy,” was  presented  by  Dr.  Stanfield 
Rogers,  Head  of  Co-Carcinogenesis  Pro- 
gram. 

Dr.  and  Mrs.  H.  B.  Ruley,  Oak  Ridge, 
were  hosts  for  the  annual  picnic  for  mem- 
bers of  the  Society  on  July  10th. 

Montgomery  County  Medical  Society 

A joint  meeting  of  the  Montgomery 
County  and  Christian  County  Medical  So- 
cieties, and  medical  officers,  including  Col. 
John  H.  McNerney,  Commandant,  attached 
to  the  Fort  Campbell  Hospital,  was  held 
May  27th  at  the  Clarksville  Country  Club. 

Following  a social  hour  and  dinner,  a 
panel  discussion  on  “Management  of  Hyper- 
tension” was  held  with  Dr.  Charles  Trahern, 
Clarksville,  as  moderator.  The  panel  mem- 
bers were  Dr.  John  Oates,  associate  profes- 
sor of  pharmacology  at  Vanderbilt  Hospital, 
and  Dr.  John  Foster,  associate  professor  of 
surgery  at  Vanderbilt  and  director  of  the 
S.  R.  Light  Laboratory  of  Surgical  Research. 

Dr.  V.  H.  Griffin,  President  of  the  Mont- 
gomery County  Medical  Society  presided  at 
the  meeting  which  was  attended  by  ap- 
proximately 50  physicians. 

Knoxville  Academy  of  Medicine 

Dr.  Joseph  Acker  presented  the  scientific 
program  on  “heart  block”  at  the  meeting  of 
the  Academy  on  June  8th.  Following  the 
regular  meeting,  a taped  recording  of  Dr. 
Kenneth  McFarland’s  address  to  the  public 
Service  Banquet  on  March  25th  was  pre- 
sented for  members  of  the  Society  who  de- 
sired to  hear  his  message.  Dr.  McFarland 
of  Topeka,  Kansas,  is  educational  consul- 
tant for  General  Motors  Corporation  and 
for  American  Trucking  Associations. 

Chattanooga-Hamilton  County 
Medical  Society 

Members  of  the  Chattanooga-Hamilton 
County  Medical  Society  heard  a report  on 
community  health  from  the  Metropolitan 
Council  of  Community  Forces  at  its  regular 


meeting  on  July  6th.  The  meeting  was 
held  in  the  auditorium  of  the  Interstate 
Building. 
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Loan  Program  for  Medical  Students 

CHICAGO — One  of  every  six  American  medi- 
cal students,  interns  and  residents  is  being  assist- 
ed by  a loan-guarantee  program  started  three 
years  ago  by  the  American  Medical 
Association. 

More  than  19,000  loans  totaling  more  than  $27,- 
600,000  have  been  guaranteed  under  the  program 
by  the  AMA’s  Education  and  Research  Founda- 
tion through  a cooperative  program  with  three 
banks. 

Medical  students  may  borrow  up  to  $10,000 
over  seven  years,  with  up  to  10  years  to  repay. 
They  may  borrow  $400  to  $1,500  annually. 

The  Foundation  has  raised  $2,472,000  as  a 
guarantee  fund  for  the  loans.  Each  dollar  guar- 
antees $12.50  in  bank  loans,  thus  providing  a 
credit  potential  of  more  than  $30  million. 

Loans  are  being  made  at  the  rate  of  600  a 
month.  Over  90  per  cent  of  the  total  loan  poten- 
tial and  accruable  interest  had  been  committed 
by  the  end  of  1964. 

Contributions  still  are  needed  to  keep  the  pro- 
gram on  sound  financial  footing,  said  Foundation 
President  Raymond  M.  McKeown,  M.D.,  of  Coos 
Bay,  Ore. 

It’s  expected  the  program  will  be  self-sustain- 
ing in  four  to  five  years,  he  said.  New  loans  then 
will  be  offset  by  repayments.  Borrowers  already 
have  repaid  384  loans,  and  are  repaying  another 
2,167. 

Medical  student,  interns  and  residents  are  eli- 
gible to  participate  if  they  are  U.S.  citizens  and 
are  enrolled  and  in  good  standing  in  full-time 
training  at  an  approved  American  medical  school 
or  hospital  internship  or  residency  program. 

* 

Congress  has  approved  legislation  author- 
izing more  than  $100  million  to  fiance  a 
three-year  extension  of  a program  of  feder- 
al aid  to  community  health  services,  includ- 
ing immunization  programs  against  polio 
and  measles. 

The  American  Medical  Association  sup- 
ported the  provisions  for  immunization  pro- 
grams and  most  other  features  of  the  leg- 
islation. Included  in  $11  million  a year  ear- 
marked for  immunization  is  a new  program 
to  innoculate  20  million  pre-school  children 
against  measles.  Aid  to  states  and  local 
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communities  for  immunization  programs 
against  polio,  diptheria,  tetanus  and  pertus- 
sis also  will  continue. 

Other  features  of  the  legislation  are: 

— $3  million  a year  for  a program  of 
health  services  for  domestic  migrant  work- 
ers and  their  families. 

— $50  million  to  continue  for  one  more 
year  a program  of  general  federal  aid  to 
communities  to  enable  them  to  establish 
and  maintain  adequate  public  health 
service. 

— $10  million  to  continue  for  one  more 
year  a program  of  federal  grants  designed 
to  encourage  the  development  of  new  or  im- 
proved methods  of  providing  health  serv- 
ices outside  the  hospital. 

The  House  Commerce  Committee  extend- 
ed the  last  two  features  for  only  one  year 
because  they  are  both  under  review  by  the 
public  health  services  with  a view  toward 
possible  changes. 

* 

Wilbur  J.  Cohen,  a longtime  advocate  of 
health  care  for  the  aged  under  social  secu- 
rity, has  been  promoted  to  Under  Secretary 
of  Health,  Education  and  Welfare. 

Cohen,  51,  has  been  Assistant  HEW  Sec- 
retary for  legislation  since  1961.  The  post 
made  him  the  Administration’s  chief  lob- 
byist for  medicare.  Playing  mainly  a be- 
hind-the-scenes role,  Cohen  long  has 
worked  for  social  security  financing  of 
health  care  for  the  aged.  At  one  time,  he 
was  director  of  the  social  security  research 
and  statistics  division.  He  succeeded  Ivan 
A.  Nestigen,  who  resigned,  as  HEW  under 
secretary. 
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Vanderbilt  University 
School  of  Medicine 

Highlighting  the  first  day  of  the  1965 
Vanderbilt  University  reunion  was  a series 
of  scientific  talks  for  medical  alumni  in  the 
lecture  hall  of  the  new  Science  Center. 
Speakers  included  Dr.  Clifford  Tillman, 
Natchez,  Mississippi,  who  described  his  ob- 
servations in  treating  heart  patients  with- 
out using  anti-coagulants;  Dr.  John  Foster, 


associate  professor  of  surgery  at  Vander- 
bilt, discussed  phenomenon  of  “corrugated 
arteries” — a condition  in  which  arteries  in 
x-rays  resemble  strings  of  beads;  and  Dr. 
Floyd  W.  Dennj/-,  professor  of  pediatrics  at 
the  University  of  North  Carolina,  reviewed 
viruses  as  caused  of  respiratory  disease. 

Other  speakers  and  their  subjects  were: 
Dr.  Eugene  Klatte,  professor  of  radiology, 
Vanderbilt,  “Special  Technics  in  Radiogra- 
phic Diagnosis”;  Dr.  Robert  W.  Noyes,  pro- 
fessor of  obstetrics  and  gynecology,  Van- 
derbilt, “Clinical  and  Basic  Science  Aspects 
of  Fertility  Control”;  Dr.  Daniel  Blain, 
president  of  the  American  Psychiatric  As- 
sociation, “Psychiatric  Services:  Transition 
to  the  Medical  Model”;  and  Dr.  Amos  Chris- 
tie, professor  of  pediatrics  at  Vanderbilt, 
“The  Growth  and  Development  of  a Pediat- 
ric Department.” 

* * * 

The  Vanderbilt  medical  faculty  totals  555, 
of  whom  284  are  practicing  physicians  who 
donate  their  time  to  the  university  and 
teach  in  the  school  of  medicine.  More  than 
800  students  are  enrolled  in  a medical  edu- 
cation program  at  Vanderbilt.  Two  hundred 
of  these  are  candidates  for  the  M.D.  degree. 
The  others  are  pre-doctoral  and  post- 
doctoral candidates  or  are  receiving  training 
in  a medical  specialty.  Only  six  other  medi- 
cal schools  exceed  Vanderbilt  University  in 
providing  full-time  medical  educators  for 

the  nation’s  87  medical  schools. 

* * * 

The  third  annual  Pauline  M.  King  Memo- 
rial Lecture  was  given  by  Dr.  Paul  W.  San- 
ger, nationally  known  surgeon.  The  lecture 
entitled,  “Surgical  Management  of  Patients 
with  Coronary  Occlusions”  was  presented 
in  the  medical  amphitheater  at  Vanderbilt 
on  May  20th.  Dr.  Sanger,  a 1931  graduate 
of  Vanderbilt  School  of  Medicine,  is  a prac- 
ticing surgeon  in  Charlotte,  N.  C.,  and  a 
member  of  the  examining  board  of  thoracic 
and  cardiovascular  surgery. 

The  Pauline  M.  King  lecture  series  was 
established  in  1962  by  Robert  F.  King  as  a 
memorial  to  his  wife.  Each  year  it  is  filled 
by  a distinguished  surgeon  in  the  field  of 
cardiovascular  or  thoracic  surgery. 

He  * * 

The  Vanderbilt  University  Department  of 
Microbiology  will  receive  a grant  of  $166.- 
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000  from  the  U.  S.  Department  of  Health 
Education  and  Welfare-.  The  money,  to  be 
paid  over  a period  of  five  years,  will  finance 
staphylococcal  metabolism  studies  by  Dr. 
John  H.  Hash,  a member  of  the  Vanderbilt 
faculty.  Of  the  $166,000  approximately  $47,- 
000  will  be  for  the  coming  academic  year. 
The  studies  will  seek  to  pin  down  how  anti- 
biotic drugs  work  on  bacterial  infections. 

Tennessee  Heart  Association 

Four  men  of  national  prominence  were 
speakers  at  the  annual  meeting  of  the  Ten- 
nessee Heart  Association,  June  11-12,  at  Ho- 
tel Peabody,  Memphis.  Speakers  at  the 
scientific  sessions  included  Dr.  George  A. 
Magovern,  clinical  associate  professor  of 
surgery  and  director  of  thoracic  surgery  di- 
vision at  the  University  of  Pittsburgh  and 
developer  of  an  artificial  heart  valve  which 
bears  his  name;  Dr.  Mason  Sones,  Jr.,  direc- 
tor of  cardiac  laboratory  and  pediatric  car- 
diology in  the  Cleveland,  Ohio,  Clinic 
Foundation;  and  Dr.  Gene  H.  Stollerman, 
professor  of  medicine  and  chairman  of  de- 
partment of  medicine,  University  of  Ten- 
nessee. Rome  A.  Betts,  executive  director  of 
the  American  Heart  Association,  addressed 
the  organization  at  a dinner  on  June  11th. 
The  event  was  hosted  by  Dr.  Walter  Mc- 
Leod of  Johnson  City,  President  of  the  Ten- 
nessee Heart  Association. 

St.  Jude  Research 
Published  by  Science  Magazine 

Results  of  an  investigation  of  the  inner 
workings  of  cells  at  St.  Jude  Children’s  Re- 
search Hospital  have  been  published  by 
Science  Magazine.  Written  by  Dr.  Bruce 
H.  Sells,  director  of  the  institution’s  labora- 
tory of  biochemistry,  the  article  deals  with 
the  role  of  ribonucleic  acids  (RNA)  in 
transmitting  genetic  information.  Dr.  Sells 
has  been  working  under  a research  grant 
from  the  Damon  Runyon  Memorial  Fund  to 
gain  new  information  concerning  relation- 
ships between  RNA  and  the  protein  materi- 
al which  constitutes  the  structural  and 
functional  components  of  the  cell. 

Middle  Tennessee  Medical  Association 

The  following  scientific  program  was  pre- 
sented at  the  141st  semiannual  meeting  of 
the  Middle  Tennessee  Medical  Association 
on  May  20th  in  Murfreesboro: 


“Medical  Treatment  of  Benign  Stricture  of  the 
Esophagu  s” — Jack  M.  Batson,  M.D., 

Nashville 

“Paracervical  Block  During  Labor” — J.  Howard 
Young,  Jr.,  M.D.,  Murfreesboro 
“Selection  of  Optimal  Time  for  Elective  Pediatric 
Surgery” — George  W.  Holcomb,  Jr.,  M.D., 
Nashville 

“Penetrating  Craniocerebral  Trauma” — Arnold 
M.  Meirowsky,  M.D.,  Nashville 
“The  Typhoid  Carrier” — Anderson  Spickard, 
M.D.,  Nashville 

“The  Recent  AMA  Conference  on  Blood  Banking 
— Some  Personal  Observations” — James  M. 
Phythyon,  M.D.,  Nashville 
“First  State  Health  Department  Birth  Control 
Clinic” — Joseph  L.  Willoughby,  M.D., 
Franklin 

“The  Solitary  Pulmonary  Nodule;  Etiology  and 
Treatment” — J.  Kenneth  Jacobs,  M.D., 
Nashville 

Case  Reports — Brucellosis  and  Endemic  Typhus” 
— Robert  Ransom,  M.D.,  Murfreesboro 
“Urinary  Tract  Infection  in  Children” — Robert 
H.  Rhamey,  M.D.,  Nashville 
“Intranasal  Injection  of  Long  Acting  Corticost- 
eroids for  Allergic  and  Vasomotor  Rhinitis” — 
Raymond  Strauss,  M.D.,  Ph.D.,  Fort  Campbell, 
Kentucky 

“Idiopathic  Coronary  Artery  Stenosis”  Case  Re- 
port— Radford  Smith,  M.D.,  Murfreesboro, 
Tennessee 

A symposium  entitled  “Present  Status  of 
Treatment  of  Rheumatoid  Arthritis,”  was 
moderated  by  Dr.  Benjamin  Fowler  who 
discussed  “Surgery  of  the  Hand.”  Other 
participants  and  their  subjects  were:  Dr. 
Don  Eyler — “Surgery  of  the  Foot”;  Dr.  J. 
William  Hillman — “Intra-articular  Injection 
of  Cortisone”  and  Dr.  Ben  J.  Alper — “Med- 
ical Treatment  of  Arthritis.” 

A CPC  prepared  by  a Murfreesboro  team, 
headed  by  Dr.  Frank  Fesmire,  was  dis- 
cussed by  Dr.  John  H.  Griscom  of 
Nashville. 

Addition  to  Baptist  Hospital 
In  Nashville  Planned 

Contracts  have  been  signed  for  the  con- 
struction of  an  $8  million  300-bed  wing  to 
the  Baptist  Hospital.  Estimated  to  take  22 
months  for  completion,  the  wing  will  in- 
crease overall  capacity  from  375  to  625 
beds.  It  will  contain  300,000  square  feet, 
more  than  doubling  the  size  of  the  hospi- 
tal’s present  plant.  Incorporating  latest 
concepts  in  hospital  care,  the  building  will 
contain  special  features  such  as  private 
rooms  available  at  the  semi-private  rate. 
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There  will  be  15  major  operating  rooms,  25 
recovery  rooms  and  two  additional  cystos- 
copic  rooms  for  urology,  plus  a surgical  in- 
tensive care  unit  and  enlarged  medical  in- 
tensive care  unit,  4 delivery  rooms  and  an 
80-bassinet  nursey,  plus  20  additional  pri- 
vate obstetric  rooms. 

The  wing  will  form  the  nucleus  for  the 
hospital  and  will  be  the  final  step  in  a 10- 
year  master  building  program. 


PERSONAL  NEWS 


Dr.  George  K.  Henshall,  Chattanooga,  addressed 
the  Physicians  Assistants  Association  at  a meeting 
of  the  group  on  May  13th. 

Dr.  John  C.  Rochester,  Knoxville,  and  Drs.  Phil- 
ip George,  Ethel  Ashton  Harrell,  and  Joseph 
Parker,  Memphis,  have  been  elected  to  fellowship 
in  the  American  Academy  of  Pediatrics. 

Dr.  Elmer  A.  Greene,  Kingsport,  has  been  elect- 
ed president  of  the  Sullivan  County  Tuberculosis 
Association.  Dr.  James  E.  Shull  of  Kingsport  was 
named  vice-president. 

Dr.  Nat  T.  Winston,  Jr.,  formerly  of  Chattanoo- 
ga, has  been  appointed  Commissioner  of  Mental 
Health  for  the  State  of  Tennessee.  Dr.  Winston 
succeeds  Dr.  Joseph  J.  Baker  who  resigned  to  be- 
come superintendent  of  a major  private  psychi- 
atric hospital  at  Providence,  Rhode  Island. 

Dr.  George  B.  Wyatt,  Jackson,  was  guest  speak- 
er at  a recent  meeting  of  the  West  Tennessee  Med- 
ical Assistants  Society. 

Dr.  Joe  David  Cox  is  now  associated  with  Dr.  R. 
C.  Webster  at  Giles  Clinic  and  Hospital  in  Gal- 
latin. 

Dr.  Fred  B.  Ballard,  Jr.,  has  been  installed  as 
President  of  the  Chattanooga  Area  Heart  Asso- 
ciation. 

Dr.  Laurence  Jones  of  Union  City  has  assumed 
the  presidency  of  the  Tennessee  Heart  Associa- 
tion, succeeding  Dr.  Walter  McLeod  of  Memphis. 
Dr.  Laurence  Grossman,  Nashville,  was  named 
president-elect  of  the  Association  to  take  office  in 
1966. 

Dr.  Robert  D.  Proffitt,  Maryville,  has  been 
named  chairman  of  the  Blount  County  Chapter  of 
the  American  Red  Cross. 

Dr.  John  H.  Burkhart,  Knoxville,  Dr.  Robert  M. 
Foote,  Nashville,  and  Dr.  Nat  T.  Winston,  Nash- 
ville, were  guest  speakers  at  the  Methodist  Law- 
yer’s and  Physician’s  Conference  at  Lake  Junalus- 
ka,  N.  C.,  July  8-11. 

Dr.  A.  R.  Tyrer,  Jr.  of  Memphis  addressed  the 
Rotary  Club  on  May  12th.  Dr.  Tyrer  discussed 
the  results  derived  from  the  operation  of  the  con- 
verted hospital  ship  S.  S.  Hope. 

Dr.  Ira  S.  Pierce,  Knoxville,  is  the  new  presi- 
dent-elect of  the  East  Tennessee  Heart  Associa- 


tion. Dr.  William  K.  Rogers,  Knoxville,  assumed 
the  presidency  of  the  organization  at  the  annual 
association  membership  meeting  on  May  12th. 

Dr.  David  P.  Hall  is  now  associated  with  Drs. 
Jesse  E.  Adams  and  James  R.  Headrick  in  the 
practice  of  thoracic  and  cardiovascular  surgery  in 
Chattanooga. 

Dr.  Vernon  Reynolds,  Nashville,  was  a guest 
speaker  at  the  meeting  of  the  American  Cancer 
Society,  June  16,  in  Philadelphia.  Dr.  Reynolds’ 
subject  was  “Combined  Chemotherapy  and  Radia- 
tion for  Solid  Tumors.” 

Dr.  Albert  H.  Fick,  Humboldt,  has  been  named 
president  of  the  medical  staff  at  St.  Mary’s  Hospi- 
tal. Dr.  Harold  G.  Barker  was  named  vice-presi- 
dent, and  Dr.  B.  L.  Couch,  secretary. 

Dr.  Harwell  Wilson,  Memphis,  president  of  the 
Society  for  Surgery  of  the  Alimentary  Tract,  pre- 
sided at  the  society’s  annual  meeting  in  New 
York,  June  20-25. 

Dr.  A.  K.  Husband,  superintendent  of  Greene 
Valley  Hospital  and  School  at  Greeneville,  was  the 
featured  speaker  at  the  convention  of  the  Tennes- 
see Association  for  Retarded  Children  in  Chatta- 
nooga on  June  5th. 

Dr.  Harry  K.  Ogden,  Fountain  City,  has  been 
elected  president  of  the  Tennessee  Valley  Acade- 
my of  General  Practitioners.  Dr.  George  G.  Hen- 
son, Knoxville,  was  named  vice  president,  and 
Dr.  Walter  C.  Beahm,  Knoxville,  was  elected  sec- 
retary-treasurer. 

Dr.  R.  H.  Hutcheson,  Nashville,  presented  a pa- 
per on  the  Williamson  County  Tuberculosis  Study 
and  the  Tennessee  Tuberculosis  Eradication  Pro- 
gram on  May  31st  at  the  61st  annual  meeting  of 
the  National  Tuberculosis  Association  in  Chicago. 

Dr.  Eben  Alexander,  Jr.,  formerly  of  Knoxville, 
has  been  named  president-elect  of  the  Harvey 
Cushing  Society,  an  organization  for  neurosur- 
geons. Dr.  Alexander,  now  of  Winston-Salem,  N. 
C.,  was  elected  at  the  organization’s  annual  meet- 
ing in  New  York  City.  He  will  take  office  in  April 
1966,  succeeding  Dr.  Francis  Murphey,  Memphis. 


ANNOUNCEMENTS 


Tennessee  Pediatric  Society 

The  annual  meeting  of  the  Tennessee  Pediatric 
Society  will  be  held  September  12-14  at  River- 
mont  Club  in  Memphis.  Guest  speakers  will  be: 
Louis  K.  Diamond,  M.  D.,  Professor  of  Pediatrics, 
Harvard  Medical  School,  Associate  Director  of 
Medical  Service,  Director  of  Blood  Grouping  Lab- 
oratory and  Hematology  Research  Laboratory, 
Children’s  Medical  Center,  Boston,  Mass.;  Heinz 
Eichenwald,  M.D.,  Professor  and  Chairman,  De- 
partment of  Pediatrics,  Southwestern  Medical 
School,  Dallas,  Texas;  and  Robert  Guthrie,  M.D., 
NARC  Research  Associate  Professor  of  Pediatrics, 
State  University  of  New  York  at  Buffalo. 

Subjects  of  papers  to  be  presented:  “Bleeding  in 
Childhood — Diagnosis  and  Management,”  and 
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“Erythroblastosis  Fetalis — Management  and  New 
Approach  to  Treatment”  by  Dr.  Diamond.  ‘‘Some 
Unusual  Infectious  Diseases  of  the  Newborn  In- 
fant,” and  “Physiologic  Jaundice  in  the  Newborn 
— When  Must  It  Be  Treated”  by  Dr.  Eichenwald; 
and  “Metabolic  Disease  of  the  Newborn  I & II”  by 
Dr.  Guthrie. 

American  College  of  Nutrition 

The  annual  scientific  meeting  of  the  American 
College  of  Nutrition  will  be  held  at  the  Americana 
Hotel  in  New  York  City  on  October  10th.  The  to- 
pic will  be  “Nutrition — Alcohol — Office  Practice.” 
For  further  information  contact  Robert  A.  Peter- 
man, M.D.,  F.A.C.N.,  Secretary,  3 Craig  Court,  To- 
towa  Borough,  New  Jersey,  07512. 

American  Academy  of  Pediatrics 

The  American  Academy  of  Pediatrics  will  hold 
its  34th  annual  meeting  October  23-28  at  the  Pal- 
mer House,  Chicago.  Some  3,000  pediatricians  are 
expected  to  attend  the  meeting,  which  will  include 
seminars,  round  table  discussions,  general  ses- 
sions, a film  program,  and  scientific  and  technical 
exhibits. 

The  Academy  meeting  is  open  to  physicians 
who  are  not  pediatricians.  Registration  fees  are 
$15  for  Academy  members,  applicants  to  the  Aca- 
demy, applicants  to  the  American  Board  of  Pediat- 
rics, nonmembers  out  of  school  less  than  five 
years,  and  physicians  in  the  Armed  Forces.  Regis- 
tration fee  for  nonmember  physicians  out  of 
school  more  than  five  years  is  $50.  Interested  phy- 
sicians may  write  to  the  American  Academy  of 
Pediatrics,  1801  Hinman  Avenue,  Evanston,  Illi- 
nois 60204,  for  a preliminary  program  and  housing 
and  registration  forms. 

New  Instructional  Course 
In  Otolaryngologic  Allergy 

The  second  instructional  course  in  otolaryngolo- 
gic allergy  will  be  presented  at  the  University  of 
Tennessee  in  March,  1966,  and  will  be  extended  to 
cover  a period  of  five  days.  The  first  course  was 
presented  at  the  UT  College  of  Medicine,  March 
18-20,  1965.  Dr.  Sam  H.  Sanders,  Chairman  of 
the  Department  of  Otolaryngology  of  the  Univer- 
sity is  the  Director  of  the  Course  which  is  under 
the  auspices  of  the  Department  of  Continuing 
Education.  This  intensive  three-day  seminar  dwelt 
upon  the  fundamentals  of  allergy  as  it  is  related 
to  otolaryngology.  The  course  was  offered  to  oto- 
laryngologists only.  Supplementing  the  Round 
Table  discussions  and  demonstrations  of  technics, 
more  formal  lectures  were  presented  upon  various 
subjects  of  prime  importance  in  the  relation  of  al- 
lergy to  otolaryngology. 

For  information  concerning  the  1966  course, 
contact  Kenneth  L.  Craft,  M.D.,  1002  Hume  Man- 
sur Building,  Indianapolis,  Indiana. 


Calendar  of  Meetings,  1965 
State 

Tennessee  Pediatric  Society, 
Rivermont  Club,  Memphis 
Tennessee  Valley  Medical  As- 
sembly, Tivoli  Theater,  Chatta- 
nooga 

Tennessee  Academy  of  General 
Practice,  17th  Annual  Scientific 
Assembly  and  Congress  of  Dele- 
gates, and  East  Tennessee  Heart 
Association,  Annual  Scientific 
Symposium  (November  5),  Gat- 
linburg  Auditorium,  Gatlin- 
burg,  Tennessee. 

Regional 

8th  Annual  Medical  Progress 
Assembly  of  the  Birmingham 
Academy  of  Medicine 
Kentucky  Medical  Association, 
Kentucky  Hotel,  Louisville 
Southern  Medical  Association, 
Houston,  Texas 

Southwestern  Medical  Associa- 
tion, 47th  Annual  Meeting, 
Sheraton  Motor  Inn,  El  Paso, 
Texas 

Medical  Society  of  District  of 
Columbia,  Washington  - Hilton 
Hotel,  Washington,  D.  C. 
Western  Surgical  Association, 
Sheraton  Fontenelle  Hotel, 
Omaha 

Southern  Surgical  Association, 
Homestead,  Hot  Springs,  Va. 

National 

American  Association  of  Ob- 
stetricians and  Gynecologists 
(Members  and  invited  guests), 
Homestead,  Hot  Springs,  Va. 
American  College  of  Physi- 
cians, Third  Fall  Meeting.  Mi- 
ami Beach,  Fla. 

American  Academy  of  Neurolo- 
gical Surgery,  Terrace  Hilton 
Hotel,  Cincinnati,  Ohio 
American  College  of  Surgeons, 
Annual  Clinical  Congress,  Den- 
nis Hotel,  Atlantic  City,  N.  J. 
American  Academy  of  Pedia- 
trics, Palmer  House,  Chicago 
American  College  of  Gastroen- 
terology, Americana  Hotel,  Bal 
Harbour,  Fla. 

American  Cancer  Society,  Bilt- 
more  Hotel,  New  York 
American  Medical  Association, 
Clinical  Meeting.  Philadelphia 
American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 


Sept.  12-14 
Sept.  27-28 

Nov.  3-5 

Sept.  19-21 

Sept.  21-23 
Nov.  1-4 
Nov.  4-6 

Nov.  15-17 
Nov.  18-20 
Dec.  7-9 
Sept.  9-11 

Oct.  7-9 

Oct.  14-16 

Oct.  18-22 

Oct.  23-28 
Oct.  24-27 

Oct.  27-29 
Nov.  28-Dec.  1 
Dec.  4-9 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  Medical  Association  is  designed  to  assist  both  physi- 
cians and  communities.  Further  information  is  available  from  the  TMA  Public  Service  Office,  112 
Louise  Avenue,  Nashville,  Termessee  37203 — phone  291-4584. 


Location  Wanted 

INTERNIST,  Board  eligible,  54,  native  Tennes- 
sean, graduate  of  University  of  Tennessee  College 
of  Medicine,  wants  to  return  to  Tennessee.  Mar- 
ried. Methodist.  Prefers  industrial,  institutional 
or  public  health  practice.  No  preference  as  to  lo- 
cation. Available  immediately.  LW-500 

GENERAL  SURGEON,  age  30,  graduate  Uni- 
versity of  Chicago  School  of  Medicine,  presently 
in  military  service,  wants  assistant  or  associate 
practice  in  Middle  Tennessee  city  of  50,000  plus. 
Will  consider  West  Tennessee.  Tennessee  li- 
cense. Jewish.  Married.  Available  within  one 
month.  LW-529 

OPHTHALMOLOGIST,  31,  graduate  of  Tennes- 
see College  of  Medicine,  wants  associate  or  clini- 
cal practice  in  Middle  or  West  Tennessee  area 
with  30,000  plus  population.  Married.  Methodist. 
Tennessee  license.  Board  eligible.  Available  upon 
completion  of  residency,  June  30,  1965. 

LW-543 

OBSTETRICIAN-GYNECOLOGIST,  age  34, 
graduate  of  the  University  of  Tennessee  College 
of  Medicine,  desires  associate  or  group  practice  in 
any  location  in  Tennessee  with  10,000  plus  popu- 
lation. Board  qualified.  Tennessee  license.  Mar- 
ried. Methodist.  Available  now.  LW-552 

SURGEON,  with  specialty  colon-rectal,  age  32, 
graduate  of  Emory  University,  wants  assistant, 
associate  or  clinical  practice  in  large  city  in 
Tennessee.  Married.  Certified  Part  I,  Board 
eligible  Part  II.  Available  last  of  July,  1965. 

LW-559 

GENERAL  PRACTITIONER,  30,  graduate  of 
the  University  of  Tennessee,  wants  assistant  prac- 
tice in  West  Tennessee  area  with  10,000  to  25,000 
population.  Tennessee  license.  Married.  Protes- 
tant. Available  July,  1966.  Now  in  military 
service.  LW-568 

PATHOLOGIST,  age  29,  graduate  of  the  Uni- 
versity of  Tennessee  College  of  Medicine,  wants 
directorship,  assistant  or  associate  practice  any- 
where in  Tennessee.  Married.  Jewish.  Board 
eligible.  Available  now.  LW-569 

INTERNIST,  32,  graduate  of  the  University  of 
Tennessee  College  of  Medicine,  wants  assistant  or 
associate  practice  in  Middle  Tennessee  town  of 
10,000  to  50,000  population.  Single.  Protestant. 
Tennessee  license.  Now  in  residency.  Available 
September,  1965.  LW-570 

GENERAL  PRACTITIONER,  35,  graduate  of 
the  Texas  Medical  Branch,  would  like  solo  prac- 
tice anywhere  in  Tennessee.  Will  consider  other 
types  of  practice.  Married.  Unitarian.  Available 
upon  notice.  LW-571 

GENERAL  PRACITIONER,  with  surgery,  29, 
graduate  of  the  University  of  Mississippi,  wants 
associate,  assistant  or  clinical  practice  in  any  sec- 
tion of  Tennessee  with  15,000  to  75,000  popula- 
tion. Prefer  location  adjacent  to  larger  city.  Mar- 
ried. Baptist.  Available  August  15,  1965. 

LW-572 

GENERAL  PRACTITIONER,  32,  graduate  Uni- 
versity of  Louisville,  would  like  associate  or  part- 


nership practice.  Will  do  limited  surgery.  Now  in 
residency.  Married.  Catholic.  Prefers  West  or 
Middle  Tennessee.  Available  July  30,  1965. 

LW-577 

INTERNIST,  with  sub-specialty  Cardiology,  31 
years  of  age,  would  like  any  type  of  practice  any- 
where in  Tennessee.  Now  in  residency.  Graduate 
of  Medical  College  of  Georgia.  Married.  Pres- 
byterian. Available  September  1965.  LW-578 

INTERNIST,  with  interest  in  Gastroenterology, 
39,  graduate  of  the  University  of  Tennessee  Col- 
lege of  Medicine,  wants  assistant  or  associate 
practice  in  West  Tennessee  city  of  150,000  plus. 
Married.  Jewish.  Tennessee  license.  Now  in  mili- 
tary service.  Available  August  15,  1966.  LW-579 

GENERAL  PRACTITIONER,  48,  graduate  of 
Tulane  University,  wants  associate,  industrial  or 
institutional  practice  in  Middle  or  West  Tennes- 
see. Tennessee  license.  Married.  Catholic.  Avail- 
able upon  notice.  LW-580 

OBSTETRICIAN-GYNECOLOGIST,  29,  gradu- 
ate of  University  of  Tennessee  School  of  Medi- 
cine, wants  associate,  partnership  or  solo  practice 
in  Tennessee  area  with  15,000  plus  population. 
Married.  Methodist.  Now  in  residency.  Tennessee 
license.  Available  April  1,  1966.  LW-581 


Physician  Wanted 

GENERAL  PRACTITIONER  needed  as  replace- 
ment in  southwestern  city  of  Tennessee,  45,000 
plus  population.  Office,  equipment  and  practice 
(established).  X-ray,  EKG,  diathermy  included  in 
equipment.  Excellent  hospital  with  open  staff  lo- 
cated in  town.  Excellent  school  systems.  PW-219 

GENERAL  PRACTITIONER  or  INTERNIST 
needed  to  establish  solo  practice  in  East  Tennes- 
see town  of  2,200.  No  other  physician  in  area. 
Clinic,  completely  furnished,  is  available  with  six 
months  free  rent.  Support  of  civic  and  elected 
officials  assured.  Good  housing,  schools  and 
churches.  Income  primarily  industrial.  PW-223 

GENERAL  PRACTITIONER  needed  in  East 
Tennessee  town  of  15,000  for  associate  practice 
with  two  other  GPs;  one  of  whom  devotes  half- 
time to  industrial  medicine.  Industralized,  pro- 
gressive town.  Age  required  30-35.  Office  space 
furnished.  Housing  available.  45  bed  hospital  lo- 
cated in  town.  PW-224 

GENERAL  PRACTITIONER  needed  in  East 
Tennessee  town  of  33,000  to  assume  practice  of 
recently  deceased  physician.  Office,  fully 
equipped  with  X-ray  and  laboratory  equipment 
included,  and  established  practice.  Excellent 
open  staff  hospital.  PW-227 

GENERAL  PRACTITIONER  wanted  to  assume 
practice  of  physician  in  East  Tennessee  town  of 
approximately  33,000.  Office  space  and  equip- 
ment available.  Good  housing  facilities.  Good 
schools  and  churches.  Town  proximal  to  large 
city.  PW-229 

RADIOLOGIST — Multiple  specialty  clinic  of  13 
physicians  has  an  opening  for  Radiologist,  Board 
Eligible,  Partnership,  Expansion  Plan,  Diagnostic, 
Isotope,  and  Cobalt  Equipment.  Address  inquiry 
to  Box  300  this  Journal. 
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TENNESSEE  VALLEY  MEDICAL  ASSEMBLY 

(Sponsored  by  the  Chattanooga  and  Hamilton  County  Medical  Society) 

TIVOLI  THEATER,  CHATTANOOGA,  TENNESSEE 
Monday,  September  27,  and  Tuesday,  September  28,  1965 

13TH  ANNUAL  ASSEMBLY 


7:30  REGISTRATION  BEGINS  - MONDAY,  SEP- 
TEMBER 27,  1965 

9:00  R.  K.  Gilchrist,  M.D.,  Clin.  Prof,  of  Surgery, 
University  of  Illinois,  Chicago,  111.,  “Principles  nf 
Surgical  Treatment  of  Cancer  of  the  Colon  and 
Rectum.” 

9:30  Carl  V.  Moore,  M.D.,  Busch  Prof,  of  Medicine 
and  Head  of  Dept.,  Washington  University,  St. 
Louis,  Mo.,  “Immune  Mechanisms  and  Their 
Practical  Implications  in  Hematologic  Disorders.” 

10:00-10:30  A.M.-REVIEW  OF  EXHIBITS 

10:30  Joseph  F.  Artusio,  M.D.,  Anesthesiologist-in- 
Chief,  New  York  Hospital,  New  York,  N.  Y., 
“The  Modern  Era  of  Anesthesia.” 

11:00  SYMPOSIUM:  John  W.  Hope,  M.D.,  Dir.  Dept, 
of  Radiology,  Children’s  Hospital  of  Philadelphia 
and  C.  Everett  Koop,  M.D.,  Prof.,  Pediatric 
Surgery,  University  of  Pennsylvania,  Philadelphia, 
Pa.,  “Abdominal  Tumors  in  Childhood.” 

NOON 

LUNCHEON  SYMPOSIUMS— Sept.  27,  1965  $4.00 
(Limited  to  50  physicians  per  symposium) 

(Tickets  must  be  obtained  prior  to  assembly) 

No.  1 -MANAGEMENT  OF  RENAL  FAILURE. 

Guest  Panelists:  Carl  V.  Moore,  M.D.,  Paul 
Teschan,  M.D.,  Bernard  Lown,  M l).,  Leigh- 
ton Cluef,  M.D. 

Moderator:  E.  Wayne  Gilley,  M.D. 

No.  2-NEOPLASTIC  AND  INFLAMMATORY  LE- 
SIONS OF  THE  COLON. 

Guest  Panelists:  R.  K.  Gilchrist,  M.D.,  E.  W. 
Heffernon,  M.D.,  George  Crile,  Jr.,  M.D., 
Alton  Ochsner,  M.D.,  Claude  Welch,  M.D., 
John  W.  Hope,  M.D.,  C.  Everett  Koop,  M.D. 
Moderator:  Charles  J.  Ray,  M.D. 

2:00  E.  W.  Heffernon,  M.D.,  Staff,  Dept.  Gastro- 
enterology, Lahey  Clinic,  Boston,  Mass.,  “The 
Medical  Aspects  of  Gallbladder  Disease.” 

2:30  Robert  Greenblatt,  M.D.,  Prof,  and  Chairman, 
Dept,  of  Endocrinology,  Medical  College  of 
Georgia,  Augusta,  Ga.,  “The  Hirsute  Female.” 

3:00-3:30  P.M.-REVIEW  OF  EXHIBITS 

3:30  Paul  Teschan,  M.D.,  Walter  Reed  Army  Insti- 
tute of  Research,  Washington,  D.  C.,  “Clinical 
Assessment  of  Electrolyte  Balance  Problems.” 

4:00  Denton  Cooley,  M.D.,  Prof.  Surg.,  Baylor  Uni- 
versity College  of  Medicine,  Houston,  Texas, 
“Occlusive  and  Aneurysmal  Disease  of  Major 
Arteries.” 

4:30  George  Crile,  Jr.,  M.D.,  Dept,  of  Surgery, 
Cleveland  Clinic,  Cleveland,  Ohio,  “The  Factors 
Influencing  the  Metastasis  of  Cancer.” 

Make  check  payable  to  Tennessee  Valley  Medical  As- 
sembly. (Tickets  will  be  mailed  to  you  or  held  at 
Registration  Desk  only  if  check  is  enclosed.) 


TUESDAY,  SEPTEMBER  28,  1965 

9:00  Alton  Ochsner,  M.D.,  Dept,  of  Surgery.  Ochsner 
Clinic,  New  Orleans,  La.,  “Treatment  of  Mela- 
noma.” 

9:30  Bernard  Lown,  M.D.,  Asst.  Prof,  of  Medicine. 
Dept,  of  Nutrition,  Harvard  School  of  Public 
Health,  Boston,  Mass.,  “Cardioversion  of  Ar- 
rhyth  mias.” 

10:00  10:30  A.M.-REVIEW  OF  EXHIBITS 

10:30  Robert  Patterson,  M.D.,  Prof.  Ortho.  Surgery, 
Cornell  University,  New  York,  N.  Y.,  “Fractures 
of  the  Neck  of  the  Humerus.” 

11:00  Amos  N.  Johnson,  M.D.,  President,  American 
Academy  of  General  Practice,  Garland,  N.  C., 
“ Practical  Office  Treatment  (Management)  of 
Arthritis 

11:30  Claude  Welch,  M.D.,  Clin.  Prof.,  Surgery,  Har- 
vard Medical  School,  Boston,  Mass.,  “Diverticu- 
litis of  the  Colon.” 

NOON 

LUNCHEON  SYMPOSIUMS— Sept.  28,  1965  S4.00 
(Limited  to  50  physicians  per  symposium) 

(Tickets  must  be  obtained  prior  to  assembly) 

No.  3 —ABNORMAL  UTERINE  BLEEDING. 

Guest  Panelists:  Robert  Greenblatt,  M.D.,  Rob- 
ert H.  Barter.  M.D. 

Moderator:  W.  Powell  Hutcherson,  M.D. 

No.  4— RECENT  ADVANCES  IN  TREATMENT  OF 
CARDIOVASCULAR  DISEASE. 

Guest  Panelists:  David  Boyd,  M.D.,  C.  Walton 
Lillehei,  M.D.,  Bernard  Lown,  M.D.,  Paul 
Teschan,  M.D.,  Joseph  Artusio,  Jr.,  M.D.. 
Leighton  Cluff,  M.D. 

Moderator:  Fred  B.  Ballard,  Jr.,  M.D. 

2:00  David  P.  Boyd,  M.D..  Dept,  of  Surgery,  Lahey 
Clinic,  Boston,  Mass.,  “Hiatus  Hernia.” 

2:30  Leighton  Cluff,  M.D.,  Prof,  of  Medicine,  Johns 
Hopkins  Medical  Institutions.  Baltimore,  Md., 
“A  Critique  of  Antibiotic  Therapy.” 

3:00-3:30  P.M.-REVIEW  OF  EXHIBITS 

3:30  C.  Walton  Lillehei,  M.D.,  Prof,  of  Surgery, 
University  of  Minnesota,  Minneapolis,  Minn.. 
“Progress  in  Surgical  Treatment  of  Cardiac  Dis- 
ease in  Adults.” 

4:00  Clifford  J.  Barborka,  M.D.,  Prof,  of  Medicine. 
Emeritus  Northwestern  University  Medical 
School,  Chicago,  111.,  “Diagnosis  and  Treatment 
of  Gastric  Ulcers.” 

4:30  Robert  H.  Barter,  M.D.,  Prof.,  Dept.  Obstetrics 
and  Gynecology,  George  Washington  University, 
Washington,  D.  C.,  “Management  of  Multiple 
Gestation.” 

5:00  Ralph  T.  Overman,  Ph.D.,  Past  Chairman  of 
Special  Training  Division,  Oak  Ridge  Institute 
of  Nuclear  Studies,  Oak  Ridge,  Tenn.,  “Funda- 
mental Problems  in  Isotopes  and  Scanning.” 
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Sigmoidoscopy  In  A Small  Hospital* 

JOSEPH  J.  DODDS,  M.D.,  Chattanooga,  Tenn. 


— 


'he  author  reviews  his  findings  in  500 
consecutive  sigmoidoscopies. 


The  purpose  of  this  paper  is  to  demon- 
strate the  value  of  sigmoidoscopy  in  a 
small,  private  hospital.  Since  the  rectum 
and  lower  sigmoid  are  so  easily  visualized, 
it  is  believed  that  this  procedure  should 
assume  a more  important  role  and  be  em- 
ployed more  frequently  if  serious  lesions 
are  to  be  discovered  while  there  is  still 
hope  for  cure. 

Most  physicians  agree  that  60  to  70%  of 
all  colonic  cancers  and  an  equal  percentage 
of  all  adenomatous  polyps  occur  in  the  dis- 
tal 24  cm.  of  the  large  bowel. 1-3  It  is  also 
accepted  that  polyps  and  malignancy  are 
two  of  the  most  common  and  important 
pathologic  conditions  occurring  in  the  lower 
bowel. 

It  is  not  my  purpose  to  enter  the  contro- 
versy as  to  whether  polyps  do  or  do  not  be- 
come malignant,  since  this  is  an  individual 
decision  which  must  be  made  by  the  physi- 
cian concerned,  from  the  information  and 
statistics  which  are  currently  available. 
Jackman1  estimates  that  the  incidence  of 
polyps  in  the  general  population  ranges 
from  3 to  10%  and  that  this  figure  rises 
sharply  in  people  over  the  age  of  30  years. 
A ratio  of  1.5:  1.0  predominence  of  males 
over  females  exists.1  It  is  reported  that  the 
incidence  of  multiplicity  in  groups  of  pa- 
tients with  polyps  approaches  25%;  approxi- 
mately 20%  of  people  who  have  developed 
one  polyp  will  develop  more.4’5  Some  au- 
thors report  that  6 to  20%  of  polyps  of  the 
colon  and  rectum  will  ultimately  become 


*From  The  Earl  Campbell  Clinic  Hospital, 
Chattanooga,  Tenn. 


malignant  if  left  untreated;7  it  is  said  there 
is  a 10%  incidence  of  cancer  of  the  rectum 
in  patients  previously  treated  for  polyps.8 
Cancer  of  the  colon  is  second  only  to  cancer 
of  the  lung  as  the  most  common  malignant 
killer  today.9  In  1962,  there  were  39,900 
deaths  from  cancer  of  the  rectum  in  this 
country,  and  it  has  been  estimated  that  this 
number  could  be  reduced  by  25,935  deaths 
per  year  by  the  regular  and  repeated  use  of 
the  sigmoidoscope.9 

Type  of  Series 

The  series  reported  here  consists  of  500 
consecutive  sigmoidoscopies  performed  in 
the  past  year.  This  examination  was  done 
on  all  patients  with  colonic  or  rectal  com- 
plaints as  well  as  upon  on  all  routine  ad- 
missions of  patients  over  the  age  of  40  years 
if  they  would  submit  to  the  procedure. 
The  series  included  271  women  and  229 
men,  most  of  whom  (56%)  were  in  their 
fifth  or  sixth  decade  of  life.  (Fig.  1.)  The 


Fig.  1.  Age  distribution  of  the  patients  in  this  se- 
ries. 
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youngest  patient  was  a 12  year  old  girl  and 
the  eldest  an  86  year  old  man. 

Symptomatology 

Many  of  the  patients  examined  had  no 
rectal  complaints,  while  others  had  more 
than  one.  (Table  1.)  Slightly  less  than  10% 

Table  I 

Symptomatology.  (Some  Patients  Had  More 
Than  One  Complaint) 


Bleeding  136 

Protrusion  123 

Constipation  107 

Pruritis  76 

Prior  rectal  surgery  57 

Rectal  chief  complaint  48 

Pain  41 

Diarrhea  27 


Total  615 


of  the  entire  series  of  patients  had  a chief 
complaint  referrable  to  the  rectum  or  anus. 
The  most  common  symptom  was  that  of 
bright,  red  rectal  bleeding  of  varying  se- 
verity. The  most  frequent  complaints  in 
order  of  decreasing  incidence  were  protru- 
sion of  the  mucosa,  constipation,  pruritis, 
pain,  and  diarrhea.  Fifty-seven  patients, 
approximately  11%,  gave  a history  of  pre- 
vious rectal  surgery. 

Significant  Findings 

As  one  would  expect,  the  most  common 
finding  was  hemorrhoids.  (Table  2.)  Inter- 

Table  2 

Type  and  Severity  of  Hemorrhoidal  Disease 


Internal  Hemorrhoids 

None  54 

Minimal  208 

Moderate  234 

Severe  4 

External  Hemorrhoids 

None  114 

Minimal  255 

Moderate  125 

Severe  6 


nal  hemorrhoids  generally  were  more  fre- 
quent and  more  extensive  than  their  exter- 
nal counterpart.  Hypertrophied  anal  papil- 
lae of  varying  sizes  were  present  in  120  pa- 
tients; 19  had  anal  fissures,  and  7 had  anal 
fistula.  Three  patients  had  first  degree  rec- 
tal prolapse.  Chronic  ulcerative  colitis  was 
present  in  1%  of  the  series.  Other  less  com- 
mon or  less  serious  conditions  were  found 
as  listed  in  Table  3. 

The  most  frequently  encountered  tumor 
was  the  adenomatous  polyp.  A total  of  97 
patients  or  19.4%  were  found  to  have  a to- 
tal of  134  polyps.  Fifty-seven  of  these  pa- 
tients were  males  representing  a ratio  of 


Table  3 

Rectal  and  Related  Problems  Discovered 
Excluding  Hemorrhoids 

No.  of  Patients 


Enlarged  anal  papillae  120 

Anal  scarring  and  tags  49 

Anal  fissure  19 

Anal  fistula  7 

Melanosis  coli  7 

Chronic  ulcerative  colitis  5 

Visable  diverticula  5 

Mucosal  abrasions  5 

Prostatic  carcinoma  4 

Nonspecific  proctitis  4 

Adenocarcinoma  of  the  rectum  3 

First  degree  rectal  prolapse  3 

Post-irradiation  proctitis  2 

Perianal  abscess  2 

Pilonidal  cyst  2 

Suspected  amebiasis  2 

Perianal  comedomes  2 

Villous  adenoma  (malignant  focus)  1 

Submucosal  oleoma  1 

Rectal  carcinoid  0 


Total  243 


1.4:  1.0  of  males  over  females.  Twenty-five 
patients  had  more  than  one  polyp  at  the 
time  of  examination,  or  an  incidence  of 
25.5%  in  the  patients  with  polyps.  Nineteen 
of  those  with  multiple  lesions  were  males,  a 
ratio  of  3.1  : 1.0  over  females.  The  youngest 
patient  with  a polyp  was  a 14  year  old  girl 
and  the  oldest  an  86  year  old  man.  The  fifth 
and  sixth  decades  included  65%  of  the  pa- 
tients with  polyps.  (Fig.  2.)  Approximately 


Fig.  2.  Age  distribution  of  the  patients  with  polyps. 


70%  of  the  lesions  were  located  in  the  rec- 
tum, 25%  in  the  rectosigmoid,  and  5%  in  the 
sigmoid  colon.  (Fig.  3.)  The  sizes  of  the 
polyps  varied  up  to  3.5  cm.,  though  the  vast 
majority,  approximately  96%,  were  a cen- 
timeter or  less  in  diameter.  It  is  our  policy 
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Fig.  3.  Schematic  Representation  of  the  location 
of  the  134  polyps  discovered  in  this  series. 


to  use  electrodessication  for  all  grossly  be- 
nign lesions  5 mm.  or  less  in  diameter  at  the 
time  of  examination,  without  biopsy.  In  le- 
sions from  5 to  10  mm.  in  diameter  biopsy  is 
done,  and  then  fulgurated  at  the  time  of  in- 
itial examination.  Lesions  greater  than  10 
mm.  have  a biopsy  initially  and,  if  micro- 
scopically benign,  are  dessicated  at  a subse- 
quent examination.  In  this  series,  biopsies 
were  done  on  34  lesions  and  fortunately  all 
were  benign.  Complications  from  the  local 
treatment  occur  in  less  than  2%  of  patients 
and  include  bleeding,  perforation  of  the 
bowel,  and  explosion  of  bowel  gas.1  In  this 
series  we  were  pleased  no  complications  de- 
veloped. 

In  the  entire  series  4 malignancies,  were 
discovered,  originating  in  the  bowel  and 
representing  an  incidence  of  0.8  percent. 
Three  of  the  lesions  were  adenocarcinomas 
and  the  fourth  was  a villous  adenoma  with 
a focus  of  low  grade  malignancy  in  it.  All 
of  the  patients  with  malignancy  were  men. 
The  villous  adenoma  measured  8 by  8 cm., 
the  carcinomas  measured  8 by  8,  6 by  6,  and 
2 by  2 cm.  The  carcinoma  which  measured 
2 cm.  in  diameter  developed  in  a man  in 
whom  sigmoidoscopy  had  been  done  four 
months  earlier,  at  which  time  there  was  no 
evidence  of  cancer.  (Fig.  4.)  This  is  the  ear- 
liest lesion  we  have  seen. 

Because  of  the  location  of  the  lesions,  2 
patients  required  abdominoperineal  resec- 
tions, one  a segmental  resection,  and  one  a 
low  anterior  resection  to  eradicate  the  tu- 
mors. (Table  4.)  None  of  the  patients  had 
any  gross  evidence  of  regional  or  distant 
spread  at  the  time  of  operation.  The  aver- 
age age  of  these  men  was  58  years.  There 
was  no  surgical  morbidity  or  mortality. 

Summary 

This  series  of  cases  shows  that  the  most 


Fig.  4.  Specimen  from  a patient  who  had  had  a 
negative  sigmoidoscopic  examination  4 months 
previously.  Note  the  presence  of  a polyp  in  the 
specimen. 


Table  4 


Malignancies  Found 


Procedure 

Age  Sex 

Location* 

Size 

1) 

Abdominoperineal 

resection 

52 

M 

3-11  cm. 

8x8  cm. 

2) 

Abdominoperineal 

resection 

62 

M 

10-18  cm. 

8x8  cm. 

3) 

Segmental 

resection 

46 

M 

17-19  cm. 

2x2  cm. 

4) 

Low  anterior 
resection 

76 

M 

10-16  cm. 

6x6  cm. 

*Distances  are  measured 

from  the  anal  verge. 

common  condition  involving  the  lower  bow- 
el is  hemorrhoids,  which  are  present  to  a 
varying  degree  in  approximately  90%  of  pa- 
tients. The  incidence  of  polyps  in  this  series 
approached  20%;  of  the  patients  having 
polpys,  approximately  25%  had  multiple  le- 
sions. The  symptomatology  of  patients  with 
polyps  or  cancer  was  of  little  value  in  at- 
tempting to  find  a valid  indicator  of  the  ex- 
istence of  such  disease  since  about  70%  of 
the  patients  having  these  lesions  denied 
symptoms  which  could  conceivably  have 
been  due  to  their  presence.  The  incidence 
of  cancer  of  the  rectum  is  approximately 
1%  as  is  the  incidence  of  cancer  of  the  pros- 
tate in  this  series.  Sigmoidoscopy  is  an  oft- 
en neglected  examination  which  all  physi- 
cians should  make  available  to  their  pa- 
tients even  in  the  absence  of  symptoms. 
This  procedure  could  significantly  reduce 
the  death  rate  from  cancer  of  the  rectum  if 
regularly  employed. 
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Bacterial  Endocarditis:  Blount,  John  Gray,  Am. 

J.  Med.  38:909,  1965. 

Eighty-nine  patients  with  bacterial  endocarditis 
are  reviewed  with  special  emphasis  on  bacteriolo- 
gy. The  diagnosis  was  substantiated  by  the  clini- 
cal course  and  positive  blood  culture  and/or  post 
mortem  findings. 

The  89  patients  were  seen  over  an  11  year  peri- 
od at  a referral  hospital,  with  an  incidence  of 
about  one  case  per  1,000  admissions.  Fifty-two 
patients  were  diagnosed  as  having  underlying 
rheumatic  heart  disease  and  21  as  having  congen- 
ital heart  disease.  No  distinction  was  made  be- 
tween acute  and  subacute  endocarditis.  In  the  en- 
tire series  68  patients  had  one  or  more  positive 
blood  cultures,  and  21  had  repeatedly  negative 
cultures.  Interestingly,  the  presence  of  prior 
treatment  with  antibiotics  had  no  statistically  evi- 
dent effect  on  obtaining  positive  blood  cultures. 
Seventy-eight  per  cent  of  the  group  with  prior 
antibiotic  therapy  had  a positive  culture  com- 
pared with  72%  of  the  group  not  treated  with  an- 
tibiotics. Of  the  bacterial  agents  identified,  54 
were  Streptococcus,  10  Staphylococcus,  and  4 oth- 
er organisms.  The  average  duration  of  symptoms 
prior  to  diagnosis  in  the  Streptococcus  group  with 
1.7  months  and  with  Staphylococcus  0.7  months. 
There  was  no  correlation  in  this  series  between 
duration  of  symptoms  prior  to  diagnosis  and 
death  rate. 

The  author  differentiated  between  bacterio- 
static and  bacteriocidal  levels  of  antibiotics,  and 
went  into  detail  describing  the  tube  dilution  tech- 
nique of  measuring  bacterial  sensitivity  to  anti- 
biotics. It  was  shown  that  a bacteriostatic  amount 
of  penicillin  is  not  always  bacteriocidal  for  all 


strains  of  Streptococcus.  Therapy  was  primarily 
with  penicillin  and  variable  programs  were  used. 
The  goal  of  treatment  was  to  produce  a blood 
level  ten  times  the  bacteriocidal  level  in  broth. 
The  addition  of  probenecid,  500  mg.  every  6 
hours  will  elevate  the  blood  levels  of  penicillin  by 
interfering  with  the  renal  excretion  of  penicillin. 
Of  the  89  patients,  80%  survived  the  initial  hospi- 
talization. During  the  period  of  study  (11  years) 
an  additional  20%  died,  for  a survival  of  60  per 
cent.  Death  during  initial  treatment  resulted  from 
severe  congestive  heart  failure,  cerebral  emboli, 
and  uncontrolled  infection.  Of  the  late  deaths, 
half  were  due  to  congestive  heart  failure.  The  lat- 
ter occurred  despite  bacteriologic  cure.  It  was 
difficult  to  determine  if  the  early  deaths  were  due 
to  bacteriologic  failure  since  blood  cultures  were 
found  to  be  negative  while  organisms  were  seen 
to  exist  in  the  vegetations.  The  highest  mortality 
was  associated  with  enterococcal  infection.  Fail- 
ure to  isolate  an  organism  also  carried  a high 
death  risk. 

The  author  emphasizes  the  importance  of  pre- 
cise bacteriologic  examination  and  obtaining  bac- 
teriocidal levels  of  antibiotics.  The  latter  will 
aid  in  determining  the  choice  of  antibiotic,  dose 
and  duration  of  therapy.  A serum  dilution  test  is 
a useful  adjunct  to  verify  efficacy  of  treatment. 
This  is  performed  after  the  patient  has  been 
placed  on  antibiotics  and  tests  the  ability  of  the 
patient’s  serum  to  kill  a broth  culture  of  bacteria 
previously  isolated  from  his  blood.  (Abstracted 
For  the  Middle  Tennessee  Heart  Association  by 
Stewart  Ward,  M.D.,  Medical  Officer,  Heart  Di- 
sease Control  Program  of  the  Tennessee  Depart- 
ment of  Public  Health.) 
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High  Renal  Output  and  Uremia 
Following  Trauma* * 

Stanley  M.  Elmore,  M. D..^  Nashville,  Tenn. 

Acute  renal  difficulties,  except  for  posto- 
perative urinary  retention,  are  rarely  en- 
countered in  the  ordinary  practice  of  ortho- 
pedic surgery.  Furthermore,  serious  abnor- 
malities of  renal  function  following  acute 
trauma  are  not  considered  the  concern  of 
the  orthopedist  and  are  usually  not  treated 
by  him.  There  are,  however,  serious  renal 
consequences  which  may  occur  infrequent- 
ly in  association  with  orthopedic  trauma. 
Acute  renal  insufficiency  may  follow  any 
episode  of  shock  resulting  in  renal  ischem- 
ia, but  may  go  unrecognized  for  days  be- 
cause of  the  more  obvious  trauma. 

Merrill1  has  said  that  “acute  renal  fail- 
ure is  one  of  the  most  dramatic  and  impor- 
tant clinical  problems  with  which  the  physi- 
cian may  be  faced.  Its  importance  stems 
in  part  from  the  fact  that  many  patients 
with  acute  renal  failure  present  the  most 
severe  clinical  problems  from  which  an  in- 
dividual may  recover.  Thus,  both  the  se- 
verity and  the  reversibility  of  the  situation 
demand  attention.” 

Such  a case  is  the  subject  of  this  presen- 
tation. 

This  36  year  old  man  was  involved  in  an  auto- 
mobile accident  on  October  12,  1964,  in  which  he 
sustained  a dislocation  of  the  right  hip,  a fracture 
of  the  superior  and  inferior  pubic  rami  and  multi- 
ple lacerations  (Fig.  1).  There  was  no  history  of 
loss  of  consciousness.  He  arrived  at  Vanderbilt 
University  Hospital  24  hours  after  having  re- 
ceived first  aid  in  the  town  of  injury.  He  gave  a 
past  history  of  epigastric  pain  of  10  years  dura- 
tion. 

Physical  examination  revealed  a T.  of  102°, 
B.P.  of  100/70,  P.  of  120  and  R.  of  20.  Pertinent 
findings  were  multiple  lacerations  and  abrasions 
over  the  body  and  limbs,  and  burns  of  both  legs 
which  were  presumably  due  to  battery  acid.  A 
urinary  catheter  was  in  place. 

Course  in  the  Hospital:  Under  general  anesthe- 
sia a closed  reduction  of  the  hip  was  accom- 
plished. A Kirschner  wire  was  placed  in  the  right 
tibia  for  skeletal  traction  to  maintain  reduction  of 


fFrom  the  Department  of  Orthopedic  Surgery, 
Vanderbilt  University  Hospital  and  School  of 
Medicine,  Nashville,  Tenn. 

*Read  at  the  meeting  of  the  Tennessee  State 
Orthopaedic  Society,  April  12,  1965,  Chattanooga, 
Tenn. 


Fig.  1.  This  shows  fracture  of  the  pubic  sym- 
physis and  posterior  dislocation  of  the  right  hip. 


the  hip.  During  the  period  of  anesthesia,  the  pa- 
tient vomited  and  aspirated  gastric  contents  and 
was  in  a state  of  respiratory  arrest  with  cyanosis 
over  a period  of  approximately  2 minutes.  The 
aspirated  contents  were  removed  with  suction, 
the  patient’s  color  returned  and  the  operation  was 
completed  without  further  difficulty. 

During  the  first  17  hospital  days  his  fluid  in- 
take was  partially  or  completely  derived  from  in- 
travenous fluids.  A nasogastric  tube  was  inserted 
and  removed  three  times  during  the  first  week 
because  of  recurring  episodes  of  vomiting  in  the 
presence  of  active  bowel  sounds.  Other  than  this, 
he  seemed  to  be  doing  well  until  the  7th  hospital 
day  when  blood  was  noted  in  the  contents  of  the 
nasogastric  suction  and  his  packed  cell  volume 
decreased.  He  became  restless,  hyperactive  and 
disoriented.  The  serum  BUN.  was  elevated  to  240 
mg.  per  100  ml.  This  finding  was  associated  with 
metabolic  acidosis  and  electrolyte  imbalance.  The 
EKG.  showed  a prolonged  P-R  internal  character- 
istic of  hyperkalemia.  He  was  excreting  a large 
quantity  of  urine  with  a specific  gravity  of  1.020. 

He  was  treated  for  uremia  with  Kayexalate 
(sod.  polystyrene  sulfonate)  and  sorbitol  enemas 
to  reduce  the  serum  potassium.  Sodium  bicarbo- 
nate and  calcium  chloride  were  administered  in- 
travenously to  counteract  the  acidosis.  On  the  8th 
day,  the  patient  remained  disoriented  with  a hot, 
dry,  flushed  face.  The  PCV  was  29%,  the  BUN. 
was  276  mg.,  and  the  serum  calcium  was  de- 
pressed to  6.5  mg.  per  100  ml.  Serum  phosphorus 
was  elevated  to  13.  8 mg.  No  further  bleeding 
was  seen  from  the  nasogastric  tube.  The  urine 
volume  suddenly  increased  to  over  6,000  ml.,  con- 
tinued as  a 5-day  period  of  diuresis  with  daily 
urine  output  exceeding  6,000  cc.  (Fig.  2.) 

On  the  9th  hospital  day,  the  patient’s  sensorium 
cleared  and  the  BUN.  fell  to  200  mg.,  and  contin- 
ued a steady  decline  thereafter  to  reach  normal 
levels  of  20  mg.  10  days  later.  The  indwelling 
catheter  was  removed  14  days  after  injury  and  on 
the  17th  day  he  was  eating.  The  acid  burns  on 
his  legs  were  covered  with  skin  grafts  and  he 


254 


CASE  REPORT 


August,  1965 


MEDICATIONS 


W.K.  VUH  * 380145 


| PACKED  RED  CELLS  (3  UNITS) 
No  HCO3 


■■■<—  CALCIUM  IV 
Bsolu  b forte  ivM 

■K-  KAYEXOLATE  ENEMAS 

■■■§<-  MEPHYTON 
l$TAPHCILLINI 

ipgKi  icillinI 


T 1 1 " "T 1 1 1 1 ) I 1 1 | 

2 4 6 8 10  12  14  16  18  20  22  24  26 

* 

DAYS  AFTER  INJURY 

Fig.  2.  A composite  graph  of  significant  medica- 
tions administered  during  the  period  of  high  renal 
output  and  uremia  is  shown  above. 

was  discharged  40  days  after  injury.  One  month 
later  the  BUN.  was  12  mg.  per  100  ml.  and  he 
was  doing  well. 

This  case  is  unusual  because  it  does  not 
exhibit  the  anuric  or  oliguric  phase  of  ordi- 
nary acute  renal  insufficiency,* 2 * * * * * * *  nor  does  it 
coincide  with  other  reported  cases  of  high 
output  renal  failure34  in  which  BUN.  and 

daily  urine  volumes  were  not  elevated  to 

the  levels  in  the  case  just  described.  The 
unusual  features  are  that  following  mod- 
erately severe  trauma  this  man  developed 

marked  uremia  without  complete  loss  of 
renal  function  and  within  a period  of  sev- 

SERUM  SODIUM 
W.K.  VUH1*  380145 
H H 


eral  days.  The  remaining  renal  function 
was  manifested  by  the  ability  of  the  kidney 
to  excrete  vast  quantities  of  urine  of  ade- 
quate specific  gravity  in  the  presence  of 
uremia. 

Associated  with  these  phenomena  were 
the  usual  associated  earmarks  of  acute  re- 
nal failure  as  shown  by  an  elevated  serum 
potassium  (Fig.  3)  and  phosphorus  and  de- 
pressed levels  of  sodium  (Fig.  4),  chloride 
(Fig.  5),  calcium  and  CCU  combining  power 
(Fig.  6).  The  anemia  and  hemorrhagic 
diathesis  common  to  uremia  was  also  pres- 

SERUM  POTASSIUM 
W.K.  VUH  # 380145 
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Fig.  3.  Serum  potassium  values  were  elevated 
during  the  early  uremic  phase  but  became  slightly 
depressed  once  diuresis  began  on  the  8th  day. 
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Figs.  4 & 5.  Serum  sodium  and  chloride  levels  were  depressed  during  the  early  uremic  phase 
but  became  elevated  during  the  diuretic  phase  due  to  overzealous  administration  of  salt. 
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Fig.  6.  The  serum  C02  combining  power  values 
indicated  a persistent  acidosis  which  responded 
momentarily  to  the  intravenous  administration  of 
sodium  bicarbonate. 
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Fig.  7.  The  usual  phase  of  oliguria  associated 
with  a rising  BUN.  is  not  apparent  and  the  period 
of  diuresis  from  the  8th  to  the  13th  day  is  only 
relative.  The  reversal  of  the  rising  BUN.  coin- 
cides with  the  onset  of  diuresis. 

AVERAGE  DAILY  BLOOD  PRESSURE  S PULSE 

W.K.  VUH*  380145 


ent.  The  second,  or  diuretic  phase  of  acute 
renal  failure  which  usually  occurs  from  5 
to  14  days  following  injury  began,  in  this 
case,  on  the  8th  day  as  is  shown  in  figure 
7.  This  diuresis  may  signal  the  decline  of 
the  elevated  BUN.  levels  in  the  cases  in 
which  the  patient  survives.  In  this  case 
the  diuresis  is  a relative  one  because  of  the 
excellent  urine  output  of  more  than  2000 
ml.  during  the  5 days  which  preceded  the 
enormous  output  of  6000  ml.  on  the  8th  day 
after  injury. 

A low  grade  fever  has  been  previously 
reported  during  a period  of  diuresis  and  is 
illustrated  in  this  case  (Fig.  8).  The  cause 
AVERAGE  DAILY  TEMPERATURE  AND  PULSE 
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Fig.  8.  An  elevated  body  temperature  and  tachy- 
cardia coincide  with  the  period  of  increased  urine 
output.  The  cause  for  this  is  not  clear. 

of  this  is  not  clear.  Also,  a tachycardia  as- 
sociated with  a widened  pulse  pressure  oc- 
curred during  the  period  of  diuresis  (Fig. 
9).  This  phenomenon  has  been  reported  by 
Friedberg5  in  cases  of  carbon  tetrachloride 
poisoning  which  resulted  in  acute  renal  in- 
sufficiency with  high  urine  outputs,  but  car- 
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Fig.  9.  (A)  Tachycardia  is  shown  to  occur  during  diuresis.  (B)  A widened  pulse  pressure  is  illus- 
trated during  the  period  of  relative  diuresis. 
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diac  failure  occurred  in  his  case  as  well. 

Although  this  man  gave  a history  of  epi- 
gastric pain  of  several  years  duration,  there 
was  no  history  of  previous  episodes  of 
bleeding  so  it  can  be  assumed  that  the 
bleeding  which  occurred  resulted  from  the 
uremic  state.  The  exact  cause  of  the  bleed- 
ing associated  with  uremia  is  not  known 
but  laboratory  study  will  usually  confirm  a 
decreased  platelet  count  and  prothrombin 
time.  One  defect  is  thought  to  be  the  result 
of  defective  formation  of  thromboplastin.  In 
this  case  the  prothrombin  level  was  not 
measured  until  the  11th  day  after  injury 
was  found  to  be  18  per  cent.  It  remained 
depressed  for  several  days  as  the  BUN.  was 
falling  and  returned  to  67%  by  the  16th 
day.  The  low  calcium  may,  in  part,  account 
for  the  bleeding  tendency  as  well  as  muscu- 
lar twitching  and  disorientation  sometimes 
seen  during  the  uremic  phase. 

Although  a limited  number  of  determina- 
tions of  urine  specific  gravity  were  record- 
ed in  this  case,  the  patient  seemed  to  main- 
tain a relatively  good  urine  specific  gravity 
which  is  uncommon  with  acute  renal  fail- 
ure. In  the  absence  of  dehydration,  which 
this  man  did  not  have,  this  is  difficult  to  ex- 
plain though  Taylor0  reports  a high  urine 
specific  gravity,  especially  in  acute  renal 
failure  with  a rapidly  rising  BUN.,  resulting 
with  trauma. 

Retrospectively,  it  would  appear  that  ure- 
mia should  have  been  suspected  earlier  than 
the  7th  day  after  injury.  However,  it  is 
known  that  a well  defined  clinical  picture 
of  acute  renal  insufficiency  may  not  be 
apparent  during  the  early  stages  due  to 
masking  by  the  precipitating  causes — in 
this  case,  acute  trauma  of  the  extremities. 
Also,  the  normal  urine  output  in  the  early 
days  after  injury  belied  the  diminished  ex- 
cretory function  of  the  kidney. 

It  is  well  to  recall  that  acute  renal  fail- 
ure may  follow  any  episode  of  shock  caused 
by  burns,  head  injury,  soft  tissue  trauma, 
transfusion  reaction,  abruptio  placenta,  or 
chemical  poisoning.  Teschan7  estimated  an 
incidence  of  oliguria  in  0.5%  of  Korean  bat- 
tle casualties.  It  is  usually  diagnosed  by 
sudden  onset  of  oliguria  or  anuria,  pro- 
teinuria, low  urine  specific  gravity,  and  a 
rising  BUN.  The  phase  of  oliguria  is  usu- 
ally followed  by  a period  of  diuresis  begin- 


ning 5 to  14  days  after  renal  injury.  If  the 
patient  survives,  the  BUN.  may  begin  to 
diminish  during  diuresis,  but  if  the  BUN. 
continues  to  rise,  the  prognosis  will  be  poor 
and  extracorporeal  renal  dialysis  may  be 
required  to  achieve  survival. 

Uremia  is  generally  considered  to  be  pres- 
ent if  the  BUN.  is  greater  than  100  mg.  per 
100  ml.  Diuresis  is  said  to  occur  if  the  24 
hour  urine  output  is  greater  than  500  ml. 
although  Merrill2  considers  a urine  volume 
greater  than  300  ml.  for  24  hours  a state  of 
diuresis.  Atlas  and  Gaberman8  consider 
the  first  day  of  diuresis  to  occur  when  the 
urine  volume  exceeds  1000  ml. 

It  should  be  remembered  that  the  normal 
kidney  excretes  1000  to  1500  ml.  of  urine 
per  24  hour  period  and  that  an  undamaged 
kidney  is  obliged  to  form  at  least  300-400 
ml.  of  urine  daily  even  in  the  presence  of 
dehydration  and  will  be  able  to  concentrate 
urine  at  least  to  a specific  gravity  of  1.026. 

Furthermore,  the  kidney  is  a collection  of 
approximately  one  million  separate  func- 
tioning units  called  nephrons  which  are 
composed  of  a glomerulus,  proximal  and 
distal  convoluted  tubules  and  loop  of  Henle 
and  collecting  tubules.  These  structures 
are  in  close  association  with  an  intricate 
network  of  arteries  and  veins.  The  kidneys 
normally  receive  25%  of  the  cardiac  output 
and  the  glomerulus  forms  about  180  liters 
of  filtrate  per  day  from  which  about  500- 
1500  ml.  of  urine  is  excreted. 

As  we  have  seen,  the  etiology  of  renal 
failure  in  this  case  seems  to  have  been  a 
presumed  period  of  shock  following  the  ini- 
tial trauma  of  dislocation  of  the  hip.  It  is 
worth  speculating  that  the  episode  of  cya- 
nosis, during  the  period  of  anesthesia  when 
the  hip  was  being  reduced,  may  have  also 
contributed  to  the  subsequent  renal  difficul- 
ties in  this  case.  The  effect  that  this  event 
may  have  had  on  the  subsequent  develop- 
ments is,  however,  conjecture  and  is  difficult 
to  correlate  with  the  available  information 
on  acute  renal  insufficiency.  The  pathogene- 
sis also  is  not  clear.  Acute  renal  failure  has 
usually  been  thought  to  result  from  acute 
tubular  necrosis.  Whether  or  not  acute  tu- 
bular necrosis  actually  occurred  in  this  case 
is  not  known,  for  there  is  no  histologic 
proof. 

According  to  Meroney  and  Rubini0  the 
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urine  produced  during  acute  tubular  ne- 
crosis is  principally  derived  from  normal, 
undamaged  tubules,  while  the  majority  of 
damaged  4-ubules  produce  no  urine  at  all. 
They  say  that  oliguria  results  from  mechan- 
ical dams  within  the  tubular  lumens  which 
in  turn  are  infringed  upon  by  edema  pres- 
sure in  the  kidney.  If  this  concept  were  so 
it  would  be  expected  that  diuresis  should 
be  quite  sudden.  When  the  edema  subsides 
the  tubules  would  be  rapidly  decompressed 
and  their  lumenal  contents  flushed  out. 
Consequently,  in  quick  succession,  addition- 
al tubules  would  become  patent  by  the  ex- 
cretion of  urine  casts  and  other  tubular  de- 
bris. This  concept  of  tubular  necrosis  al- 
lows for  a period  of  tubular  cell  regenera- 
tion which  may  occur  within  7 to  14  days, 
correlating  well  with  the  observed  appear- 
ance of  diuresis  in  this  case.  It  is  thought 
that  in  cases  of  high  output  renal  failure 
there  remain  within  the  kidney  parenchy- 
ma normally  functioning  nephrons,  which 
necessarily  double  or  triple  their  normal 
excretory  levels  while  the  majority  of  tu- 
bules are  in  a non-functioning,  healing 
stage.  If  this  is  so,  it  would  be  possible  for  a 
small  number  of  nephrons,  working  at  a 
greatly  increased  capacity,  to  filter  and  ec- 
crete  a sufficient  amount  of  normal  appear- 
ing urine  to  prevent  complete  anuria  or  oli- 
guria. Merrill  points  out  that  urea  is  an  os- 
motic diuretic,  much  as  is  mannitol,  and 
that  the  increased  excretion  of  urea  obli- 
gates an  increased  urine  volume  to  be  ex- 
creted with  it.  However,  since  urea  excre- 
tion is  a direct  measure  of  the  glomerular 
filtration,  it  could  mean  that  glomerular 
filtration  was  diminished  in  the  case  just 
presented.  Such  a concept  of  acute  renal 
insufficiency  is  held  by  Allen.10  It  is  known 
that  35  to  40%  of  filtered  urea  diffuses  back 
through  the  tubule.  It  is  conceivable  that 
in  the  case  in  question  a large  amount  of 
urea  could  have  been  presented  to  the  kid- 
neys so  rapidly  that  it  was  impossible  to 
excrete  a sufficient  amount  rapidly  enough 
to  prevent  a rising  BUN.,  particularly  if  the 
tubules  resorbed  40%  of  the  filtered  urea. 
Hence  a patient  in  early  renal  failure  may 
excrete  a normal  amount  of  urea  with  a 
decreased  number  of  functioning  nephrons, 


but  as  the  BUN.  rises  a greater  urea  load 
is  imposed  upon  each  nephron  so  that  its 
excretory  capacity  is  increased  2 to  3 times. 
This  increased  excretion  of  urea  will  carry 
with  it  an  obligatory  water  loss,  enough  to 
cause  diuresis. 

It  should  be  emphasized  that  over-hydra- 
tion during  the  period  of  oliguria  is  a com- 
mon error  in  treatment  of  acute  renal  fail- 
ure and  has  resulted  in  many  deaths  due  to 
water  intoxication.  Conversely,  under-hy- 
dration and  failure  to  replace  electrolytes 
during  the  diuretic  phase  is  also  common 
and  contributes  to  fatality  due  to  electrol- 
yte imbalance.  Finally,  it  should  be  men- 
tioned that  when  acute  renal  insufficiency 
is  a result  of  shock  the  ability  to  concen- 
trate urine  may  persist  for  weeks  or 
months,  whereas  in  a kidney  damaged  by 
mephrotoxins  the  concentrating  power  is 
restored  more  rapidly. 

Summary 

A case  with  uremia  and  high  urine  out- 
put following  orthopedic  trauma  is  present- 
ed. This  is  a serious  complication,  often  fa- 
tal, which  may  go  unrecognized  because  of 
more  obvious  injury.  Although  rare,  the 
possibility  of  acute  renal  failure  must  be 
considered  in  ordinary  orthopedic  trauma 
because  of  the  serious  consequences. 
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The  author  presents  his  experiences  with  a contrast  medium  which,  taken  orally,  permits  adequate 
opacification  not  only  of  the  gallbladder  but  of  the  biliary  ducts  as  well. 

Experience  With  Ipodate:  A New  Oral 
Contrast  Agent  For  Cholecystography  And 

Cholangiography* 

ELLANN  McCRORY,  M.D.,f  Baptist  Hospital,  Memphis,  Tenn. 


Though  oral  cholecystography  has  long 
been  an  established  procedure  in  the  roent- 
genographic  diagnosis  of  biliary  disease, 
oral  cholangiography  has  proved  less  suc- 
cessful because  of  the  failure  of  the  biliary 
ducts  to  opacify  with  reliable  frequency 
following  ingestion  of  the  oral  agents  which 
have  been  available.  The  introduction  of  a 
new  oral  contrast  medium,  ipodate,**  re- 
ported to  be  capable  of  demonstrating  both 
the  gallbladder  and  its  associated  ducts, 
was  therefore  of  considerable  interest. 

Most  of  the  early  reports  of  the  investiga- 
tive work  with  ipodate  appeared  in  the  Eu- 
ropean medical  literature.  Among  the  ini- 
tial evaluations  of  this  medium  were  re- 
ports by  Bogatski,1  Keiner,2  Muller  and 
Sielaff,3  H a r w a r t and  his  co-workers,4 
Whiteside5- 6 Konner,7  Saltzman,8  and  Man- 
ton.0  These  studies  demonstrated  that,  fol- 
lowing its  oral  administration,  ipodate  was 
rapidly  absorbed  and  excreted  by  the  liver 
in  sufficient  concentration  to  opacify  the 
gallbladder  and  to  frequently  visualize  the 
bile  ducts.  In  the  United  States,  Brannan 
and  his  colleagues10  have  recently  reported 
the  use  of  ipodate  in  cholecystographic  ex- 
aminations of  300  patients.  These  investiga- 
tors not  only  found  that  ipodate  is  a reliable 
contrast  medium  but  they  also  discovered 
that,  because  of  the  rapidity  with  which  it 
is  excreted  in  amounts  sufficient  to  opacify 
the  gallbladder,  diagnostic  cholecystograms 


*From  the  Department  of  Radiology,  (J.  E. 
Whiteleather,  M.D.,  Director),  The  Baptist  Hospi- 
tal, Memphis,  Tenn. 

•(■Currently  with  the  University  of  Florida  Col- 
lege of  Medicine,  Gainesville,  Fla. 

**ORAGRAFIN  is  Tradename  of  E.  R.  Squibb 
& Sons,  New  York,  New  York. 


could  be  obtained  in  most  cases  within 
three  hours  after  ingestion  of  the  medi- 
um. White  and  Fisher11  have  compared 
ipodate  and  iopanoic  acid  in  a double-blind 
study  in  250  patients,  demonstrating  that 
ipodate  provides  satisfactory  cholecysto- 
grams with  fewer  side  effects  than  iopanoic 
acid  in  the  series  studied.  In  South  Amer- 
ica, Bornancini  and  Bornancini12  have 
reported  the  use  of  ipodate  by  rectal  admin- 
istration in  20  patients  with  good  absorp- 
tion of  the  medium  and  satisfactory  opa- 
cification of  the  gallbladder  within  one  to 
five  hours  after  administration.  In  the  re- 
ported studies  of  the  clinical  use  of  ipodate 
only  occasional  and  mild  side  effects  such 
as  nausea,  diarrhea,  and  vomiting  have 
been  encountered.  Occasionally,  headache, 
and  rarely,  urticaria  have  been  reported. 

Ipodate  is  supplied  as  the  calcium  salt 
(capsules)  and  as  the  sodium  salt  (gran- 
ules) of  3-  (dimethylamino-methyleneami- 
no)-2,  4,  6-triiodophenyl-propionic  acid.  The 
iodine  content  of  ipodate  calcium  is  61.7%; 
that  of  ipodate  sodium  is  61.4  per  cent.  Ipo- 
date calcium  is  practically  insoluable  in 
water;  ipodate  sodium  is  highly  soluble  in 
water. 

In  most  of  the  studies  recorded  in  the  lit- 
erature, ipodate  has  generally  been  given 
according  to  one  of  the  following  three  reg- 
imens: (1)  In  the  recommended  dose  (3 
Gm.)  given  12  hours  prior  to  the  examina- 
tion;2’ 8 (2)  By  the  “fractionated”  regi- 

men wherein  one  dose  (3  Gm.)  is  given  12 
hours  prior  to  examination  and  a second 
dose  (3  Gm.)  is  given  2 to  3 hours  before 
the  scheduled  examination;5’ 13  (3)  By  a 
rapid  method  in  which  a double  dose  (6 
Gm.)  of  ipodate  is  given  at  one  time  and 
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films  are  taken  one  to  five  hours  later,3- 5- 7 
In  the  average  patient,  the  fractionated 
method  of  administering  the  medium  has 
proved  to  be  the  most  useful  for  one  film 
visualization  of  both  gallbladder  and  ducts. 
In  none  of  the  reported  studies,  however, 
has  the  double-dose  rapid  method  been 
evaluated  in  a large  number  of  patients 
with  a history  of  previous  failure  of  the 
gallbladder  to  opacify. 

The  present  report  concerns  our  experi- 
ence in  the  use  of  ipodate  in  the  cholecys- 
tographic  and/or  cholangiographic  exami- 
nation of  81  patients,  all  of  whom  had  been 
examined  previously  with  non-opacification 
of  the  gallbladder  or  biliary  ducts. 

Materials  and  Methods 

Of  the  81  patients  included  in  the  present 
series,  56  were  women  and  25  were  men, 
with  ages  ranging  from  23  to  90  years,  most 
of  them  being  between  50  and  70  years  of 
age.  Ten  patients  were  post-cholecystecto- 
my and  were  for  follow-up  examinations.  In 
several  of  the  older  patients  abnormal  tests 
for  liver  function  had  been  found.  Chole- 
cystography and/or  cholangiography  with 
contrast  agents  other  than  ipodate  had  been 
done  in  every  case  with  no  visualization  of 
gallbladder  or  bile  ducts.  All  of  the  pa- 
tients were  referred  to  the  Radiology  De- 
partment of  this  hospital  for  further  exami- 
nation and  study. 

Ipodate  sodium  (Oragrafin  Sodium)  was 
given  to  36  of  81  patients  and  ipodate  cal- 
cium (Oragrafin  Calcium)  to  the  other  45 
patients.  Each  patient  received  a double 


dose  (6  Gm.)  of  the  contrast  agent,  given  at 
one  time,  and  films  were  taken  at  1,  2 Ms,  4, 
and  5 hours  following  ingestion  of  the  me- 
dium. A plain  film  of  the  abdomen  was 
taken  routinely  5 hours  after  administration 
of  the  medium  to  evaluate  the  residue  of 
ipodate  in  the  bowel.  Each  patient  was 
questioned  with  regard  to  any  unusual  sen- 
sations or  reactions. 

Results 

The  results  of  the  examinations  with  ipo- 
date for  the  entire  series  are  summarized  in 
table  1.  It  is  evident  that  films  of  diag- 
nostic quality  were  obtained  in  19  of  the  36 
patients  who  were  examined  with  ipodate 
sodium  and  in  25  of  the  45  examined  with 
the  calcium  salt.  Hence,  for  the  series  as  a 
whole,  films  of  diagnostic  quality  were  ob- 
tained in  44  (54%)  of  the  81  patients  who 
were  examined  with  either  ipodate  sodium 
or  ipodate  calcium. 

The  gallbladder  was  visualized  in  16  of 
the  36  patients  examined  with  ipodate  sodi- 
um and  in  23  of  the  45  patients  who  re- 
ceived the  ipodate  calcium.  Thus,  for  the 
series  as  a whole,  opacification  of  the  gall- 
bladder was  achieved  in  39  (55%)  of  the  71 
patients  with  an  intact  gallbladder.  Also, 
the  common  bile  duct  was  visualized  in  35 
patients,  the  cystic  duct  was  seen  in  27,  and 
the  hepatic  duct  was  opacified  in  14  of  these 
patients. 

Of  the  10  patients  who  had  had  cholecys- 
tectomy and  were  examined  with  ipodate, 
the  common  bile  duct  was  visualized  in  6, 
the  cystic  duct  was  visible  in  2,  and  the 


Table  I 


Summary  of  Results  of  Cholecystographic  and/or  Cholangiographic 


Examinations  with 

Ipodate*  in  81  Patients 

Contrast  Agent  Administered 

Ipodate  Sodium 

Ipodate  Calcium 

Total 

No.  of  patients  examined 

36 

45 

81 

No.  in  which  diagnostic  films  were  obtained 

19 

25 

44 

No.  in  which  gallbladder  was  visualized 
No.  in  which  ducts  were  visualized 

16 

23 

39 

Common  bile 

13 

22 

35 

Cystic 

10 

17 

27 

Hepatic 

8 

6 

14 

No.  in  which  gallbladder  was  not  visualized 
No.  in  which  ducts  were  not  visualized 

20 

22 

42 

Common  bile 

23 

23 

46 

Cystic 

26 

28 

54 

Hepatic 

28 

39 

67 

*Each  patient  received  a double  dose  (6  Gm.)  of  the  contrast  agent  at  one  time;  films  were  taken 
at  1,  21/2,  4 and  5 hours  after  ingestion  of  the  medium. 

**10  patients  of  the  series  were  examined  after  cholecystectomy. 
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hepatic  duct  was  outlined  in  2.  A definitive 
diagnosis  could  be  reached  in  6 of  these  10 
patients.  In  3 of  the  6,  the  biliary  ducts 
were  found  to  be  normal.  Of  the  3 remain- 
ing patients,  2 exhibited  dilatation  of  the 
common  duct,  and  the  third  patient  showed 
a remnant  Hartmann’s  pouch  filled  with 
stones. 

Residue  of  ipodate  in  the  bowel  was  only 
minimal  and  did  not  interfere  with  views  of 
the  gallbladder  in  any  case. 

Untoward  reactions  were  relatively  mild 
in  degree  and  few  in  number,  occurring  in 
only  4 patients  of  the  series.*  The  observed 
reactions  included  diarrhea  in  1 patient, 
which  persisted  for  2 hours;  mild  nausea  in 
2 patients,  developing  in  both  cases  within 
the  first  hour  after  ingestation  of  the  medi- 
um; and  vomiting  in  a fourth  patient.  Urti- 
caria was  not  observed.  Several  patients 
complained  of  headache  some  4 hours  after 
the  medium  had  been  given,  but  this  was 
thought  to  be  due  to  the  extended  period  of 
time  these  patients  had  gone  without  food 
rather  than  to  the  administration  of  ipodate. 

Comment 

The  results  of  this  study  confirm  that 
Ipodate  is  a satisfactory  contrast  agent  for 
cholecystography  and  cholangiography.  Di- 
agnostic films  were  obtained  in  more  than 
half  of  the  patients  whereas  previous  ex- 
aminations with  other  media  in  these  same 
patients  had  failed  to  visualize  either  the 
gallbladder  or  ducts  in  any  case.  The  re- 
sults of  this  study  also  indicate  that  diag- 
nostic visualization  of  the  gallbladder  and 
ducts  may  be  obtained  with  ipodate  within 
5 hours  after  ingestion  of  the  medium.  The 
short  period  of  time  required  to  obtain  di- 
agnostic films  with  this  medium  points  to  its 
usefulness  for  cholecystography  and  cho- 
langiography in  office  patients  as  well  as  in 
outpatients,  since  a diagnosis  may  be 
reached  on  the  same  day  that  the  patient  is 
referred  for  examination. 

The  results  in  the  relatively  small  num- 
ber of  postcholecystectomy  patients  includ- 
ed in  this  study,  demonstrate  that  ipodate 
also  provides  satisfactory  visualization  of 

*Three  additional  patients  scheduled  for  exami- 
nation had  nausea  and  vomiting  prior  to  adminis- 
tration of  ipodate  and  could  not  retain  the  medi- 
um, so  the  examination  could  not  be  completed. 


the  biliary  ducts  in  patients  who  have  had 
cholecystomy  essentially  without  the  side 
effects  which  may  be  encountered  by  the 
use  of  a medium  given  intravenously.  The 
ducts  were  best  seen  in  these  patients  from 
two  to  four  hours  after  ingestion  of  the 
medium. 

Relatively  no  difference  was  discernible, 
other  than  preference  of  the  patient,  be- 
tween the  two  ipodate  preparations,  either 
with  regard  to  the  concentration  of  the 
medium  in  the  gallbladder  and  ducts,  or  the 
diagnostic  quality  of  contrast  obtained,  or 
to  the  residue  of  medium  found  in  the 
bowel. 

On  the  basis  of  our  experience  in  this  se- 
ries of  81  patients,  we  have  found  Ora- 
graffin  a useful  oral  medium  for  cholangio- 
graphy even  in  postcholecystectomy  pa- 
tients, as  well  as  a good  cholecystographic 
medium. 

Summary 

Ipodate  (Oragrafin) , a new  oral  contrast 
medium  for  cholecystography  and  cholan- 
giography, has  been  used  in  the  examina- 
tion of  81  patients  between  the  ages  of  23 
and  90  years.  Ten  of  these  patients  had 
had  a cholecystectomy,  and  71  patients  had 
an  intact  gallbladder.  All  of  the  patients 
had  been  examined  previously  with  media 
other  than  ipodate,  and  in  these  examina- 
tions neither  the  gallbladder  nor  ducts  had 
been  visualized  in  any  case. 

Diagnostic  films  were  obtained  in  44  of 
the  81  patients  examined.  The  gallbladder 
was  visualized  in  39  of  the  71  patients  with 
an  intact  gallbladder  and  the  bile  ducts 
were  seen  in  a large  percentage  of  these  pa- 
tients. Among  the  35  patients  showing 
opacification  of  the  common  bile  duct  were 
6 of  the  10  patients  who  had  had  cholecys- 
totomy.  Also  among  those  obtaining  opaci- 
fication of  the  hepatic  and  cystic  ducts 
were  4 who  had  had  cholecystectomy. 

Reactions  occurred  in  only  4 patients  and 
were  very  mild  in  nature. 

Addenum.  Since  the  completion  of  the  study 
reported  here,  ipodate  calcium  and  ipodate  sodi- 
um have  been  used  routinely  in  cholecystographic 
studies  in  approximately  2000  patients  with  excel- 
lent diagnostic  films  and  only  rare  and  mild  reac- 
tions. 
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City  of  Memphis  Hospitals* 

Premature  Rupture  of  Membranes 

DR.  DON  BERRY:  This  patient  is  a 30  year  old, 
married,  colored  woman,  gravida  viii,  para  vii, 
whose  last  normal  menstrual  period  was  Dec.  15, 
1963,  and  whose  expected  date  of  confinement 
was  Sept.  22,  1964.  She  was  admitted  to  the  Ob- 
stetrical Service  of  the  City  of  Memphis  Hos- 
pitals on  Aug.  1,  1964,  with  the  chief  complaint 
of  painless  frank  rupture  of  the  membranes  24 
hours  prior  to  admission. 

The  patient  had  had  no  antepartum  care  and 
was  seen  for  the  first  time  with  this  pregnancy 
when  she  was  admitted  to  the  hospital.  Further 
history  revealed  that  she  was  apparently  well  un- 
til chills  and  fever  developed  after  rupture  of  the 
membranes.  No  urinary  or  respiratory  symptoms 
were  elicited. 

Irregular  contractions  had  begun  approximately 
8 hours  before  admission.  When  admitted  to  the 
labor  suite,  she  had  a T.  of  103.0°  F.,  P.  120,  and 
B.P.  of  130/70  mm  Hg.  Positive  physical  findings 
were  limited  to  the  abdomen  and  pelvis.  The  fun- 
dus was  compatible  with  her  gestational  history 
of  32  weeks  and  was  slightly  tender.  The  cervix 
was  2 cm.  dilated,  slightly  effaced  with  the  vertex 
at  -3  station.  Moderately  foul  amniotic  fluid  was 
leaking  from  the  cervix.  The  estimation  of  fetal 
size  was  3a/2  lbs.,  and  fetal  heart  tones  were  200 
per  minute. 

Laboratory  data  revealed  a HCT  of  26%,  WBC. 
8,500  with  68%  P.M.N.  and  normal  urinalysis. 

Physical  examination  and  laboratory  data  re- 
vealed no  cause  for  the  fever  other  than  possible 
amnionitis.  Thus,  the  impression  on  admission 
was  acute  amnionitis. 

Staff  consultation  was  obtained  and  disposition 
was  given  for  cesarean  hysterectomy.  Total 
cesarean  hysterectomy  was  performed  utilizing 
Fluromar  anesthesia,  and  a 3 lb.  male  infant  was 
delivered  who  had  a spontaneous  cry  and  respira- 
tion but  who  also  had  a slightly  foul  odor.  The 
infant  did  not  require  resuscitation  and  was  sent 
to  the  nursery  in  satisfactory  condition.  The  pla- 
centa was  normal  in  appearance  except  for  a 
thick  exudate  on  the  amnion.  The  pathology  re- 
port on  the  surgical  specimen  was  acute  endome- 
tritis and  acute  cervicitis. 

Chloramphenicol  (Chloromycetin)  was  admin- 
istered intravenously  at  the  time  of  admission 
and  was  continued  for  8 days  following  operation 
in  dosages  of  1.5  to  2.0  Gm.  per  day.  The  highest 
postoperative  T.  was  101°  F.  on  the  2nd  postop- 
erative day  and  subsequently  never  higher  than 


:1:From  the  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Tennessee  College  of  Medi- 
cine, Memphis,  Tenn. 


100°  F. 

The  only  postoperative  complication  was  the 
development  of  a superficial  wound  infection 
which  was  treated  routinely  with  irrigations.  She 
was  afebrile  for  the  last  11  hospital  days  and  was 
discharged  on  the  20th  postoperative  day. 

In  the  premature  nursery  the  infant  received 
aqueous  penicillin  and  kanamycin  (Kantrex). 
The  infant  did  well  with  the  exception  of  the  de- 
velopment of  jaundice  on  the  5th  day  of  life.  At 
about  this  same  time  it  was  noted  that  the  umbil- 
icus had  become  red  with  a yellowish  discharge 
from  its  base.  Cultures  of  the  umbilicus  grew 
Pseudomonas  aeruginosa  on  the  9th  day  of  life. 
Kanamycin  was  then  discontinued  and  polymixin 
begun.  The  T.  was  never  above  99.0°.  Blood  cul- 
tures, nasopharyngeal  cultures  and  lumbar  punc- 
tures were  all  negative.  Chest  films  were  clear. 
The  infant  was  discharged  on  the  29th  day  of  life, 
weighing  4 lbs.,  15x/2  oz. 

DR.  HENRY  B.  TURNER:  Dr.  Schreier,  I 
believe  this  case  illustrates  quite  well  one 
of  the  continuing  problems  on  the  obstetric 
service  at  the  City  of  Memphis  Hospitals, 
namely,  premature  rupture  of  the  mem- 
branes with  associated  infection  of  the 
mother  and  infant.  As  you  well  know,  our 
interest  in  this  problem  was  first  brought  to 
focus  by  the  work  of  Dr.  Albert  Hand  in 
the  Department  of  Pathology  some  eight  or 
ten  years  ago.  He  demonstrated  to  us  quite 
conclusively  that  maternal  amnionitis  asso- 
ciated with  subsequent  infection  in  the  in- 
fant led  to  21  perinatal  deaths  in  a group  of 
257  infant  deaths  on  the  pediatric  service. 
This  one  cause,  therefore,  held  the  rank  of 
6th  in  the  causes  of  perinatal  mortality  at 
this  hospital.  Since  that  time  we  have  been 
acutely  aware  of  the  problem  and  have  tak- 
en steps  to  act  promptly  when  a patient 
presents  herself  with  ruptured  membranes 
and  frank  amnionitis. 

DR.  SAM  P.  PATTERSON:  Several  as- 
pects of  this  case  made  it  a bit  easier  to 
manage  than  is  often  the  case.  The  problem 
can  become  much  more  complicated  when 
dealing  with  a woman  of  lower  parity,  such 
as  para  2 or  3.  Therefore,  the  whole  prob- 
lem of  the  management  of  premature  rup- 
ture of  the  membranes  with  infection  and 
resulting  amnionitis  is  before  us  today.  The 
big  problems  are  when  to  use  antibiotics 
with  ruptured  membranes,  how  to  manage 
the  remainder  of  the  pregnancy,  and  when 
and  how  to  terminate  the  pregnancy. 

DR.  JOHN  Q.  ADAMS:  Dr.  Schrier,  for 
this  particular  patient  it  is  really  rather 
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easy  to  make  a decision  as  to  disposition 
and  management;  but,  let  us  consider  the 
patient  with  ruptured  membranes  at  33 
weeks’  gestation  with  no  fever.  Suppose 
such  a patient  has  simply  called  on  the  tele- 
phone and  says  that  she  is  leaking  fluid.  I 
think  that  this  problem  has  had  more  con- 
troversial opinions  than  the  patient  with 
fever.  In  the  past  we  have  advised  some 
form  of  antibiotic  therapy — Gantrisin 
(Sulfisoxazole)  or  one  of  the  broad  spec- 
trum antibiotics.  More  recently  those  who 
have  made  extensive  studies  of  this  particu- 
lar problem  have  shown  that  antibiotics 
prophylactically  do  little  to  prevent  intrau- 
terine infection.  They  certainly  do  not 
prevent  infection  in  the  fetus,  so  we  believe 
now  that  the  use  of  antibiotics  routinely 
with  ruptured  membranes  prior  to  term  is 
probably  of  little  or  no  benefit. 

DR.  MARTHA  LOVING:  There  seems  to 
be  no  controversy  about  this  particular  pa- 
tient. She  had  a fetus  that  was  obviously  in 
distress  with  a heart  rate  of  200,  the  mother 
was  acutely  ill,  there  was  a questionably 
viable  fetus,  and  the  classic  treatment  for 
amnionitis  in  a grand  multipara  has  been 
cesarean  hysterectomy.  So,  in  this  case 
cesarean  hysterectomy  was  the  ideal  treat- 
ment. Perhaps  treatment  of  infection  in 
the  baby  might  have  been  aided  by  taking 
cultures  at  the  time  of  operation.  It  is  not 
often  that  one  sees  the  amnion  covered  with 
a purulent  exudate;  more  often  there  is 
foul  smelling  fluid.  However,  with  a primi- 
gravida  one  would  certainly  hesitate  to  do 
a cesarean  hysterectomy  in  this  same  situa- 
tion, and  perhaps  the  treatment  of  choice 
would  be  extraperitoneal  section. 

DR.  ADAMS:  Dr.  Loving,  would  you  con- 
cede that  your  opinion  regarding  extraperi- 
toneal cesarean  section  is  biased  somewhat 
by  your  extensive  experience  with  it,  and 
would  you  not  feel  perhaps  that  most  ob- 
stetricians are  not  quite  as  adept  at  per- 
forming this  operation  as  you  are  and 
would  not  choose  extraperitoneal  section? 

DR.  LOVING:  I am  sure  that  the  use  of 
extraperitoneal  section  should  be  used  only 
by  those  who  have  had  considerable  expe- 
rience with  it.  Without  such  experience, 
certainly  a low  cervical  section  would  be 
the  treatment  of  choice  in  a primigravida  in 
this  condition. 


DR.  MORTON  GUBIN:  Dr.  Schreier,  one 
point  needs  to  be  emphasized  regarding  Dr. 
Adams’  statement  that  antibiotics  are  of  no 
use  in  preventing  infection.  I believe  that 
it  also  needs  to  be  brought  out  that  the  use 
of  antibiotics  certainly  can  be  detrimental 
to  the  fetus.  The  long-acting  sulfas  are  met- 
abolized by  the  liver.  In  newborn  infants, 
especially  prematures,  the  liver  is  not  de- 
veloped sufficiently  to  metabolize  these  sul- 
fa drugs;  and  consequently  kernicterus  can 
be  produced.  The  tetracyclines  have  been 
incriminated  in  discoloration  of  the  teeth  of 
infants. 

DR.  TURNER:  Reference  has  been  made 
to  the  method  of  termination  of  pregnancy 
in  these  cases,  but  no  one  has  mentioned 
other  methods  of  termination  than  by  cesar- 
ean section  and  cesarean  hysterectomy.  I 
think  we  should  point  out  that  many  cases 
can  be  terminated  vaginally.  Generally 
speaking,  I believe  it  is  our  policy,  given  a 
patient  with  frank  rupture  of  the  mem- 
branes, to  consider  first  delivery  from  be- 
low. Many  of  these  patients  as  we  all  know 
will  go  into  spontaneous  labor  and  deliver 
within  the  first  24  hours  after  the  mem- 
branes have  ruptured.  If  this  does  not  oc- 
cur, the  method  of  delivery  depends  upon 
the  condition  and  ripeness  of  the  cervix. 

DR.  PHIL  C.  SCHREIER:  When  we  are 
dealing  with  a patient  with  premature  rup- 
ture of  the  membranes,  the  possibility  of  in- 
fection immediately  enters  our  minds.  How 
does  this  infection  get  in  and  are  there 
means  and  ways  of  avoiding  it?  First,  ex- 
cessive vaginal  examinations  should  be 
avoided,  particularly  while  waiting  to  make 
a decision  as  to  how  to  manage  the  preg- 
nancy. Second,  should  we  use  prophylactic 
antibiotics?  This  has  been  referred  to,  and 
some  of  the  deleterious  effects  reported 
have  been  commented  upon.  I do  not  be- 
lieve all  of  us  are  impressed  by  the  fact  that 
the  deleterious  effects  of  antibiotics  have 
been  so  thoroughly  demonstrated  as  to  con- 
traindicate their  use.  There  is  much  evi- 
dence that  the  use  of  antibiotics  does  not 
prevent  development  of  amnionitis.  In  other 
words,  we  cannot  rely  upon  antibiotics  pre- 
venting amnionitis.  The  interval  of  24 
hours  is  another  red  flag.  During  the  24 
hours  while  waiting  for  the  spontaneous 
onset  of  labor,  one  must  make  up  his  mind 
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as  to  how  the  case  will  be  managed.  Now, 
let  us  consider  some  alternatives  in  man- 
agement. 

DR.  BETTY  SCHETTLER:  There  might 
be  some  who  would  consider  serial  induc- 
tion with  oxytocin.  I think  in  general 
though,  that  with  a premature  infant,  a 
small  head,  and  an  unfavorable  cervix,  we 
would  not  consider  it  at  this  time. 

DR.  PATTERSON:  I would  like  to  pur- 
sue the  question  as  to  whether  anyone 
would  give  oxytocin  to  this  patient  in  order 
to  avoid  the  risk  of  an  abdominal  operation, 
realizing  that  the  fetus  might  be  sacrificed 
in  doing  so.  Under  certain  circumstances 
cesarean  hysterectomy  is  not  available  just 
as  extraperitoneal  cesarean  section  is  not 
universally  available.  Cesarean  hysterec- 
tomy is  becoming  increasingly  popular  but, 
as  yet,  has  not  been  perfected  by  the  major- 
ity of  those  confronted  with  such  problems 
as  today’s.  It  is  a hazardous  operation 
fraught  with  the  possibility  of  hemorrhage. 
When  one  prepares  to  do  this,  an  adequate 
supply  of  blood  must  be  available. 

DR.  ADAMS:  Dr.  Schreier,  the  use  of  ox- 
ytocin in  this  patient  would  be  quite  hazar- 
dous not  only  to  the  baby  but,  in  view  of 
her  high  parity  and  amnionitis,  to  the  moth- 
er as  well.  The  danger  of  uterine  rupture 
is  real.  The  infection  causes  a more  friable, 
edematous  uterus,  and  the  fact  that  the  ut- 
erus has  been  pregnant  so  many  times 
makes  stimulation  quite  undesirable. 

DR.  SCHREIER:  Do  you  think  as  we  sit 
around  this  conference  table,  that  all  would 
agree  that  oxytocin  would  not  be  accepta- 
ble in  this  type  case?  The  literature  tells 
us  that  in  some  areas  of  the  world  there  is 
little  concern  regarding  parity,  and  oxyto- 
cin would  not  be  contraindicated.  The 
great  danger  about  which  we  are  concerned 
here  is  uterine  rupture.  Now,  I would  like 
to  ask  another  question.  When  and  under 
what  conditions  would  we  use  oxytocin  in 
the  patient  who  has  premature  rupture  of 
the  membranes? 

DR.  LOVING:  This  patient  has  many 
reasons  to  contraindicate  the  use  of  oxyto- 
cin. She  has  a fulminating  infection,  fever, 
fetal  distress,  increased  gravidity  and  age. 
However,  if  one  were  presented  with  a 
younger  patient  of  less  than  6 gravidity,  at 
or  near  term,  with  the  cervix  somewhat  fa- 


vorable, and  without  severe  infection,  then 
one  might  consider  very  strongly  the  use  of 
oxytocin.  I think  all  of  us  would  use  oxy- 
tocin in  such  a case.  Even  if  the  cervix 
were  not  favorable,  in  a patient  of  lower 
parity  we  would  try  oxytocin  induction  be- 
fore resorting  to  cesarean  section  for  un- 
complicated premature  rupture  of  the  mem- 
branes. 

DR.  SCHREIER:  When  would  we  allow 
pregnancy  to  progress,  with  the  idea  of  ob- 
taining a fetus  of  larger  size? 

DR.  PATTERSON:  All  of  us  have  had 
patients  call  and  say  they  have  had  rupture 
of  the  membranes  at  home  without  pains 
prior  to  viability.  We  would  advise  them 
to  remain  quiet  and  see  what  happens. 
They  may  go  into  labor,  or  they  may  stop 
leaking  fluid  and  the  pregnancy  progress. 
We  advise  also  against  doing  anything  that 
might  introduce  infection,  particularly 
douches  and  intercourse.  The  question  of 
whether  tub  baths  should  be  discontinued 
is  debatable.  So,  we  suggest  they  take 
showers.  At  times  the  question  is  raised  as 
to  whether  the  membranes  have  really  rup- 
tured. A gush  of  fluid  which  repeatedly 
wets  the  clothes  is  good  evidence.  If  there 
is  an  uncertain  leak,  it  may  be  important  to 
know  whether  the  membranes  are  actually 
ruptured.  Tests  to  determine  whether  there 
has  been  rupture  of  the  membranes  are 
constantly  being  sought.  The  nitrazine  test 
is  regarded  by  some  as  being  a good  indica- 
tion, while  others  do  not  place  much 
confidence  in  it.  There  are  those  who  have 
injected  into  the  uterus  through  the  abdom- 
inal wall  solutions  which  will  come  into  the 
vagina  and  which  can  be  detected  there 
such  as  dilute  methylene  blue.  Examination 
of  the  fluid  for  fetal  epithelial  cells  has 
been  used.  Certainly  this  is  a very  per- 
plexing problem  at  times,  and  this  confer- 
ence has  indicated  that  we  do  not  always 
have  absolute  answers. 

DR.  SCHREIER:  To  summarize,  the  man- 
agement of  premature  rupture  of  the  mem- 
branes is  dependent  on  a number  of  factors. 
In  general,  our  overall  approach  to  the 
problem  is  one  of  conservatism.  Regarding 
diagnosis,  the  pregnant  patient  who  prior  to 
the  onset  of  labor  presents  herself  with  a 
history  of  a sudden  gush  of  water  or  a per- 
sistent gradual  loss  of  fluid  per  vagina  is 
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considered  to  have  premature  rupture  of 
the  membranes  until  proved  otherwise. 
Speculum  examination  with  visualization  of 
fluid  escaping  from  the  external  cervical  os 
is  diagnostic.  Various  laboratory  studies 
such  as  the  nitrazine  test,  microscopic  ex- 
amination for  fetal  squames,  etc.,  may  aid 
in  the  diagnosis.  For  patients  with  a diag- 
nosis of  premature  rupture  of  the  mem- 
branes and  a pre-viable  fetus,  bed  rest  and 
observation  is  advocated.  At  the  present 
time  our  program  does  not  include  the  use 
of  prophylactic  antibiotic  coverage.  Should 
clinical  symptoms  of  amnionitis  develop,  the 
pregnancy  is  terminated  vaginally,  if  possi- 
ble. The  usual  precautions  regarding  the 
use  of  oxytocin  should  be  observed.  With 
clinical  symptoms  of  amnionitis,  massive  an- 
tibiotic therapy  is  instituted  in  an  attempt 
to  combat  maternal  infection.  In  the  pa- 
tient who  is  at  term  with  premature  rup- 


ture of  the  membranes  and  a favorable  cer- 
vix, oxytocin  induction  should  be  consid- 
ered. Otherwise,  the  patient  is  observed  for 
48  hours,  primarily  for  the  spontaneous  on- 
set of  labor.  If  after  48  hours  of  observa- 
tion spontaneous  labor  has  not  begun,  the 
pregnancy  is  terminated  by  the  most  ap- 
propriate route.  Should  there  be  an  indica- 
tion to  terminate  the  pregnancy  by  the  ab- 
dominal route,  the  previous  training  and 
experience  of  the  obstetrician  should  deter- 
mine whether  to  proceed  with  intra-  or  ex- 
traperitoneal  cesarean  section.  For  patients 
who  have  completed  their  families,  cesarean 
hysterectomy  may  be  the  best  method  of 
management,  when  both  the  training  of  the 
surgeon  and  the  hospital  facilities  permit. 
However,  cesarean  hysterectomy  as  the 
treatment  of  choice  should  be  reserved  for 
patients  of  grand  multiparity  or  of  neglect- 
ed infected  cases. 
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Veteran's  Administration  Hospital* 

Polycystic  Renal  Disease 

Present  Illness:  This  61  year  old  white  man 
was  first  admitted  to  Kennedy  Hospital  6V2  years 
before  death.  He  was  referred  by  his  physician 
for  a “check-up”  for  high  blood  pressure.  His 
only  complaints  were  a dull  ache  in  his  chest  un- 
related to  exertion,  and  nocturia  (2  times)  practi- 
cally all  of  his  life. 

Significant  findings  on  the  first  admission  were 
a B.P.  of  210/120,  a negative  chest  x-ray,  normal 
EKG,  and  eye  grounds  which  revealed  minimal 
tortuosity  and  nicking  of  vessels.  The  CBC  was 
normal;  urinalysis  revealed  a trace  of  albumin 
and  a concentration  test  maximum  was  1.010. 

Four  years  later  he  returned  complaining  of  ex- 
ertional dyspnea  for  6 months  and  pedal  edema 
for  a week;  he  still  mentioned  nocturia  and  had 
noted  daytime  urinary  frequency.  B.P.  was 
220/120;  retinopathy  was  Grade  II.  The  heart  was 
at  the  upper  limits  of  normal  in  size.  Ankle  ede- 
ma was  noted. 

Laboratory  Data:  RBC  was  3.1  million;  Hgb.  9 
Gms.,  E.S.R.  17  mm. /hr.;  urinalysis  revealed  a 
faint  trace  of  albumin  and  the  sp.  gr.  ranged 
from  1.002  to  1.010.  There  were  a few  RBC.  and 
WBC./hpf  on  repeated  urinalyses.  BUN.  was  39 
mg.  and  total  proteins  6.7  Gms.  with  albumin  of 
3.8  Gms.  per  100  ml.  Study  of  stools  for  blood 
and  parasites  was  negative.  Chest  film  revealed 
emphysema  and  a tortuous  aorta;  upon  IVP — “no 
contrast  media  visualized  on  films.  No  gross  ab- 
normality noted.”  EKG  was  normal.  He  was  giv- 
en one  blood  transfusion,  and  the  RBC.  rose  to 
4.0  million  but  later  dropped.  With  rest,  the  B.P. 
dropped  to  166/102.  The  patient  was  placed  on  a 
1 Gm.  sodium  diet  and  had  a normal  urine.  Urea 
clearance  was  7.5%  Serum  sodium  values  were 
109  to  135  mEq/L.,  most  of  them  being  near  120. 
Ca  level  was  4.7,  P.  3.2,  K.  5.5,  CO,  8:5  to  14 
mEq/L.  The  NPN.  rose  as  high  as  99,  but  at  the 
time  of  discharge  the  BUN.  was  34  mg.  per  100  ml. 

His  third  admission  was  6 months  later  for  a 
“check-up.”  He  had  noted  easy  fatigability  and 
slight  ankle  edema.  B.P.  was  230/120.  Urea  clear- 
ance was  found  to  be  19%  of  normal,  and  a 2% 
excretion  of  PSP.  in  15  minutes.  Total  proteins 
were  6.9  Gm.  with  an  albumin  of  4.0,  and  a BUN. 
of  34  mg.  per  100  ml.  Other  studies  were  as  giv- 
en on  the  second  admission.  He  received  four 
250  ml.  transfusions,  and  the  RBC.  rose  from  3.4 
to  4.2  million. 

Three  months  later  he  was  checked  again  and 
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studies  were  as  before  with  the  NPN.  68  mg.  and 
RBC.  3.3  million.  Urine  culture  was  negative. 
WBC.  and  RBC.  were  again  present  in  the  urine. 
The  B.P.  was  now  230/120.  Again  he  was  given 
four  250  cc.  transfusions  and  discharged.  The 
RBC.  rose  from  3.3  to  4.2  million. 

His  fifth  admission  was  16  months  later  for 
paroxysmal  nocturnal  dyspnea,  orthopnea,  and 
ankle  edema.  Significant  changes  were  that  he 
had  noted  gross  hematuria  3 weeks  prior  to  ad- 
mission, some  pleuritic  type  pain  in  the  left  chest 
for  1 week,  and  an  increase  in  nocturia.  Examina- 
tion was  similar  to  previous  ones.  RBC.  was  2.9 
million,  Hgb.  9 Gms.,  E.S.R.  12  mm. /hr.,  reticulo- 
cyte count  2%.  The  WBC.  was  3300  to  4400  with 
neutrophils  44  to  66%  and  eosinophils  as  high  as 
13%.  Urinalysis  showed  2+  albumin,  sp.  gr.  1.007, 
numerous  WBC.  and  many  RBC/hpf.  The  BUN. 
ranged  from  62  to  112  mg.  Serum  sodium  was 
132,  K.  5.6  and  CO,  15.5  mEq/L.  Total  proteins 
were  5.8  Gms.  with  an  albumin  3.8.  Stools  were 
negative  for  blood  and  parasites.  Liver  function 
tests  were  normal.  Chest  x-ray  revealed  pleural 
effusion,  emphysema,  and  a moderately  enlarged 
heart;  barium  enema  revealed  diverticulosis;  G.I. 
series  revealed  enlargement  of  the  left  lobe  of  the 
liver  with  extrinsic  pressure  on  the  stomach  and 
a calcified  area  probably  in  the  left  lobe  of  the 
liver;  the  gallbladder  was  normal.  The  patient 
was  digitalized  and  placed  on  reserpine.  Repeated 
urine  cultures  failed  to  grow  out  any  one  organ- 
ism consistently.  The  liver  which  was  palpable 
on  admission  decreased  in  size;  the  spleen  was 
never  palpable.  An  L.E.  prep  was  negative  and 
muscle  biopsy  revealed  nothing  significant. 

His  sixth  admission  was  3 months  later  because 
of  persistent  vomiting.  This  time  he  was  des- 
cribed as  mentally  dull.  The  B.P.  was  200/120, 
the  E.S.R.  8 mm. /hr.  and  BUN.  81  mg.  The  EKG. 
showed  bradycardia,  LVE,  and  digitalis  effect. 
Thorazine  helped  the  vomiting.  He  was  dis- 
charged on  thorazine,  digitoxin  and  reserpine. 

He  returned  one  day  after  discharge  because  of 
vomiting.  The  BUN.  was  122  mg.  RBC.  was  2.2 
million,  with  a Hgb.  of  7.3  Gms.  and  E.S.R.  of  0. 
The  CO,  was  16,  chlorides  108,  Ca  4.45,  phospho- 
rous 2.9,  NA  127,  and  K.  6.5  mEq/L.  He  had  a 
positive  Chvostek  sign.  He  again  was  sedated  and 
given  Thorazine  (chlorpromazine)  and  Serpasil 
and  calcium  gluconate. 

His  final  admission  was  6 months  later  with 
complaints  of  headache,  general  malaise,  and 
anorexia.  B.P.  was  184/92  and  there  was  Grade 
III  retinopathy.  The  RBC.  was  2.2  million;  other 
laboratory  data  were  as  before.  The  BUN.  was 
74  at  first  and  rose  to  180  mg.  He  was  given  sev- 
eral transfusions  of  packed  RBC.  His  course  was 
steadily  downhill  and  a uremic  frost  appeared 
shortly  before  death,  6%  years  after  his  first  ad- 
mission 'Jiere. 

Clinical  Discussion 

DR.  RUNYAN:  This  man  came  in  for  a 
checkup  for  his  blood  pressure  some  6^ 
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years  before  his  final  admission.  He  was  hy- 
pertensive and  there  was  some  evidence  of 
renal  impairment  in  that  the  specific  gravi- 
ty failed  to  concentrate  more  than  1.010. 
Apparently  he  had  had  some  nocturia,  and 
we  see  this  information  reappearing 
throughout  the  protocol  for  some  years. 
This  may  have  become  a way  of  life  for 
him,  but  it  may  indicate  renal  insufficiency 
or  cardiac  failure.  We  see  later  that  he 
does  go  into  cardiac  failure;  also,  we  think 
of  some  of  the  more  esoteric  causes  of  noc- 
turia and  polyuria  such  as  hyperparathy- 
roidism. 

Apparently  he  got  along  well  for  the 
next  2V2  years  and  then  re-entered  the  hos- 
pital in  what  I interpret  to  be  early  conges- 
tive failure.  His  blood  pressure  was  still 
high.  There  were  eyeground  and  vascular 
changes  and  he  was  anemic.  We  see  that 
although  his  BUN.  rose  to  as  high  as  99  mg. 
at  one  time,  his  BUN.  was  only  39  mg.  on 
admission  and  at  the  time  of  discharge  was 
only  34  mg.  per  100  ml.  The  anemia,  I sup- 
pose, is  consistent  with  this  degree  of  azo- 
temia, but  I am  a little  suspicious  that  the 
anemia  is  more  marked  than  we  usually  see 
with  this  degree  of  renal  insufficiency.  The 
indices  don’t  give  us  any  idea  that  it  is  an 
unusual  type  of  anemia.  He  doesn’t  have 
complete  failure  of  renal  function  because 
he  is  able  to  dilute  down  to  1.002,  but  the 
maximum  concentration  is  1.010.  On  the  IV 
pyelogram  no  contrast  medium  was  visual- 
ized on  the  films.  We  shall  ask  for  these 
films  a little  later  but  we  wonder  at  this 
time  whether  retrograde  urography  was 
carried  out.  His  calcium  was  within  nor- 
mal limits,  4.7  mEq/L  at  least  on  one  occa- 
sion, but  the  serum  phosphorus  was  ele- 
vated at  3.2  mEq/L.  One  wonders,  with  this 
degree  of  elevation  of  phosphorous,  why  his 
calcium  was  not  lower.  Usually  with  this 
degree  of  elevation  of  phosphorous  we  ex- 
pect a lower  calcium  in  renal  insufficiency. 

Two  years  before  his  death  he  was  admit- 
ted for  the  third  time  with  easy  fatiguabili- 
ty  and  slight  ankle  edema,  and  again  hy- 
pertension and  renal  impairment  were  not- 
ed. His  serum  proteins  were  normal.  BUN. 
again  was  not  very  much.  He  was  trans- 
fused and  responded,  but  his  counts  tended 
to  fall  again  after  transfusion.  Urine  cul- 
tures to  this  point  have  all  been  negative. 


Apparently,  he  got  along  pretty  well  until 
16  months  later  when  he  came  in  with  pa- 
roxysmal nocturnal  dyspnea.  A significant 
thing  was  that  he  had  gross  hematuris  be- 
fore this  admission;  and  on  this  admission 
we  find  that  his  urine  showed  numerous 
white  cells  and  red  cells  and  had  a low  spe- 
cific gravity  and  albumin.  Later  on  we  see 
that  cultures  did  not  grow  out  any  one  or- 
ganism consistently,  but  the  findings  of 
both  red  and  white  cells  here  would  be  con- 
sistent with  a pyelonephritis.  It  is  not  unu- 
sual for  the  organism  in  pyelonephritis  to 
vary  considerably  from  time  to  time.  As  a 
matter  of  fact,  this  would  be  the  rule  rather 
than  the  exception.  So,  I think  that  at 
least  we  have  evidence  so  far  that  he  has 
pyelonephritis. 

The  other  interesting  thing  at  this  admis- 
sion, beside  his  anemia,  was  the  fact  that 
we  see  some  leukopenia  with  3300  to  4400 
and  eosinophils  as  high  as  13%.  Now  this 
suggested  a possible  collagen  disease  for  L. 
E.  preps  were  done.  The  eosinophilia  is 
mainly  seen  in  polyarteritis  and  a muscle 
biopsy  was  carried  out.  It  is  not  unusual 
for  a muscle  biopsy  to  be  negative,  unless 
one  happens  to  hit  the  place  where  the 
muscle  is  involved.  We  get  no  clue  that 
this  man  had  any  pain  localizing  in  the 
musculature  or  skin  lesions.  Such  areas 
would  be  the  first  choice  in  taking  a biopsy 
because  the  percentage  of  positive  biopsies 
will  be  higher  if  one  takes  the  biopsy  from 
a suspicious  area  of  involvement.  On  that 
admission,  I would  judge  he  was  in  frank 
cardiac  failure  for  which  he  was  treated. 
His  enlarged  liver  did  tend  to  recede  at  this 
time,  and  I would  judge  that  the  enlarge- 
ment was  due  to  the  cardiac  failure. 

Now  we  see  that  he  began  to  vomit  on  his 
sixth  admission  which  was  3 months  later. 
Again  the  BUN.  was  elevated,  and  we  see 
some  signs  of  bradycardia  and  digitalis 
effect.  Certainly  one  can  get  vomiting  from 
a BUN.  elevation  of  81  mg.%.  Usually 
though,  with  BUN.  elevations  over  a long 
period  of  time,  as  in  this  case,  patients  tol- 
erate it  very  well.  It  is  not  entirely  con- 
vincing that  this  was  the  major  cause  of  the 
vomiting,  and  digitalis  toxicity  may  have 
been  a major  factor.  He  returned  after  dis- 
charge one  day  later,  apparently  with  his 
vomiting  still  progressing.  This  time  he 
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had  a positive  Chvostek.  This  was  most 
likely  due  to  his  prolonged  vomiting  rather 
than  a low  calcium.  However,  a positive 
Chvostek  may  occur  in  otherwise  normal 
individuals. 

With  a serum  calcium  of  4.45  with  this 
degree  of  azotemia  one  considers  hyperpar- 
athyroidism of  the  secondary  type,  or  con- 
ceivably even  of  a primary  type.  However, 
we  are  not  able  to  make  a diagnosis  of  pri- 
mary hyperparathyroidism  without  other 
evidence.  Primary  aldosteronism  can  be 
ruled  out  as  a cause  of  the  hypertension 
and  renal  failure  because  there  were  sev- 
eral normal  potassium  determinations.  Uni- 
lateral renal  disease  as  a cause  of  his  hyper- 
tension can  be  dismissed  because  of  the 
intravenous  pyelogram  report. 

What  about  a pheochromocytoma?  Well, 
about  30  to  40%  of  patients  with  pheochro- 
mocytoma have  none  of  the  classic  symp- 
toms but  have  persistent  hypertension.  I 
think,  though,  that  we  would  need  more 
clues  than  we  have  in  this  protocol  to  diag- 
nose pheochromocytoma  and  I think  I will 
not  discuss  this  further. 

What  about  polycystic  kidneys?  This  pa- 
tient is  hypertensive,  he  has  had  hematuria, 
and  then  finally  ends  up  in  uremia  and 
death.  The  age  group  is  not  inconsistent 
with  polycystic  kidney.  We  often  think  of 
that  as  a disease  of  young  people.  This  is 
not  necessarily  true.  Certainly  there  is  a 
group,  perhaps  25  to  30%  of  the  patients 
with  polycystic  kidneys,  who  are  in  the  age 
group  of  50  and  above.  The  duration  of  his 
illness  is  consistent  with  polycystic  kid- 
neys, and  it  may  be  that  he  would  never 
have  enlargement  of  his  kidneys  enough  to 
be  palpable.  I would  have  thought,  though, 
that  we  would  have  had  at  least  some  clue 
of  this  by  the  x-ray  studies. 

What  about  a chronic  glomerulonephri- 
tis? He  didn’t  have  enough  signs  of  renal 
involvement  on  his  initial  admission  to  con- 
sider it  seriously.  In  glomerulonephritis 
one  would  expect  to  find  more  evidence  of 
formed  elements  in  the  urine.  Also,  eye- 
ground  changes  would  have  been  a little 
more  evident  certainly  by  the  time  this 
patient  died,  than  we  see  here. 

So  with  what  are  we  left  then?  I have 
talked  myself  out  of  just  about  everything. 
One  thing  that  is  left  is  the  widespread  vas- 


cular disease  in  which  hypertension  and  re- 
nal impairment  are  components.  Some  may 
choose  to  interpret  this  as  a “collagen”  dis- 
ease, specifically  polyarteritis.  There  is  a 
group  of  patients  with  polyarteritis,  in 
whom  hypertension  and  renal  impairment 
are  the  major  manifestations  with  very  few 
of  the  other  features  we  usually  associate 
with  polyarteritis.  However,  I would 
choose  to  call  this  a diffuse  arteriolar  dis- 
ease. I think  if  we  had  100  patients  with 
this  kind  of  history  and  course,  this  would 
be  the  most  likely  diagnosis  in  95  of  them. 
Now,  there  is  one  disturbing  feature,  and 
that  is  the  calcium  levels.  I feel  that  this 
patient  had  a secondary  hyperparathyroid- 
ism. I wonder  if  I could  see  the  x-ray  films 
before  I finally  sum  this  up? 

DR.  GREENBERG:  The  lungs  were  clear 
and  within  normal  limits  in  the  initial  ex- 
amination, and  the  heart  was  somewhat  en- 
larged to  the  left.  There  was  torutosity  of 
the  aorta.  Two  years  later  there  was  evi- 
dence of  pulmonary  congestion  with  fluid  at 
the  bases,  and  2 weeks  later  this  had 
cleared.  Films  near  the  time  of  death  a year 
later  were  similar.  Some  osteoporosis  was 
noted.  A 5 minute  film  of  the  IVP.  revealed 
a density  across  the  upper  part  of  the  abdo- 
men, attributed  to  liver  enlargement.  The 
kidney  shadows  cannot  be  made  out  with 
any  certainty,  but  one  could  see  the  psoas 
shadows  readily.  Certainly,  there  was  no 
evidence  of  concentration  or  contrast  in 
these  films.  Two  years  later  we  do  pick  up 
on  the  KUB  a peculiar  linear  calcification, 
semilunar  in  shape,  which  at  first  was 
thought  possibly  in  a costal  cartilage,  but 
later  was  shown  to  be  pretty  definitely 
within  the  liver.  This  semilunar  calcific 
line  is  not  finished  on  the  inner  side. 

DR.  RUNYAN:  Could  it  be  a cyst? 

DR.  GREENBERG:  I would  say  yes,  it 
would  favor  a cyst  because  of  its  configu- 
ration. There  is  evidence  of  calcification 
within  the  lesion. 

DR.  RUNYAN:  Which  lobe  of  the  liver 
contains  this  lesion? 

DR.  GREENBERG:  I find  some  difficulty 
in  determining  radiographically  where  the 
right  and  left  lobes  are.  I would  put  it  in 
the  right  lobe.  One  can  pick  up  the  cal- 
cification again  in  GI  series  films.  The  prob- 
lem was  the  large  space  between  the  left 
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diaphragm  and  fundus  of  the  stomach,  and 
there  was  some  concern  as  to  what  this  was 
due  to.  Subsequent  reexamination  showed 
that  it  was  most  likely  due  to  the  enlarged 
left  lobe  of  the  liver  compressing  the  fun- 
dus. 

DR.  RUNYAN:  So,  up  to  the  point  seeing 
the  x-rays,  I thought  the  hypertension  and 
renal  failure  were  probably  vascular  in  ori- 
gin, that  he  also  had  pyelonephritis,  and 
secondary  hyperparathyroidism,  and  possi- 
bly even  a primary  hyperparathyroidism.  I 
am  glad  that  we  saw  the  x-ray  films  as  this 
will  put  a different  interpretation  on  the 
events  here,  and  make  me  pick  up  one  of 
the  diagnoses  that  I had  to  discard  because 
of  lack  of  evidence.  I would  like  to  go 
back  to  polycystic  kidney  now,  because 
there  is  a relationship  between  cysts  in 
other  areas  and  in  the  kidneys.  It  is  not  un- 
common to  have  a cyst  within  the  liver  in 
patients  with  polycystic  kidney.  I think  I 
would  put  polycystic  kidneys  now  as  my 
number  one  diagnosis,  with  pyelonephritis 
as  a complication,  and  my  second  choice 
would  be  vascular  origin.  The  calcification 
in  the  cyst  would  support  the  diagnosis  of 
secondary  hyperparathyroidism. 

Clinical  Diagnosis : Polycystic  Renal  and 
Liver  Disease 

Anatomic  Findings 

DR.  TOTTEN:  At  autopsy  the  body  was 
that  of  a poorly  nourished  63  year  old 
white  man,  72  inches  tall  and  weighing  ap- 
proximately 133  lbs.  There  was  moderate 
engorgement  of  the  neck  veins,  but  no  ede- 
ma of  the  lower  extremities.  Each  pleural 
cavity  contained  about  250  ml.  of  clear 
straw  colored  fluid,  the  pericardial  cavity 
25  ml.  of  similar  fluid,  and  the  peritoneal 
cavity  about  1000  ml.  of  clear  fluid.  In  the 
lungs,  gross  and  microscopic  examination 
showed  lobular  pneumonia,  edema,  and 
atelectasis.  There  were  small  focal  abscess- 
es present. 

The  heart  weighed  600  Gm.  There  was 
left  ventricular  hypertrophy.  The  right  ven- 
tricle was  dilated,  otherwise  it  was  normal. 
There  was  marked  aortic  atherosclerosis 
present. 

The  liver  weighed  1700  Gm.  There  were 
numerous  small  cysts  over  the  surface  of 
the  liver,  as  Dr.  Runyan  suggested.  The  cut 
surface  showed  numerous  cysts,  some  1.5 


cm.  in  diameter,  containing  clear,  straw  col- 
ored fluid  (Fig.  1).  Microscopically,  areas 


Fig.  1.  Liver  contains  cystic  spaces. 


of  dense  fibrosis  with  marked  bile  duct  pro- 
liferation were  seen.  One  section  showed 
no  parenchymal  cells  and  was  composed  of 
cysts  and  ducts  in  a dense  fibrous  stroma. 
The  pancreas  was  normal. 

The  kidneys  weighed  1200  and  600  Gm. 
The  larger  kidney  was  21  cm.  in  greatest 
measurement.  Both  were  studded  with 
cysts,  some  filled  with  clear  fluid  and  some 
with  hemorrhagic  fluid  (Fig.  2).  The  larg- 


Fig.  2.  Kidneys  showing  multiple  cysts. 


est  cyst  was  approximately  6 cm.  in  diame- 
ter. On  cut  surface  the  cysts  did  not  com- 
municate with  the  renal  pelvis  and  no  kid- 
ney parenchyma  could  be  seen.  Microscopi- 
cally, many  large  cysts  in  the  medulla  and 
cortex  were  seen  lined  by  a flat  cuboidal 
epithelium.  There  was  increased  stromal 
fibrosis  with  marked  round  cell  infiltration. 
Many  glomeruli  and  arterioles  were  hyalin- 
ized  and  some  glomeruli  showed  pericapsu- 
lar  fibrosis.  Calcium  was  present  in  the  tu- 
bules and  tubular  epithelium. 

Also,  as  Dr.  Runyan  suggested,  there  was 
secondary  parathyroid  hyperplasia.  These 
were  four  to  five  times  the  normal  size 
(Fig.  3).  Microscopically  many  large  is- 
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Fig.  3.  The  parathyroid  glands  are  enlarged  to 
4 or  5 times  their  normal  size. 


lands  of  oxyphil  cells  were  seen  scattered 
among  the  chief  cells  which  were  vacuolat- 
ed and  replaced  the  normal  fatty  stroma. 

The  bone  marrow  was  hypocellular  with 
reduction  in  cells  of  the  erythroid  series. 

Final  Anatomical  Diagnoses 

(1)  Polycystic  kidneys  and  liver. 

(2)  Cardiac  hypertrophy  and  dilatation. 

(3)  Arteriosclerosis,  generalized. 

(4)  Secondary  hyperplasia  of  the  para- 
thyroid glands. 

I might  say  a few  words  about  the  pathol- 
ogy of  polycystic  kidneys.  There  are  two 
types.  In  the  first,  the  cysts  are  associated 
with  a normal  amount  of  connective  tissue. 
In  the  second,  the  cysts  are  associated  with 
an  increased  amount  of  connective  tissue. 
The  first  type  is  the  infantile  type  and 
there  are  two  subdivisions  of  that.  In  the 
first  subdivision,  the  cysts  are  composed  of 
elongated,  dilated  tubules.  In  the  second 
subdivision  of  the  infantile  type,  there  is  a 
dilated  Bowman's  capsule.  The  other  main 
type  of  polycystic  kidney  is  the  one  asso- 
ciated with  an  increase  in  connective  tissue, 
and  this  is  the  kind  that  is  usually  found  in 
adults,  such  as  in  today’s  case.  There  are 
also  two  subdivisions  of  this,  one  with  en- 
larged spherical  cysts  as  we  saw  here  to- 
day, and  the  other  with  microscopic  cysts 
of  tubular  origin,  surrounded  by  an  in- 
creased amount  of  connective  tissue.  It  is 
thought  that  in  the  infant  the  second  type 
of  microscopic  cyst  is  present,  and  that  this 
progresses  in  older  age  to  the  lesion  which 
we  saw  today  with  the  large  dilated  cysts. 
As  you  know,  cystic  disease  of  the  kidneys 
may  be  associated  with  cysts  in  other  or- 
gans such  as  the  liver.  This  is  usually  ac- 
companied by  an  increased  amount  of  con- 


nective tissue  and  proliferation  of  bile 
ducts.  This  proliferation  may  be  so  marked 
as  to  suggest  neoplasm,  or  there  may  be 
only  large  dilated  ducts  as  in  our  case.  The 
pancreas  may  also  have  an  increase  in  the 
number  and  size  of  ducts.  In  the  lungs, 
proliferation  of  structures  resembling  bron- 
chi are  frequently  seen.  Cystic  disease  of 
the  kidneys  and  pancreas  may  also  be  asso- 
ciated with  cerebellar  hemangioblastomas 
and  Lindau’s  syndrome. 

Polycystic  disease  of  the  kidneys  is  con- 
genital in  nature  following  Mendel’s  laws. 
There  is  a family  history  of  renal  disease  in 
37%  of  the  cases.  It  is  nearly  always  bilat- 
eral. However,  one  may  see  unilateral  en- 
largement of  the  kidney.  The  cysts  may 
attain  a large  size,  weighing  from  15  to  18 
pounds.  It  occurs  about  once  in  every  600 
births.  A child  with  polycystic  kidneys  may 
lead  a normal  life  up  to  about  the  second  or 
third  decade  when  symptoms  begin  to  ap- 
pear, and  although  the  average  death  age  is 
said  to  be  50  years,  he  may  live  to  be  60  or 
70  years.  The  most  prominent  symptoms 
are  pain  and  hematuria,  although  secondary 
infections  are  frequently  present.  The  most 
important  findings  are  enlargement  of  the 
kidneys.  Hypertension  occurs  in  75%  of  the 
cases.  Hematuria,  pyuria,  and  low  urine 
specific  gravity  often  occur.  The  blood  urea 
is  elevated  above  40  mg.  in  about  70%  of 
the  cases.  X-ray  study  is  essential  in  all 
suspected  cases,  and  it  is  said  that  retro- 
grade pyelography  is  the  method  of  choice. 
Conservative  management  is  preferred,  but 
surgery  may  be  indicated  in  case  of  pain  or 
hematuria.  A recent  article  by  Osatha- 
nondh  and  Potter  describes  the  pathogene- 
sis of  these  four  types  of  polycystic  kid- 
neys. 

QUESTION : What  caused  the  calcifica- 
tion of  the  cyst  wall? 

DR.  YOUNG:  I think  it  is  associated  with 
a secondary  hyperparathyroidism  and  is  a 
so-called  metastatic  calcification. 
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"MEDICINE  AND  RELIGION" 

Most  ministers  and  physicians  today  recognize  that  medicine 
and  religion  are  unavoidably  interrelated;  for  good  or  for  bad,  in 
sickness  and  in  health,  medical  theory  and  theology,  church  and 
hospital,  medical  care  and  pastoral  care,  the  man  in  the  white  coat 
with  a stethoscope  in  his  hand,  the  man  in  the  black  coat  with  a 
Bible  in  his  hand,  meet  in  those  areas  where  mutual  interest  and 
concern  intersect.  To  say  that  religion  plays  a definite  role  in 
medicine  is  simply  to  state  the  obvious. 

One  has  only  to  go  back  to  the  early  history  of  both  medicine 
and  religion  to  find  a common  ground.  In  the  beginning  at  the 
dawn  of  civilization  in  Egypt  and  later  in  Greece  and  Rome,  religion  and  medicine  were 
one.  The  roles  of  priests  and  physicians  were  combined.  The  temples  were  man’s  first 
clinics.  The  hands  that  offered  the  sacrifices  also  cleaned  and  bound  the  wounds. 

Unfortunately  despite  the  long  interlinking  history  there  are  still  conflicts  between 
medicine  and  religion.  These  differences  emerge  mainly  on  three  levels.  First,  there 
are  the  routine  clashes  that  arise  when  the  minister  and  the  physician  get  in  each  other’s 
way  at  the  bedside  of  the  patient.  Second  there  is  a dispute  between  theology  and  med- 
ical science,  and  finally  there  is  the  clash  between  Christian  ethics  and  medical  ethics. 

It  is  clear,  I think,  that  the  only  proper  role  for  medicine  and  religion  is  one  of 
mutual  trust,  admiration,  co-operation,  and  collaboration.  Each  profession  must  act 
above  its  compulsive  defensive  self  centeredness.  The  doctor  who  spends  his  life  try- 
ing to  save  organized  medicine  from  organized  religion  will  lose  his  patients,  his  in- 
tegrity, and  his  medicine.  The  minister  who  spends  his  life  trying  to  save  organized 
religion  from  organized  medicine  will  lose  his  flock,  his  personal  integrity,  and  his  re- 
ligion. The  physician  giving  his  life  for  the  patient  will  save  the  patient,  medicine,  and 
his  own  soul.  A pastor  giving  his  life  for  his  sheep  will  save  the  sheep,  the  church,  and 
his  soul. 

Nearly  every  physician  will  testify  that  even  one  who  is  most  qualified  with  the 
knowledge  and  understanding  of  the  complexities  of  his  profession,  who  is  most  learned 
and  skilled,  must  fall  back  time  and  time  again  on  the  foundation  of  his  faith  that  God 
alone  can  heal  and  God  alone  can  save,  and  that  whatever  God  wills  that  he  do,  he 
will  do,  and  whatever  He  wills  that  he  not  do,  he  will  not  do.  Therefore,  it  is  not  rea- 
sonable or  correct  to  speak  of  the  role  of  religion  in  medicine,  for  if  religion  means  what 
I think  it  means,  the  acceptance  of  God  as  the  Father,  Lord  and  Saviour  of  all  mankind, 
then  medicine  is  religion  and  the  physician  is  the  servant  and  at  the  same  time  the  part- 
ner of  the  Supreme  Physician  of  the  universe. 


Dr.  Burkhart 


President 


272 


EDITORIAL 


August,  1965 


THE  JOURNAL 

OF  THE 

TENNESSEE  MEDICAL  ASSOCIATION 
Published  Monthly 

Devoted  to  the  Interests  of  the  Medical  Profession  of 
Tennessee 

Office  of  Publication,  112  Louise  Avenue,  Nashville  5, 
Tenn. 

Acceptance  for  mailing  at  special  rate  of  postage  provided 
for  in  Section  1103,  Act  of  October  3,  1917, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire  mere- 
ly giving  credit  to  this  publication. 


Address  papers,  discussions  and  scientific  matter  to  R.  H. 
Kampmeier,  M.D.,  Editor,  B-4211  Vanderbilt  University 
Hospital,  Nashville  12,  Tennessee 
Address  organizational  matters  to  Jack  E.  Ballentine, 
Executive  Director,  112  Louise  Avenue,  Nashville  5,  Tenn. 

R.  H.  KAMPMEIER,  M.D.,  Editor 
Vanderbilt  University,  School  of  Medicine,  Nashville,  Tenn. 

ADDISON  B.  SCOVILLE,  JR.,  M.D.,  Assistant  Editor 
2104  West  End  Ave.,  Nashville,  Tenn. 

COMMITTEE  ON  SCIENTIFIC  WORK  AND 
POST  GRADUATE  EDUCATION 

R.  H.  Kampmeier,  M.D.,  Chairman 

W.  Powell  Hutcherson,  M.D.,  Chattanooga 

Robert  P.  McBurney,  M.D.,  Memphis 

Eugene  J.  Spiotta,  M.D.,  Memphis 

(Specialty  Society  Representatives  to  be  named) 

AUGUST,  1965 


EDITORIAL 


TO  CONQUER  HEART  DISEASE, 

CANCER  AND  STROKE— VOLUME  II 

Only  several  days  after  comments  upon 
the  Report  of  the  President’s  Commission 
appeared  on  these  pages,  a copy  of  Volume 
II  arrived.  I had  described  the  Report  as  a 
114  page  “slick  book” — enamel  paper,  wide 
margins,  and  embellished  by  art  work  and 
color.  Volume  II  is  in  the  more  pedestrian 
format  usual  to  publications  of  the  U.  S. 
Government  Printing  Office.1  It  contains 
644  pages,  is  one  and  one-half  inches  thick, 
and  weighs  three  pounds  (on  the  bathroom 
scales) . 

In  my  earlier  comments  I wrote,  “One 
can  only  sense  the  innumerable  hours  of 
staff  work  which  went  into  the  accumula- 
tion of  figures,  its  writing  and  interpreta- 
tion.” This  speculation  is  confirmed  by 
Volume  II.  The  book  contains  the  reports 
of  the  Sub-Committees  of  the  Commission, 
on  Heart  Disease  (92  pages) , Cancer  (26 
pages),  Stroke  (11  pages),  Research  (47 
pages) , Rehabilitation  (42  pages) , Manpow- 


er (54  pages) , Facilities  (28  pages) , and 
Communications  (9  pages) . These  natural- 
ly contain  many  tables  and  figures  and,  in 
some  instances,  source  papers.  In  addition 
there  is  a Special  Section  on  Economics 
(190  pages)  to  which  the  reader’s  attention 
will  be  directed  below.  These  details  have 
been  given  since,  as  taxpaying  citizens  and 
doctors,  we  should  have  some  idea  of  the 
Commission’s, — or  rather  the  staff’s  work 
from  which  plans  for  action  were  derived. 
Obviously  one  would  guess  that  few  if  any 
persons  have  read  or  will  read  Volume  II 
word  for  word!  Actually  there  is  little 
need  for  anyone  to  read  it  in  its  entirety, 
though  it  will  remain  a quotable  source 
book  for  years  to  come.  In  terms  of  the 
customary  format  of  a scientific  presenta- 
tion, Volume  II  presents  the  data  from 
which  conclusions  might  be  derived;  con- 
trariwise The  Report  (Volume  I)  really 
represents  conclusions  and  recommenda- 
tions drawn  from  Volume  II.  (Political 
expediency  probably  had  a hand  in  this 
unusual  sequence.) 

The  Special  Section  on  Economics,  con- 
sisting of  two  source  papers  entitled,  (1) 
“Economic  Cost  of  Cardiovascular  Diseases 
and  Cancer,  1962,”  and  (2)  “Conference  on 
Economics  of  Medical  Research,”  contains 
102  tables  and  13  charts.  I became  so  fasci- 
nated with  the  mental  gymnastics  of  the 
statisticians  and  economists  that  I read  the 
whole  190  pages. 

The  first  of  the  source  papers  offered  no 
new  approach,  and  in  essence  considered 
not  only  direct  costs  of  these  diseases  but 
the  indirect  costs  as  well — what  would 
have  been  produced  in  terms  of  money  if 
the  victims  had  lived  and  worked,  assuming 
they  “would  have  had  the  same  employ- 
ment experience  as  persons  in  their  age  and 
sex  group.”  These  statistics  form  an  essen- 
tial argument  for  the  establishment  of  the 
Commission’s  program.  I could  not  find, 
however,  the  correlative  figures  which 
should  have  been  included  in  such  a coldly 
objective  presentation — namely,  the  direct 
and  indirect  costs  of  maintaining  on  wel- 
fare the  unemployed  in  a contracting  labor 
market,  or  the  pensions  for  those  whose  life 
might  be  extended  into  retirement  years.  In 
stating  that  elimination  of  cardiovascular- 
renal  disease  would  add  12  to  14  years  to 
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life  expectancy  at  birth,  of  cancer  2 years, 
it  is  admitted  that  “the  gain  in  work  life 
expectancy  is,  of  course,  considerably 
smaller  as  the  major  portion  of  the  gain  in 
life  expectancy  for  these  diseases  occurs  in 
the  older  years.”  Some  of  the  tables  in- 
clude age  groups  and  those  “not  in  the  la- 
bor force,”  but  if  any  conclusions  or  inter- 
pretations were  drawn  on  the  costs  of  ex- 
tending life,  I missed  them.  Since  this  sec- 
tion deals  not  with  the  humaneness  of  pre- 
vention and  cure  but  with  dollars  and 
cents,  the  criticism  of  incompleteness  is  per- 
missable. 

It  is  the  second  source  paper,  reporting 
the  Conference  on  the  Economics  of  Medi- 
cal Research,  which  is  really  intriguing,  at 
least  to  one  who  has  never  had  occasion  to 
read  of  such  an  approach.  The  following 
questions  were  raised  for  discussion:  — 

(1)  “How  much  can  this  Nation  afford  to 
spend,  or  how  much  should  it  spend,  on  medical 
research? 

(2)  “Are  there  any  economic  criteria  for  deter- 
mining the  proper  roles  of  the  several  levels  of 
government  in  financing  medical  research? 

(3)  “Are  there  criteria  to  guide  the  allocation 
of  funds  between  general  and  specific  medical  re- 
search? 

(4)  “How  should  one  handle  certain  complicat- 
ed aspects  of  economic  calculation,  such  as  the 
value  of  pain  and  grief,  the  implications  of  inter- 
related disease,  and  failure  to  apply  new  knowl- 
edge? 

(5)  “What  can  be  done  to  bring  together  the 
Federal  Government’s  interest  in  medical  re- 
search and  in  educating  and  training  personnel? 

(6)  “Can  economists  offer  any  guidance  on  the 
respective  merits  of  project  vs.  program  research 
financing?” 

Four  or  five  background  issues  are  raised 
for  each  of  these  questions.  Without  be- 
ing critical  it  must  be  recognized  that 
statisticians  and  economists  cannot  deal 
with  the  intangibles  of  morals  and  ethics, 
nor  can  they  equate  the  inevitability  of 
senescence,  senility  and  death  with  the 
hard  facts  of  economics.  Thus,  throughout 
this  whole  section  runs  a DeSotoesque 
thread — implied  that  somehow,  somewhere 
life  will  be  extended  and  continued  without 
an  end-point.  A callous  disregard  for  a life 
of  disability  is  emphasized  by  the  omission 
of  such  a consideration.  Question  4 
(above)  has  the  economists  “stopped.”  I 
find  only  one  of  some  two  dozen  back- 
ground issues  raising  the  question  of,  “How 


much  are  we  prepared  to  spend  in  attempt- 
ing to  eliminate  first  one  specific  disease 
and  then  another,  particularly  those  affect- 
ing the  aged,  given  the  inevitability  of 
death?”  In  one  other  place,  reference  is 
made  to  Frangcon  Roberts’  statement  that 
we  are  spending  more  and  more  money 
to  care  for  sicker  and  sicker  people,  but 
this  is  answered  by  a discomfited,  “Howev- 
er, nobody  really  knows  this  to  be  so.” 
The  economists  are  worried  about  how  to 
weigh  “pain  on  the  part  of  patients,  sense 
of  bereavement  on  the  part  of  the  family — .” 
They  should  be  equally  troubled  by  how  to 
weigh  the  economic  costs  of  saving  a life 
from  heart  disease,  stroke  or  cancer  and  ex- 
tending it  to  65  and  beyond — for  retirement, 
pension,  frustration,  gradual  mental  deteri- 
oration, mounting  family  stresses,  senes- 
cence, senility  and  the  bereavement  of  a 
“living  death”  in  a mental  institution.  We  as 
doctors  face  the  morals  and  ethics  of  these 
problems  daily!  The  economists  in  their 
objectivity  have  no  right  to  side-step  these 
by  merely  stating  “there  is  a value  to  hu- 
man life  that  goes  beyond  a survivor’s  con- 
tribution to  economic  output.”  We  doctors 
face  the  realities  of  the  value  of  death,  and 
the  indignities  of  living  in  the  unknowing 
state  of  senility — incontinent,  in  diapers, 
with  decubitus  ulcers,  food  pushed  down 
the  throat  by  a spoon — and,  finally,  the  in- 
dignity of  an  unpeaceful  death  with  needles 
in  veins,  an  indwelling  catheter,  a tube  in 
the  gullet,  possibly  a ticking  gadget  im- 
planted in  the  chest,  and,  as  someone  face- 
tiously remarked,  with  a sign  over  the  bed 
saying  the  patient  deserves  to  die  in  elec- 
trolyte balance!  (There  were  about  10,000 
aged  in  various  stages  of  senescence  or 
senility  in  Tennessee’s  institutions  or  nurs- 
ing homes  in  1962,  the  year  of  the  econom- 
ists’ statistics.2) 

We  as  doctors  face  the  realities  of  senes- 
cence and  senility,  and  life  and  death.  We 
recognize  too  the  ever-mounting  burden 
medical  science  places  on  society  by  having 
removed  Osier’s  “Friend  of  the  Aged”  with 
antibiotics,  and  by  the  extension  of  life 
through  more  effective  treatment  of  cardio- 
vascular disease.  We  are  forced  by  our 
ethics  to  support  life  irrespective  of  the  veg- 
etable-like  state  of  senility.  But  if  the 
economist,  who  is  not  bound  by  morals  and 
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ethics,  feels  he  must  be  coldly  objective,  he 
is  dishonest  if  he  does  not  consider  the 
costs,  direct  and  indirect,  of  the  extension 
of  life.  He  has  the  least  right  to  pollyan- 
nism!  Facts  should  be  faced  in  the  same 
fashion  that  the  physician  faces  prognosis 
and  the  surgeon  the  results  of  a mutilating 
operation. 

The  “crash”  nature  of  the  National  Pro- 
gram to  Conquer  Heart  Disease,  Cancer  and 
Stroke  has  troubled  many.  One  wonders 
if  research  programs  in  our  medical  schools 
and  cancer  institutes  have  been  so  sluggard 
as  to  need  this  sudden  “shot  in  the  arm.” 
Has  care  of  our  ill  been  so  horrible  as  to 
need  special  centers  for  their  care!  I 
searched  the  190  pages  of  the  Special  Sec- 
tion on  Economics  for  an  answer  and  was 
startled  to  read  on  the  third  page  from  the 
end  listed  among  six  “ problems  . . . proposed 
for  future  research,”  two  of  especial  inter- 
est in  the  present  context.  The  first,  “What 
has  been  the  return  on  investment  in  spe- 
cific research  projects?  How  often  has 
the  return  accrued  in  the  categorical  fields 
that  sponsored  the  research?”  The  sixth, 
“Economists  need  data  on  the  effect  of 
services  on  the  health  of  a population, 
which  they  are  not  equipped  to  compile.” 
(One  wonders  if  the  statisticians  might 
find  some  figures  with  which  to  play  in  con- 
trolled populations  as  in  HIP,  Kaiser  Foun- 
dation, the  Baltimore  Plan,  unions’  health 
plans,  and  even  the  British  National  Health 
Service  might  have  figures  on  how  many 
more  abdominal  aneurysms  were  removed 
over  those  of  a decade  before.  Again  a 
couple  years  of  Medicare  might  tell  us  how 
terrible  medical  care  is  currently!)  One 
senses  an  emergency  operation  for  a chronic 
disease  without  setting  up  the  operating 
room! 

For  my  own  personal  interest,  I must  ad- 
mit that  the  most  interesting  thing  about 
the  whole  Commission’s  Report  in  Volume 
II  is  this,  to  me,  new  analytic  approach  to 
equate  research  in  health  and  life  with,  let 
us  say,  expenditures  on  harbors  and  rivers, 
for  national  defense,  or  what  have  you! 

R.  H.  K. 
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THANKS  TO  THE  LAKESIDE  LABORATORIES 

In  the  April  issue,  we  had  reason  to  com- 
ment upon  the  needed  support  to  state  med- 
ical associations  given  by  journal  advertis- 
ing and  exhibits  at  meetings  by  the  phar- 
maceutical and  appliance  industries.  Their 
support  is  of  the  essence  in  the  financial 
stability  of  the  associations. 

It  is  therefore  only  proper  that  members 
of  TMA  should  have  a word  of  thanks  for 
the  Lakeside  Laboratories  which  will  sup- 
port this  Journal  by  nine  pages  of  adver- 
tising monthly  for  the  next  half  year.  In 
these  thanks,  I certainly  speak  for  all  of 
our  officers. 

Editor 


DEATHS 


Dr.  C.  M.  Clark,  McMinnville,  62,  died  June 
23rd  at  his  home. 

Dr.  Oliver  L.  Von  Canon,  60,  Chattanooga,  died 
June  19th  at  a local  hospital. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Again  Honored 

A year  ago  the 
House  of  Delegates 
recognized  the  abili- 
ties of  two  of  Ten- 
nessee’s delegates  by 
electing  them  to  po- 
sitions of  high  office. 
This  year,  again,  the 
House  recognized  the 
contributions  which 
one  of  Tennessee’s  Delegates  might  make 
to  the  Council  on  Medical  Education.  Dr. 
Bland  Cannon,  neurosurgeon  of  Memphis, 
and  Delegate  to  the  House,  was  elected  to 
the  Council  to  which  he  will  bring  an  in- 
tense interest  in  medical  education  from 
the  rolls  of  the  part-time  teacher. 

Sullivan-Johnson  County  Medical  Society 

A legal-medical  seminar,  sponsored  by 
the  Sullivan-Johnson  County  Medical  So- 
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ciety  and  Kingsport  and  Bristol  Bar  Asso- 
ciations, was  held  at  the  Kingsport  Elks 
Home  on  June  21st.  Some  200  doctors  and 
lawyers  from  East  Tennessee  attended  the 
seminar  to  examine  legal  and  medical  as- 
pects of  adversary  proceedings,  workmen’s 
compensation  cases,  and  physician-lawyer 
relationships.  A three-man  panel  included 
Harold  C.  Warner,  Dean  of  the  University 
of  Tennessee  College  of  Law,  who  served  as 
moderator;  Robert  L.  Taylor  of  Knoxville,  a 
federal  court  judge;  and  Dr.  Frank  H. 
Mayfield  of  Cincinnati,  a member  of  the 
Board  of  Trustees  of  the  University  of  Cin- 
cinnati. 

The  seminar  was  under  the  direction  of  a 
joint  committee  of  doctors  and  lawyers,  in- 
cluding Dr.  James  Nickols,  neurosurgeon; 
Dr.  William  Walter,  anesthesiologist;  and 
Walter  O.  Waddey  and  Edwin  O.  Norris, 
attorneys. 

Memphis-Shelby  County  Medical  Society 

The  Memphis  and  Shelby  County  Medi- 
cal Society  met  in  regular  session  in  the  au- 
ditorium of  the  Institute  of  Pathology  on 
July  6th.  Dr.  Sidney  Shankman,  National 
Institute  of  Health,  Bethesda,  Maryland, 
was  guest  speaker.  His  subject  was  “Com- 
munity Psychiatry.” 

A report  on  the  actions  of  the  AMA 
House  of  Delegates  and  Medicare  (H.R. 
6675)  was  also  presented  for  the  informa- 
tion of  the  membership  of  the  Society. 

Knoxville  Academy  of  Medicine 

At  the  meeting  of  the  Academy  on  July 
13th,  Dr.  Jack  Chesney  moderated  a panel 
discussion  on  the  Prevention  and  Treatment 
of  Tetanus.  Panel  members  included  Dr. 
John  Maddox,  pediatric  surgeon,  Dr.  Joe 
Black,  pediatrician,  and  Dr.  Alex  Shipley  of 
the  Public  Health  Service.  The  meeting 
was  held  in  the  Academy  of  Medicine 
building. 

Chattanooga-Hamilton  County 
Medical  Society 

The  August  3rd  meeting  of  the  Society 
was  held  in  the  auditorium  of  the  Interstate 
Building.  The  scientific  presentations  in- 
cluded: “Multiple  Myeloma”  by  Dr.  E.  F. 
Besemann;  and  “Tumor  and  Allied  Condi- 
tions of  Bone”  by  Dr.  Robert  C.  Robertson. 
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The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

The  Public  Health  Services  Advisory 
Committee  on  Immunization  Practices  has 
predicted  increased  amounts  of  influenza 
in  the  coming  season  (1965-66).  The  com- 
mittee again  recommended  immunization 
for  persons  in  groups  who  experience  high 
mortality  from  epidemic  influenza.  Vaccina- 
tion, the  committee  said,  should  begin  about 
September  1,  and  ideally  be  completed  by 
mid-December. 

“It  is  important  that  immunization  be  car- 
ried out  before  influenza  occurs  in  the  im- 
mediate area  since  there  is  a two-week 
interval  before  the  development  of  anti- 
bodies,” the  committee  said. 

Groups  for  which  annual  immunization 
were  recommended: 

(a)  Persons  at  all  ages  who  suffer  from  chronic 
debilitating  disease,  e.g.,  chronic  and  cardiovascu- 
lar, pulmonary,  renal  or  metabolic  disorders  in 
particular: 

(1)  Patients  with  rheumatic  heart  disease,  es- 
pecially those  with  mitral  stenosis. 

(2)  Patients  with  other  cardiovascular  disor- 
ders such  as  arteriosclerotic  heart  disease  and  hy- 
pertension, especially  those  with  evidence  of 
frank  or  incipient  cardiac  insufficiency. 

(3)  Patients  with  chronic  bronchopulmonary 
disease,  for  example,  chronic  asthma,  chronic 
bronchitis,  bronchiectasis,  pulmonary  fibrosis,  pul- 
monary emphysema,  pulmonary  tuberculosis. 

(4)  Patients  with  diabetes  mellitus  and  Addi- 
son’s disease. 

(b)  Persons  in  older  age  groups;  (c)  Pregnant 
women;  and  (d)  Patients  residing  in  Nursing 
homes,  Chronic  Disease  Hospitals,  and  other  such 
environments  should  be  considered  as  particular 
risks  since  their  more  crowded  living  arrange- 
ments may  allow  for  greater  spread  of  disease 
once  an  outbreak  has  been  established.” 

The  committee  reported  that  there  were 
cases  of  influenza  in  a majority  of  the  states 
in  the  eastern  two-thirds  of  the  country 
during  last  season  (1964-65)  but  that  the 
amount  of  the  disease  in  the  United  States 
as  a whole  was  limited.  There  was  no  ma- 
jor epidemic  anywhere  in  the  country  and 
most  states  in  the  far  west  were  unaffected. 

The  committee  said  that  Type  A influenza 
viruses  may  predominate  in  1965-66  but 
that  Type  B outbreaks  also  could  be  ex- 
pected. As  to  vaccine  efficacy,  the  commit- 
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tee  said:  “Influenza  vaccine  has  consistent- 
ly shown  a substantial  protective  value 
when  the  viruses  incorporated  in  the  vac- 
cine were  antigenically  similar  to  those 
causing  the  epidemic  disease.  Exceptions  to 
the  vaccines’  apparent  effectiveness  have 
occurred  in  instances  when  the  prevalent 
virus  underwent  a major  antigenic  shift 
after  vaccines  had  been  formulated.  Careful 
study  goes  into  the  annual  design  and  up- 
dating of  the  composition  of  influenza  vac- 
cines. The  final  selection  of  components 
reflects  the  best  judgment  regarding  a po- 
tent, contemporary  vaccine. 

“That  influenza  vaccine  prevents  mortali- 
ty from  influenza,  particularly  among  the 
aged  and  chronically  ill,  is  based  upon  in- 
ference. It  is  presumed  that  vaccine  protec- 
t i o n demonstrated  in  studies  among 
younger  persons  is  similar  among  the  aged 
and  chronically  ill,  the  group  at  particular 
risk  of  death  should  they  acquire  the  dis- 
ease. It  is  further  assumed  that  such  pro- 
tection against  clincial  disease  serves  to 
protect  them  also  against  mortality  associat- 
ed with  epidemic  influenza.” 

* 

Congress  has  approved  legislation  impos- 
ing stiff  Federal  controls  on  the  manufac- 
ture and  sale  of  amphetamine  and  barbitu- 
rate tablets.  The  American  Medical  Asso- 
ciation supported  the  legislation  which  was 
aimed  at  curtailing  use  of  the  drugs  as  “pep 
pills”  and  “goof  balls.” 

In  requesting  the  legislation,  Food  and 
Drug  Administration  Commissioner  George 
P.  Larrick  told  Congress  that  half  of  the 
nine  billion  amphetamines  and  barbiturates 
manufactured  annually  have  been  sold  on 
the  black  market  to  teenagers,  truck  driv- 
ers and  persons  searching  for  a substitute 
for  marijuana,  heroin  or  cocaine. 

The  version  of  the  legislation  as  finally 
approved  left  it  up  to  the  Secretary  of 
Health,  Education  and  Welfare  whether  he 
utilizes  an  advisory  committee  before  decid- 
ing whether  depressant  or  stimulant  drugs 
have  a bad  effect  on  a person’s  personality. 
The  AMA  has  recommended  that  this  pro- 
vision be  mandatory.  The  new  law  also  re- 
quires detailed  bookkeeping  on  the  drugs  by 
manufacturers  and  wholesalers.  Druggists’ 
sales  record  of  the  pills  must  be  open  for 
inspection  by  FDA  agents.  This  provision 


aimed  at  keeping  track  of  the  retail  distri- 
bution of  the  prescription  drug. 

The  record-keeping  and  inspection  provi- 
sions will  not  apply  to  licensed  physicians 
with  respect  to  drugs  received  and  used  in 
the  course  of  their  practice,  unless  the 
practitioner  regularly  engages  in  dispens- 
ing the  drug  to  his  patients  for  which  they 
are  charged,  either  separately  or  together 
with  charges  for  other  professional  serv- 
ices. 

In  its  reports,  the  House  and  Senate  com- 
mittees stated  that  the  legislation  was  in- 
tended “to  require  record-keeping  and  to 
permit  inspection  in  the  case  of  those  physi- 
cians who  maintain  a supply  of  pharmaceu- 
ticals or  medicinals  in  their  offices  from 
which  they  compound  prescriptions  for 
their  patients  for  a fee.”  The  House  com- 
mittee report  contained  identical  language. 

The  new  law  also  provides  that  a pre- 
scription for  a depressant  or  stimulant  drug 
cannot  be  filled  or  refilled  more  than  six 
months  after  its  date  of  issue,  nor  can  such 
a prescription  be  refilled  more  than  five 
times.  However,  a physician  can  renew  the 
prescription  either  in  writing  or  orally,  if 
promptly  reduced  to  writing  and  filed  by 
the  pharmacist  filling  it. 

* 

Congress  has  approved  legislation  to  re- 
quire a health  warning  on  all  cigaret  pack- 
ages. The  compromise  legislation,  worked 
out  by  House-Senate  conferees  last  week, 
would  bar  any  similar  warning  in  cigaret 
advertising  for  four  years.  The  warning 
required  by  the  legislation  reads:  “Cau- 

tion: cigaret  smoking  may  be  hazardous  to 
your  health.” 

The  new  law  leaves  to  the  manufactur- 
er’s discretion  the  exact  location  of  the 
warning  but  says  it  must  be  in  a conspicu- 
ous place.  It  also  requires  that  the  warn- 
ing must  appear  in  conspicuous  and  legible 
type  in  contrast  by  typography,  layout  or 
color  with  other  printed  matter  on  the 
package. 

The  prohibition  against  any  action  by 
any  government  agency  in  regard  to  cigaret 
advertising  applies  most  directly  to  the 
Federal  Trade  Commission.  The  FTC  had 
announced  plans  to  require  cigaret  adver- 
tising to  be  accompanied  by  a health  warn- 
ing similar  to  that  which  the  legislation  re- 
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quires  on  the  package. 

If  no  further  legislation  is  passed  by  Con- 
gress by  July  1,  1969,  the  FTC  will  be  free 
to  go  ahead  with  its  advertising  proposal. 
During  the  next  four  years,  the  FTC  and 
the  Department  of  Health,  Education  and 
Welfare  will  submit  periodic  reports  to 
Congress  on  whether  the  package  label  has 
any  effect  on  cigaret  consumption. 

The  congressional  decision  to  require  a 
health  warning  on  cigaret  packages 
stemmed  largely  from  a report  by  the  U.  S. 
Surgeon  General’s  office  which  linked 
smoking  to  lung  cancer  and  other  diseases. 


MEDICAL  NEWS 
IN  TENNESSEE 


University  of  Tennessee 
College  of  Medicine 

The  Board  of  Trustees  of  the  University 
has  authorized  a study  which  could  lead  to 
establishment  of  a medical  college  on  the 
Knoxville  campus.  The  Board  at  its  an- 
nual meeting  approved  the  study  to  be  con- 
ducted on  the  question  of  broadening  the 
University’s  program  in  the  field  of  medical 
training.  The  study  will  cover  two  propos- 
als: (1)  The  establishment  of  undergra- 

duate medical  training  in  addition  to  the 
present  graduate  programs  at  UT  Memorial 
Hospital  and  Research  Center  in  Knoxville. 
(2)  The  possibility  of  cooperating  with  hos- 
pitals throughout  the  state  in  strengthening 
graduate  internship  and  residency  pro- 
grams. 

In  its  resolution  authorizing  the  study, 
the  Board  stated  that  the  growth  in  Ten- 
nessee’s population  and  the  demand  of  med- 
ical education  will  eventually  result  in  an 
enrollment  potential  for  medical  training, 
exceeding  the  capacity  of  the  University’s 
medical  units  at  Memphis,  whose  enroll- 
ment level,  according  to  medical  educators, 
should  not  be  raised. 

* 

The  Board  also  approved  an  intensive 
study  of  the  possible  development  of  a new 
graduate  school  of  biomedical  science  to  be 
located  in  Oak  Ridge.  The  study  will  be 
conducted  by  U.T.,  Oak  Ridge  National  Lab- 
oratory, The  Atomic  Energy  Commission 
and  the  National  Institute  of  Health.  If  the 


plan  is  approved  and  implemented,  the  new 
school  will  offer  the  Ph.D.  degree  in  bio- 
medical sciences.  A suitable  building  would 
be  constructed  near  the  present  ORNL 
Biology  Division. 

Three  members  of  the  staff  of  St.  Jude 
Children’s  Research  Hospital  have  been 
promoted  to  new  faculty  positions  at  the 
College  of  Medicine.  Dr.  Raymond  Hiramo- 
to,  head  of  the  hospital’s  Laboratory  of  Im- 
munology, has  been  promoted  from  assist- 
ant professor  to  associate  professor.  Dr. 
Warren  W.  Johnson,  head  of  the  St.  Jude 
Laboratory  of  Pathology,  was  promoted 
from  assistant  to  associate  professor  of 
pathology.  Dr.  Paulus  Zee,  director  of  St. 
Jude’s  Laboratory  of  Nutrition,  has  been 
promoted  from  instructor  to  assistant  pro- 
fessor in  the  Department  of  Physiology. 

* 

The  promotions,  effective  July  1,  include 
upgrading  of  four  of  the  faculty  to  full  pro- 
fessor:— they  are  Dr.  Sidney  A.  Coleman, 
associate  professor  in  pathology,  Dr.  Robert 
C.  Troop,  associate  professor  in  pharmacolo- 
gy, Dr.  William  M.  Berton,  associate  profes- 
sor in  the  department  of  pathology,  and  Dr. 
Clinton  B.  Nash,  who  has  been  serving  as 
associate  professor  in  the  department  of 
pharmacology.  Other  promotions  included: 
from  assistant  professor  to  associate  profes- 
sor: Dr.  Federico  G.  Fuste  and  Dr.  Warren 
W.  Johnson,  both  of  the  department  of 
pathology;  from  instructor  to  assistant  pro- 
fessor: Dr.  James  D.  Beard  and  Dr.  David 
H.  Knott  of  the  department  of  clinical  phys- 
iology; Dr.  E.  S.  Birdsong,  Jr.,  of  the  de- 
partment of  physiology,  and  Dr.  Aurelio  P. 
Inclan  of  the  department  of  pathology;  per- 
moted  from  assistant  to  assistant  professor 
was  Dr.  Ordie  H.  King  of  the  department  of 
pathology. 

Allocation  Approved  tor  Heart  Research 

The  Middle  Tennessee  Heart  Association 
will  spend  $65,211  this  year  for  heart  re- 
search and  the  support  of  medical  service 
projects  relating  to  diseases  of  the  heart 
and  circulation.  Announcement  of  the  bud- 
get allocation  followed  the  semi-annual 
meeting  of  the  Board  of  Directors  on  June 
17th.  Research  allocations  include  $6,000  for 
the  MTHA  research  fellowship  awarded  an- 
nually in  September;  $21,409  for  support  of 
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research  projects,  as  yet  undetermined,  to 
be  financed  jointly  with  other  Heart  Asso- 
ciation chapters  in  the  state;  and  $8,325  to 
Dr.  John  Thomas,  professor  of  medicine  and 
director  of  the  Heart  Station  at  Meharry 
Medical  College. 

A total  of  $17,727  was  approved  for  three 
investigators  at  Vanderbilt  University 
School  of  Medicine:  $10,750  to  Dr.  Elliott 
Newman,  professor  of  experimental  medi- 
cine; $2,537  to  Dr.  John  A.  Oates,  assistant 
professor  of  medicine  and  pharmacology; 
$4,440  to  Dr.  Stanley  K.  Brockman,  assist- 
ant professor  of  surgery. 

TMA  Auxiliary  Receives  Award 

The  Woman’s  Auxiliary  of  the  Tennessee 
Medical  Association  received  an  award  of 
merit  from  the  national  auxiliary  for  its 
contributions  to  the  American  Medical  As- 
sociation Education  and  Research  Founda- 
tion on  June  22nd.  During  1964-65,  the 
TMA  Auxiliary  gave  $19,925  to  the  Founda- 
tion, the  largest  contribution  made  by  a 
member  organization  in  the  1,001  to  1,500 
member  category.  Of  the  amount,  $17,- 
951.29  will  go  to  medical  schools,  while  $1,- 
974  will  be  given  to  the  loan  fund. 

Vanderbilt  University  School  of  Medicine 

A grant  of  $1,250,000  has  been  awarded  to 
Department  of  Pharmacology  to  expand  its 
research  on  drugs  which  affect  the  central 
nervous  system.  The  grant,  awarded  by 
the  National  Institute  of  Mental  Health, 
will  allow  the  expansion  of  laboratory  fa- 
cilities and  the  addition  of  three  new  re- 
search scientists,  and  will  give  the  school 
one  of  the  nation’s  largest  and  most  inten- 
sive programs  in  psychopharmacology. 

Nashville  Memorial  Hospital 

Wilbur  J.  Cohen,  assistant  secretary  of 
the  U.  S.  Department  of  Health,  Education 
and  Welfare,  was  the  principal  speaker  at 
the  dedication  of  the  new  Nashville  Memo- 
rial Hospital  on  June  26th.  Located  on  a 32- 
acre  plot  near  the  proposed  Interstate  65 
route,  the  211  bed  hospital  was  built  at  a 
cost  of  $4.25  million.  A federal  grant  under 
the  Hill-Burton  Act  provides  for  approxi- 
mately $2  million  of  the  costs  of  construc- 
tion and  equipping  the  hospital  if  funds  are 
matched  by  local  contributions.  The  hospi- 
tal, serving  approximately  130,000  persons 


in  the  East-Nashville,  Madison  and  Old 
Hickory  area,  opened  for  patients  on  July 
5th. 

Muscular  Dystrophy  Clinic 
Opened  in  Chattanooga 

Chattanooga’s  muscular  dystrophy  clinic, 
latest  specialized  service  to  meet  health 
needs  in  the  tristate  community,  opened 
June  22nd  and  was  pronounced  a “success.” 
The  clinic  is  sponsored  by  the  Muscular 
Dystrophy  Association  of  America  and  the 
local  MDAA  Chapter  with  cooperation  of 
Operation  Crossroads,  Siskin  Rehabilitation 
Center  for  the  Physically  Handicapped.  Dr. 
Joseph  V.  Lavecchia,  pediatrician,  is  direc- 
tor of  the  clinic.  Other  participating  phy- 
sicians are  Dr.  E.  P.  Chobot,  neurosurgeon; 
Dr.  George  Shelton,  orthopedist;  Dr.  A.  W. 
Gothard,  internist;  and  Dr.  William  R. 
Green,  pediatrician. 

The  clinic,  diagnostic  and  consultation  re- 
source for  private  physicians  to  refer  pa- 
tients with  possible  muscular  disorders 
such  as  muscular  dystrophy,  is  the  63rd  of 
such  MDAA  sponsored  clinics  to  be  set  up 
in  the  United  States.  There  is  only  one 
other  in  Tennessee,  at  St.  Jude’s  Hospital  in 
Memphis. 

AMA  Auxiliary  Elects  Nashvillian 

Mrs.  Erie  E.  Wilkinson,  Nashville,  was 
elected  Southern  regional  vice-president  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  at  the  auxiliary’s  an- 
nual convention  in  New  York  City,  June 
20-24.  Mrs.  Wilkinson  has  served  as  presi- 
dent of  both  the  Nashville  Academy  of 
Medicine  Auxiliary  and  the  Auxiliary  to 
the  Tennessee  Medical  Association.  Since 
1962,  she  has  been  national  chairman  of  the 
AMA  Auxiliary’s  American  Medical  Asso- 
ciation Education  and  Research  Foundation 
Committee.  Under  her  direction,  the  physi- 
cians’ wives  raised  more  than  $900,000  for 
medical  school  grants  and  loans  to  medical 
students,  interns  and  residents. 
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Dr.  Robert  L.  Rainey,  Memphis,  has  been  elect- 
ed an  associate  of  the  American  College  of  Physi- 
cians. 
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Dr.  Robert  R.  Young-,  Jr.  is  associated  with  Dr. 
William  Carpenter  in  the  practice  of  obstetrics 
and  gynecology  at  the  Union  City  Clinic. 

Dr.  Tenny  J.  Hill,  Jr.,  Rutledge,  has  been  named 
the  most  outstanding  member  of  the  Optimist 
Club  for  the  past  year. 

Dr.  Jack  Adams,  Chattanooga,  has  been  reap- 
pointed by  Governor  Frank  Clement  to  the  State 
Alcoholism  Commission. 

Dr.  John  R.  Sisk  returned  to  Harriman,  July 
1st,  after  completing  a four-year  surgical  residen- 
cy at  the  University  of  Tennessee  Memorial  and 
Research  Hospital  in  Knoxville. 

Dr.  Robert  E.  Mabe,  Chattanooga,  was  recently 
inducted  into  the  American  College  of  Chest  Phy- 
sicians. 

Dr.  Bland  W.  Cannon,  Memphis,  is  the  first  Ten- 
nessean to  serve  on  the  American  Medical  Asso- 
ciation’s Council  on  Medical  Education.  Dr.  Can- 
non, a neurosurgeon  and  associate  clinical  profes- 
sor of  neurological  surgery  at  the  University  of 
Tennessee  College  of  Medicine,  was  elected  to  a 
five  year  term  at  the  annual  AMA  meeting  in  New 
York,  June  20-24.  The  Council,  composed  of  10 
distinguished  doctors,  is  the  official  agency  for  ac- 
crediting educational  programs  of  medical  col- 
leges, intern  and  resident  training  programs  in 
hospitals  and  postgraduate  courses  for  physicians. 

Campbell  Clinic  in  Chattanooga  has  announced 
the  association  of  Dr.  Stanley  J.  Dressier  in  the 
specialty  of  obstetrics  and  gynecology. 

Dr.  Fred  M.  Downey,  Jr.,  has  joined  Dr.  Wil- 
liam F.  Sheridan,  Jr.,  Nashville,  for  the  practice  of 
internal  medicine. 

Dr.  John  S.  Warner,  Nashville,  has  opened  his 
office  for  the  practice  of  neurology. 

Four  members  of  the  faculty  at  the  UT  Medical 
Units  in  Memphis  participated  in  the  recent  an- 
nual national  meeting  of  the  Society  for  Surgery 
of  the  Alimentary  Tract  in  New  York.  They  were: 
Drs.  Harwell  Wilson,  Edward  Storer,  Joe  Akin 
and  Lionel  Naylor. 

Effective  August  16th,  Dr.  Jerry  Grise  will  be 
associated  with  Dr.  David  S.  Carroll,  Radiology 
Department,  John  Gaston  Hospital,  Memphis,  and 
Dr.  John  C.  King,  Radiology  Department,  Method- 
ist Hospital,  Memphis. 

Dr.  Francis  Murphey,  Memphis  neurosurgeon, 
was  one  of  three  American  physicians  to  par- 
ticipate in  a recent  international  symposium  in 
Frankfort-on-Main,  Germany. 

Dr.  Charles  Hunter  Von  Cannon  has  taken  over 
the  practice  of  his  father,  the  late  Dr.  O.  L.  Von 
Cannon,  at  Children’s  Clinic  in  Chattanooga. 

Dr.  Joseph  W.  Johnson,  Jr.,  vice  president  and 
medical  director  of  the  Interstate  Life  & Accident 
Insurance  Company,  Chattanooga,  was  elected 
chairman  of  the  medical  section  of  the  American 
Life  Convention  at  its  recent  annual  meeting  in 
Colorado  Springs. 

Dr.  O.  C.  Renner,  Jr.,  formerly  of  Greene  Coun- 
ty, opened  his  office  in  Morristown  July  1st. 

Dr.  James  H.  Fleming,  Jr.,  Nashville,  has 


opened  an  office  for  the  practice  of  plastic  and 
reconstructive  surgery. 

Dr.  Rita  A.  Siler  has  been  added  to  the  staff  of 
Benton  Hospital  in  Camden.  For  the  past  year 
she  has  been  in  residency  at  St.  Thomas  Hospital 
in  Nashville  in  obstetrics  and  gynecology. 

Among  the  45  doctors  honored  at  an  annual 
Doctors’  Day  banquet  recently  at  Cookeville 
Country  Club  were  Dr.  J.  T.  Moore,  Sr.,  Algood, 
and  Dr.  W.  A.  Howard,  Cookeville.  Both  have 
been  practicing  more  than  fifty  years. 

Dr.  George  T.  Novinger,  a Knoxville  surgeon, 
has  been  elected  president  of  the  American  Asso- 
ciation for  the  Study  of  Neoplastic  Diseases. 

Dr.  Harry  Gray  Browne,  Nashville,  has  an- 
nounced opening  an  office  for  the  practice  of 
clinical  and  anatomic  pathology.  He  is  also  asso- 
ciated with  Parkview  Hospital. 

Dr.  Robert  H.  Henderson,  formerly  of  Hot 
Springs,  N.  C.,  moved  to  Newport  on  August  1st 
and  is  associated  with  Valentine  Shults  Hospital. 

Dr.  Robert  W.  Meadows,  Knoxville,  has  been 
named  president  of  the  East  Tennessee  Pediatric 
Association.  Dr.  William  H.  Johnson  of  Bristol 
was  named  vice  president. 

Dr.  William  W.  Crowder  is  now  associated  with 
his  father,  Dr.  W.  C.  Crowder  and  Dr.  Julian 
Lentz,  Jr.  in  the  practice  of  internal  medicine  in 
Maryville. 

At  the  recent  AMA  meeting  in  New  York,  Dr. 
Crawford  W.  Adams,  Nashville,  was  elected  to  the 
Editorial  Staff  of  Diseases  of  the  Chest  and  Vice- 
Chairman  of  the  AMA  Section  of  Diseases  of  the 
Chest  1965-66. 

Dr.  James  W.  Gibson,  Jr.  is  now  associated  with 
Drs.  Walter  Hankins  and  J.  J.  Range  in  radiology 
at  the  Memorial  Hospital  in  Johnson  City. 


BOOK  REVIEW 


Signs  and  Symptoms.  Applied  Pathologic  Physi- 
ology and  Clinical  Interpretation.  Edited  by 
Cyril  Mitchell  MacBryde,  M.D.  J.  B.  Lippincott 
Co.,  1964.  Fourth  Edition,  921  pages  illustrated. 
Price  $14.00. 

The  reviewer  welcomes  this  fourth  edition  of 
the  textbook  to  which  he  refers  more  often  than 
any  other  of  the  clinical  texts  on  his  shelf.  The 
thirty-one  contributors  to  this  volume  consider, 
as  in  previous  volumes,  the  symptoms  which 
bring  a patient  to  a doctor.  The  thirty-five  chap- 
ters include  pain  as  related  to  specific  anatomic 
areas,  cough,  dyspnea,  edema,  and  other  symp- 
toms of  equal  importance.  The  completeness  of 
the  bibliographic  references  makes  the  volume 
doubly  important  as  a standard  reference  in  the 
everyday  practice  of  medicine.  Parts  of  the  book 
have  been  re-written  bringing  it  up  to  date. 
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Calendar  of  Meetings,  1965 


Sept.  12-14 
Sept.  27-28 


Nov.  3-5 


State 

Tennessee  Pediatric  Society, 
Rivermont  Club,  Memphis 
Tennessee  Valley  Medical  As- 
sembly, Tivoli  Theater,  Chatta- 
nooga 

Tennessee  Academy  of  General 
Practice,  17th  Annual  Scientific 
Assembly  and  Congress  of 
Delegates,  and  East  Tennessee 
Heart  Association,  Annual 
Scientific  Symposium  (Novem- 
ber 5),  Gatlinburg  Auditorium, 
Gatlinburg,  Tennessee 


Sept.  21-23 
Nov.  1-4 
Nov.  4-6 

Nov.  15-17 
Nov.  18-20 
Dec.  7-9 


Regional 

Kentucky  Medical  Association, 
Kentucky  Hotel,  Louisville 
Southern  Medical  Association, 
Houston,  Texas 

Southwestern  Medical  Associa- 
tion, 47th  Annual  Meeting, 
Sheraton  Motor  Inn,  El  Paso, 
Texas 

Medical  Society  of  District  of 
Columbia,  Washington-Hilton 
Hotel,  Washington,  D.  C. 
Western  Surgical  Association, 
Sheraton  Fontenelle  Hotel, 
Omaha 

Southern  Surgical  Association, 
Homestead,  Hot  Springs,  Va. 


Sept.  9-11 

Oct.  7-9 

Oct.  14-16 

Oct.  18-22 

Oct.  23-28 
Oct.  24-27 

Oct.  27-29 
Nov.  28-Dec.  1 
Dec.  4-9 


National 

American  Association  of  Ob- 
stetricians and  Gynecologists 
(Members  and  invited  guests), 
Homestead,  Hot  Springs,  Va. 
American  College  of  Physi- 
cians, Third  Fall  Meeting,  Mi- 
ami Beach,  Fla. 

American  Academy  of  Neu- 
rological Surgery,  Terrace  Hil- 
ton Hotel,  Cincinnati,  Ohio 
American  College  of  Surgeons, 
Annual  Clinical  Congress,  Den- 
nis Hotel,  Atlantic  City,  N.  J. 
American  Academy  of  Pediat- 
rics, Palmer  House,  Chicago 
American  College  of  Gastroen- 
terology, Americana  Hotel,  Bal 
Harbour,  Fla. 

American  Cancer  Society,  Bilt- 
more  Hotel,  New  York 
American  Medical  Association, 
Clinical  Meeting,  Philadelphia 
American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 


TAGP — Eli  Lilly  Seminars 

The  Tennessee  Academy  of  General  Practice, 
Districts  5 and  7,  and  Eli  Lilly  and  Company  will 
present  a postgraduate  seminar  on  “Recent  Ad- 
vances in  Medicine”  on  August  26th  in  Shelby- 
ville.  The  seminar  will  be  held  in  the  Community 
Room  of  the  Bedford  County  Bank.  Registration 
will  begin  at  2:30  P.M.  Following  introductory 
remarks  by  Drs.  Wendell  W.  Wilson,  Thomas  W. 
Johnson  and  William  A.  Hensley,  the  seminar 
will  offer  presentations  by:  Dr.  R.  H.  Kampmeier, 
Director,  Division  of  Continuing  Education,  Van- 
derbilt University  School  of  Medicine — “Postgrad- 
uate Education  for  the  Physician”;  Dr.  Harrison 
J.  Shull,  Associate  Clinical  Professor  of  Medi- 
cine, Vanderbilt  University  School  of  Medicine — 
“Recent  Advances  in  Internal  Medicine”;  Dr.  Eu- 
gene M.  Regen,  Clinical  Professor  of  Orthopedic 
Surgery,  Vanderbilt — “Recent  Advances  in  Care 
of  Simple  Fractures”;  and  Dr.  Frank  E.  Whitacre, 
Professor  of  Obstetrics  and  Gynecology,  Vander- 
bilt— “Recent  Advances  in  Obstetrics  and  Gyne- 
cology.” 

A social  hour  and  dinner  will  be  held  at  5:30 
P.M.  The  program  is  acceptable  for  4 accredited 
hours  by  the  American  Academy  of  General  Prac- 
tice. 

On  August  25th,  the  John  Sevier  Chapter  of 
the  TAGP  and  Eli  Lilly  will  present  a seminar 
entitled  “Symposium  on  Trauma”  in  Johnson  City 
at  East  Tennessee  State  University.  Registration 
will  begin  at  1:00  P.M.  with  the  program  con- 
cluding at  9:00  P.M.  Dr.  Daniel  Weiss,  Professor 
of  Pathology,  University  of  Kentucky,  will  be  the 
moderator  and  guest  speakers  and  their  subjects 
will  include:  Dr.  Rudolph  Muelling,  Department 
of  Pathology  and  Forensic  Medicine,  University 
of  Kentucky — “Medico-Legal  Aspects  of  Trauma”; 
Dr.  Charles  Wilson,  Neurosurgery,  University  of 
Kentucky — “Head  Injuries”;  Dr.  Frank  Spencer, 
Professor  of  Surgery,  University  of  Kentucky — 
“Chest  Trauma”;  and  Dr.  Robert  Siegel,  Depart- 
ment of  Medicine,  University  of  Kentucky.  This 
program  is  acceptable  for  6 accredited  hours  by 
the  American  Academy  of  General  Practice. 

Seminar  Cruise  in 
Obstetrics  and  Gynecology 

The  Department  of  Obstetrics  and  Gynecology, 
University  of  Florida  College  of  Medicine,  will 
sponsor  a Postgraduate  Medical  Seminar  Cruise 
to  Nassau  and  Freeport  in  the  Bahamas,  Feb.  28- 
March  4,  1966.  The  seminar,  which  features  Dr. 
Nicholson  J.  Eastman,  Professor  Emeritus,  Depart- 
ment of  Obstetrics,  Johns  Hopkins  University 
School  of  Medicine,  and  Dr.  S.  Leon  Israel.  Pro- 
fessor, Department  of  Obstetrics  and  Gynecology, 
University  of  Pennsylvania  School  of  Medicine,  as 
guest  lecturers,  is  open  to  all  physicians  regard- 
less of  their  place  of  residence. 

Additional  information  may  be  obtained  from: 
Diane  D.  Miller,  Administrative  Assistant.  The 
J.  Hillis  Miller  Health  Center,  University  of  Flor- 


August,  1965 


ANNOUNCEMENTS 


281 


ida  College  of  Medicine..  Division  of  Postgraduate 
Education,  Gainesville. 

Internists  Group  to  Sponsor  Meeting 
In  Miami  Beach 

The  Third  Fall  Meeting  of  the  American  College 
of  Physicians  (ACP)  will  be  held  October  7-9  at 
the  Deauville  Hotel  in  Miami  Beach.  Florida. 
The  three-day  program  will  feature  three  major 
lectures,  28  clinical  papers,  27  presentations  on 
basic  science  and  clinical  investigations  and  four 
symposia  on  problems  of  importance  to  practicing 
physicians. 

The  ACP's  Fall  Meeting  will  be  open  to 
members,  students,  interns  and  residents  without 
charge  and  to  nonmember  physicians  upon  pay- 
ment of  a S25.00  registration  fee. 

Information  on  the  meeting  can  be  obtained 
from  Edward  C.  Rosenow,  Jr.,  M.D.,  Executive 


Director,  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pa.  19104. 

1965  Postgraduate  Course  on 
Pulmonary  Function  in  Health  and  Disease 

The  course,  to  be  held  at  the  Louisiana  State 
University  School  of  Medicine  in  New  Orleans  on 
Nov.  29-Dec.  2,  will  feature  5 guest  faculty  mem- 
bers of  international  stature,  24  medical  experts 
on  the  local  faculty,  demonstrations,  case  presen- 
tations and  social  events.  The  course  is  open  to 
all  interested  physicians.  Tuition  is  $100.  Mem- 
bers of  the  American  Thoracic  Society  and  those 
sponsored  by  TB-RD  associations  will  pay  $75 
tuition.  For  application  or  additional  information 
write  to:  Findley  Raymond.  Executive  Director, 
Louisiana  Thoracic  Society.  Suite  407,  305  Baronne 
Street,  New  Orleans,  Louisiana  70112. 


Physician  Wanted 

University  of  Tennessee  Student  health  service. 
Looking  for  a fifth  position.  Salary  in  excess  of 
$12,000,  fringe  benefits.  Contact  E.  S.  Zachary, 
M.D.,  820  Temple,  Knoxville,  Tennessee.  Phone  524- 
2981,  ext.  341. 


Radiologist 

Multiple  specialty  clinic  of  13 

physicians 

has 

an 

opening  for  Radiologist,  Board 

Eligible, 

Partner- 

ship,  Expansion  Plan,  Diagnostic, 

Isotope, 

and 

Co- 

bait  Equipment.  Address  inquiry  to  Box 

300 

this 

Journal. 

HOMOGENIZED 
VITAMIN  D MILK 
PRODUCES  SOFT  CURD 

(400  U.S.P.  Units  Vitamin  D 
Per  Quart) 


"A” 

Grade 


Phone 

AL  5-6451 


Fortified  Fat  Free  Milk 

(2000  Units  Vitamin  A — 400  Units  Vitamin  D) 

NASHVILLE  PURE  MILK  CO. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  Medical  Association  is  designed  to  assist  both  physi- 
cians and  communities.  Further  information  is  available  from  the  TMA  Public  Service  Office,  112 
Louise  Avenue,  Nashville,  Tennessee  37203 — phone  291-4584. 


Locations  Wanted 

SURGEON,  Thoracic,  43  years  of  age,  graduate 
of  the  University  of  Tennessee,  would  like  asso- 
ciate, clinical  or  institutional  practice  in  East 
Tennessee.  Tennessee  license.  Six  years  of  resi- 
dency. Married.  Presbyterian.  Now  in  Air 
Force.  Available  January  1,  1966.  LW-537 

♦ 

OBSTETRICIAN-GYNECOLOGIST,  35  years 
of  age,  graduate  of  the  University  of  Tennessee, 
would  like  associate,  assistant  or  clinical  practice 
in  Tennessee  community  of  25,000  plus  popula- 
tion. Tennessee  license.  Board  certified.  Married. 
Church  of  Christ.  Available  upon  notice. 

LW-547 

♦ 

GENERAL  SURGEON,  will  do  GP,  age  40, 
graduate  of  the  University  of  Tennessee,  would 
like  associate  practice  in  West  or  Middle  Tennes- 
see town  of  10,000  plus  population.  Tennessee 
license.  Board  certified.  Married.  Baptist.  Avail- 
able with  four  weeks  notice.  LW-548 

♦ 

GENERAL  SURGEON,  31  years  of  age,  gradu- 
ate of  the  University  of  Cincinnati,  desires  asso- 
ciate or  clinical  practice  in  any  locality  in  Ten- 
nessee with  10,000  plus  population.  Married.  Pro- 
testant. Board  certified.  Available  immediately. 

LW-558 

♦ 

PATHOLOGIST,  35,  graduate  of  the  Jefferson 
Medical  College  of  Philadelphia,  desires  partner- 
ship practice  or  hospital  practice  in  any  locality 
in  Tennessee.  Five  years  residency.  Married. 
Protestant.  Available  within  4 months.  LW-573 

♦ 

GENERAL  PRACTITIONER,  30,  graduate  of 
the  College  of  Physicians  and  Surgeons,  desires 
assistant  or  associate  practice  anywhere  in  Ten- 
nessee. Married.  Catholic.  Residency  training  in 
internal  medicine.  Available  immediately. 

LW-574 

♦ 

OBSTETRICIAN-GYNECOLOGIST,  33  years 
of  age,  graduate  of  the  State  University  of  New 
York  College  of  Medicine,  wants  associate  or 
group  practice  in  area  with  25,000  population;  no 
preference  as  to  location.  Married.  Hebrew. 
Board  qualified.  Available  now.  LW-575 

♦ 

INTERNIST,  with  sub-specialty  cardiology,  31 
years  of  age,  would  like  any  type  of  practice  any- 
where in  Tennessee.  Now  in  residency.  Graduate 
of  Medical  College  of  Georgia.  Married.  Pres- 
byterian. Available  September  1965.  LW-578 

♦ 

INTERNIST,  with  interest  in  gastroenterology, 
age  39,  graduate  of  the  University  of  Tennessee 
College  of  Medicine,  wants  assistant  or  associate 
practice  in  West  Tennessee  city  of  150,000  plus 
population.  Married.  Jewish.  Tennessee  license. 
Now  in  military  service.  Available  August  15, 
1966.  LW-579 

♦ 

GENERAL  PRACTITIONER,  age  48,  graduate 
of  Tulane  University,  wants  to  return  to  Tennes- 
see in  associate,  industrial  or  institutional  prac- 
tice, Middle  or  West  Tennessee  preferred.  Tennes- 
see license.  Married.  Catholic.  Available  upon 
notice.  LW-580 


Physicians  Wanted 


GENERAL  PRACTITIONER  needed  as  assist- 
ant in  Middle  Tennessee  town  of  12,000.  Expe- 
rience in  Ob-Gyn  and/or  surgery  desirable.  Eigh- 
teen bed  hospital-clinic,  with  furnished  office  and 
facilities.  Age  30-45;  high  morals;  abstainer. 

PW-200 

♦ 

RADIOLOGIST  needed  for  hospital  of  100 
beds,  located  in  Northwest  town  of  10,000.  One 
year  internship  and  three  years  residency  desired. 
Lake  recreational  facilities  nearby.  Good  housing 
and  schools.  PW-209 

♦ 

INTERNIST  needed.  Will  furnish  a modern, 
air-conditioned  office  at  no  charge,  requiring  only 
that  substitution  be  made  on  days  off  and  on  va- 
cation. Located  in  West  Tennssee  metropolis; 
good  practice.  After  one  year,  reasonable  ar- 
rangements for  continuing  practice  will  be  made 
if  desired.  PW-212 

♦ 

INTERNIST,  associate,  needed  in  Middle  Ten- 
nessee town  of  34,000  plus.  Office  space  availa- 
ble. 175  bed  hospital,  well-equipped,  located  in 
town.  Near  large  military  base.  Only  40  minutes 
from  large  recreational  water  facilities.  PW-214 

♦ 

GENERAL  PRACTITIONER  needed  in  town  of 
1,500  plus  population,  as  replacement,  located  in 
Southwestern  part  of  Tennessee.  Excellent  prac- 
tice opportunity.  Good  hospital  located  in  town; 
easy  accessibility  to  two  large  cities.  One  other 
physician  in  town;  6 large  factories.  PW-221 

♦ 

GENERAL  PRACTITIONER  needed  to  assume 
practice  of  physician  in  East  Tennessee  town  of 
approximately  33,000.  Office  space  and  equip- 
ment. Good  housing  facilities.  Excellent  schools; 
many  churches.  Town  proximal  to  large  city. 

PW-229 

♦ 

GENERAL  PRACTITIONER  needed  as  asso- 
ciate in  Northwest  town  of  2,000  (with  idea  of 
developing  partnership).  Office  space,  office 
equipment  and  housing  available.  Age  35-45, 
preferably  a native  of  Tennessee.  Farming  and 
industrial  area.  Hospital-clinic  in  town.  Large 
hospital  only  16  miles.  PW-230 

♦ 

INTERNIST  wanted  as  associate  in  West  Ten- 
nessee city  of  37,000.  Age  in  30’s.  Board  or 
Board  eligible.  Salary  for  initial  trial  period, 
then  partnership  with  three  other  internists  in 
doctor-owned  medical  building  across  from  hospi- 
tal. PW-231 

♦ 

GENERAL  PRACTITIONER  to  assume  practice 
in  Middle  Tennessee  town  of  1,000,  needed  by 
September  1,  1965.  Office  space  consists  of  8 
rooms,  complete  X-ray  equipment.  Arrangements 
will  be  made  to  suit  physician.  PW-232 

♦ 

GENERAL  PRACTITIONER  wanted  as  asso- 
ciate with  busy  two-man  group  in  Northwest 
Tennessee  college  town  of  6,000.  Salary  first  year, 
partnership  thereafter.  Advantages  of  rent  free, 
equipped  office  in  Hospital  of  40-beds,  with  full 
staff  privileges.  Rotating  call  for  time-off  and 
vacation.  Social  and  recreational  facilities. 

PW-233 
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Guthrie  Inhibition  Test  For  Phenylketonuria: 
Survey  Of  General  Hospitals*  Upon  Its  Use 


A.  K.  HUSBAND,  M.D.,  Greeneville,  Tenn. 


The  author  has  demonstrated  that  there 
is  a definite  and  appreciable  lag  in  the 
application  of  newer  diagnostic  meth- 
ods even  if  they  are  made  easily  avail- 
able. 


In  June  1964,  the  Tennessee  Department 
of  Public  Health  announced  that  the  “inhi- 
bition assay”  (Guthrie  Inhibition  Test)  for 
detecting  the  presence  of  phenylketonuria 
(PKU.)  in  newborn  infants  is  available  as 
a regular  service  through  its  Nashville  lab- 
oratory. On  August  17,  1964,  Greene  Val- 
ley Hospital  and  School*  initiated  a survey 
study  of  the  general  hospitals  located  in  the 
counties  serviced  by  the  institution.  The  ob- 
jective of  this  study  was  to  determine  the 
response  of  general  hospitals  and  staff  phy- 
sicians to  this  new  laboratory  service. 

Phenylketonuria  or,  as  it  was  originally 
called,  phenylpyruvic  acid  oligophrenia, 
represents  a classical  example  of  an  inborn 
error  of  metabolism.  The  disease  is  due  to 
a deficiency  of  phenylalanine  hydroxylase, 
an  enzyme  in  the  liver  which  converts  phe- 
nylalanine to  tyrosine.  It  is  transmitted  by 
an  autosomal  recessive  gene.  The  condition 
leads  to  an  accumulation  of  high  plasma 
levels  of  phenylalanine  and  phenylpyruvic 
acid  which  are  excreted  in  the  urine.  It  has 
been  demonstrated  that  blood  levels  of  sig- 


*From the  Greene  Valley  Hospital  and  School, 
Greeneville,  Tenn.,  October  20,  1964. 

Greene  Valley  Hospital  and  School  is  a facility 
of  the  Tennessee  Department  of  Mental  Health 
established  for  the  care  of  the  mentally  retarded. 
This  facility  services  the  37  counties  of  East  Ten- 
nessee. 


nificant  amounts  are  present  by  the  third  to 
the  fifth  day  in  the  newborns  afflicted  with 
this  disease.  However,  for  some  reason  not 
understood,  these  infants  do  not  excrete  the 
excess  phenylalanine  and  phenylpyruvic 
acid.  Berry,  Umbarger,  and  Sutherland,1  in 
a study  of  newborn  siblings,  have  shown 
that  none  of  the  PKU  infants  tested  excret- 
ed phenylpyruvic  acid  or  arthohydroxyphe- 
nylacetic  acid  during  the  first  week  of  life, 
in  spite  of  phenylalanine  levels  of  20  to  60 
mg.  per  100  ml.  By  the  age  of  2 weeks,  uri- 
nary phenylalanine  levels  were  elevated 
occasionally,  indicating  that  the  infants 
were  able  to  eliminate  small  excesses  of  di- 
etary phenylalanine.  By  age  of  4 weeks, 
traces  of  orthohydroxyphenylacetic  acid 
were  detected  during  brief  periods  of  ill- 
ness. Mabry,  Nelson,  and  Horner2  gave  fur- 
ther evidence  of  the  unreliability  of  early 
detection  of  PKU  by  urinary  test  methods. 
They  used  the  term  “occult  PKU”  to  desig- 
nate a case  of  PKU  in  an  infant  who  failed 
to  excrete  phenylpyruvic  acid  as  deter- 
mined by  the  ferric  chloride  test.  In  this 
case,  the  serum  phenylalanine  levels  per- 
sisted at  9 to  12.5  mg.  per  100  ml.  during  the 
fourth  and  fifth  months  of  life.  It  is  gener- 
ally agreed  that  plasma  phenylalanine  lev- 
els must  be  above  15  mg.  before  enough 
phenylpyruvic  acid  is  produced  to  be  de- 
tected in  the  urine  by  the  ferric  chloride 
reagent.  At  least  6 other  cases  of  occult 
PKU  have  been  reported  by  independent 
investigators.  The  negative  ferric  chloride 
test  in  one  of  these  cases  occurred  in  a 20 
month  old  retarded  girl.  The  urine  showed 
elevated  phenylalanine  by  paper  chroma- 
tography but  was  negative  by  ferric  chlo- 
ride testing. 
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Therefore,  one  can  readily  understand 
why  some  cases  of  PKU  have  been  over- 
looked, since  neither  the  original  classical 
test  for  the  detection  of  PKU  using  10% 
ferric  chloride  solution  on  a urine-soaked 
diaper  nor  the  improved  stick  test  is  reliable 
in  the  early  detection  of  PKU.  Inasmuch  as 
the  brain  of  an  infant  is  especially  suscepti- 
ble to  the  toxic  effects  of  high  blood  levels 
of  phenylalanine,  resulting  in  irreversible 
damage  to  this  organ,  the  earlier  the  diag- 
nosis of  PKU  can  be  made,  the  less  likely 
such  damage  will  occur.  Once  the  diag- 
nosis of  PKU  has  been  made,  a normal  indi- 
vidual can  be  salvaged  by  the  subsequent 
use  of  a low  phenylalanine  diet. 

The  development  of  the  bacterial  “inhibi- 
tion assay”  for  detecting  phenylalanine  in 
the  blood  of  newborn  infants  has  made  pos- 
sible a rapid,  inexpensive  screening  test  for 
phenylketonuria.  The  assay  is  based  on 
the  growth  requirement  of  a specific  strain 
of  Bacillus  subtilis  for  phenylalanine. 
When  an  inhibitor  (phenylalanine  antagon- 
ist), beta-2-thienylalanine,  is  incorporated 
into  an  otherwise  complete  culture  medium, 
the  inoculated  culture  of  B.  subtilis  will  not 
grow.  When  phenylalanine  is  supplied  in 
excess,  the  antagonism  will  be  overcome, 
and  bacterial  growth  will  occur.  In  this  as- 
say, filter  paper  discs  containing  blood  or 
urine  are  placed  on  the  culture  media.  The 
amount  of  phenylalanine  or  phenylketone 
on  the  disc  is  directly  related  to  the  amount 
of  bacterial  growth.  Control  discs  con- 
taining known  amounts  of  phenylalanine 
are  used  for  rough  quantitation.  Tests  are 
reported  as  presumptive  positive  when 
discs  containing  the  specimen  induce 
growth  equal  to  or  greater  than  the  4 mg. 
per  100  ml.  control  disc. 

As  indicated  above,  PKU  urine  may  not 
give  a positive  test  until  3 to  6 weeks  after 
birth.  Therefore  early  blood  samples  repre- 
sent a preferred  method.  All  presumptive 
positives  should  be  retested  by  the  inhibi- 
tion assay,  and  if  still  positive,  should  be 
confirmed  by  serum  phenylalanine  tests. 

At  the  present  time,  the  Guthrie  Inhibi- 
tion Test  is  no  doubt  the  best  device  for  de- 
tecting the  presence  of  PKU.  If  it  has  any 
fault,  it  is  that  occasionally  a few  false  or 
presumptive  positives  occur.  The  inconven- 
ience caused  by  these  false  positives  is  neg- 


ligible when  one  considers  the  advantages 
offered  for  the  early  detection  of  this  par- 
ticular inborn  error  of  metabolism.  At  least 
40  states  have  adopted  the  inhibition  assay 
method  of  PKU  testing. 

Survey  of  Hospitals 

Greene  Valley  Hospital  and  School  is  a 
state  institution  for  the  mentally  retarded. 
It  services  the  37  counties  located  in  east- 
ern Tennessee.  Seventy-three  hospitals 
were  listed  for  the  37  counties.  The  admin- 
istrator of  each  hospital  was  sent  a routine 
letter  and  questionnaire,  which  he  was  re- 
quested to  compiete  and  return  to  the  insti- 
tution.* 

Fifty-eight  general  hospitals  cooperated 
by  completing  the  questionnaire.  Fifteen 
hospitals  failed  to  respond  to  the  question- 
naire. Five  hospitals  indicated  they  do  no 
obstetrics  and  do  not  plan  to  use  the  test. 
One  hospital  had  closed,  and  another  hospi- 
tal was  under  construction  and  not  in  use. 
When  these  22  hospitals  were  subtracted 
from  the  total  of  73  to  which  the  form  was 
sent,  51  survey  questionnaires  were  worthy 
of  study.  Table  1 indicates  the  general  re- 
sponse of  hospitals  and  staff  physicians  to 
the  Guthrie  Inhibition  Test. 

Table  I 

Number  of  Questionnaires  Total  No.  Per  Cent  of 
Worthy  of  Study  = 51  Hospitals  Hospitals 


Hospitals  conducting  test  14  27% 

Hospitals  using  other  tests 

for  PKU  6 12% 

Hospitals  planning  to  conduct 

Guthrie  test  21  41% 

Hospitals  without  PKU  policy  6 12% 

Hospitals  undecided  as  to 

staff  action  3 6% 

Hospitals  opposed  to  Guthrie 

test  1 2% 


It  is  encouraging  to  note  that  35  of  the 
hospitals  are  either  conducting  or  planning 
to  conduct  the  test.  The  fact  that  21  hospi- 
tals are  planning  to  implement  the  inhibi- 
tion assay  test  reveals  an  interesting  situa- 
tion. Little  advance  publicity  was  given  to 
the  initiation  of  this  test,  and  since  many 
hospital  staffs  forego  meetings  during  the 
summer  months,  many  staffs  were  caught 
off  guard  without  the  ability  to  authorize 
the  procedure. 

The  6 hospitals  using  tests  other  than  the 
assay  method  included  1 using  the  10 % fer- 
ric chloride  test  and  5 using  a stick  test. 

*A  sample  of  the  letter  and  questionnaire  is  in- 
cluded at  the  end  of  this  paper. 
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From  the  remarks  made  in  the  question- 
naire, none  anticipated  any  change  in  pres- 
ent procedure. 

Six  more  hospitals  were  awaiting  staff  ac- 
tion, and  3 were  undecided  as  to  staff  action 
and  use  of  the  inhibition  assay  test.  Only  1 
hospital  was  opposed  to  the  test,  and  this 
seems  to  have  been  the  result  of  misinfor- 
mation. It  was  reported  on  the  completed 
questionnaire  that  the  “Staff  of  . . . Hospi- 
tal has  approved  use  of  FeCl3  test  on  new- 
borns which  is  superior  to  the  Guthrie  Test 
in  the  first  48  hours  after  birth.” 

Another  hospital  reported  that  most  of  its 
maternity  cases  leave  the  hospital  after  one 
day.  A further  amplification  was  that 
“Public  health  nurses  might  perform  tests 
if  (one)  [sic]  brave  enough  to  puncture  sag- 
gital  sinus.” 

In  another  hospital,  the  staff  disapproved 
the  idea  of  sending  specimens  to  the  State 
Department  of  Health. 

Many  hospitals  reported  that  either  the 
ferric  chloride  test  or  the  stick  test  is  being 
performed  routinely  by  physicians  in  their 
offices  between  the  second  and  sixth  week. 

Some  hospital  staffs  were  preoccupied 
with  the  problem  of  early  discharge,  one  to 
two  days  postpartum.  Some  indicated  they 
did  not  see  how  they  could  implement  the 
test  practically  and  a few  suggested  that 
public  health  nurses  might  possibly  follow 
up  on  these  cases  and  undertake  the  study. 

In  the  14  hospitals  presently  using  the 
test,  9 indicated  that  the  test  is  performed 
from  the  first  to  the  third  day;  3 from  the 
third  to  the  fifth  day;  and  2 reported  that  it 
is  conducted  at  the  request  of  the  attending 
physician.  This  policy  no  doubt  reflects  the 
early  discharge  of  maternity  cases  from  a 
hospital. 

Discussion 

It  would  seem  that  more  advanced  infor- 
mation on  the  availability  of  new  proce- 
dures should  be  given  to  general  hospitals 
and  practicing  physicians. 

Since  Dr.  Robert  Guthrie  is  presently  ex- 
ploring the  possibility  of  using  modifications 
of  the  inhibition  assay  test  for  other  inborn 
errors  of  metabolism,  it  is  quite  possible 
that  further  tests  for  inborn  errors  of  me- 
tabolism will  be  forthcoming.  Included  in 
this  group  is  galactosemia,  which  is  another 


treatable  inborn  error  of  metabolism  caus- 
ing mental  retardation. 

The  Guthrie  test  is  ideally  performed  on 
the  third  to  the  fifth  day,  and  it  follows 
that  the  early  discharge  of  newborn  infants 
poses  difficulty  for  both  the  hospital  and 
the  attending  physician.  However,  this 
should  not  discourage  hospitals  from  inaug- 
urating the  use  of  this  test,  since  it  has 
been  demonstrated  that  the  test  may  be- 
come positive  within  twelve  hours  after 
milk  feedings  are  started.  Follow-up  tests 
can  be  performed  later.  The  suggestion  of 
public  health  nurse  follow-up  has  merit.  It 
should  be  explored  further. 

Some  of  the  misinformation  which  appar- 
ently exists  regarding  this  test  (Guthrie) 
and  the  10%  ferric  chloride  or  stick  test  is 
no  doubt  due  to  the  rapid  accumulation  of 
new  knowledge  and  information  which  is 
getting  into  the  literature  and,  in  some  in- 
stances, causing  confusion. 

It  would  appear  that  making  a test  avail- 
able carries  no  guarantee  that  it  will  be 
utilized.  More  advanced  information  and 
discussion  time  should  be  allowed.  Proper 
liaison  with  the  Tennessee  Medical  Associa- 
tion would  permit  the  dissemination  of 
knowledge  and  endorsement  of  the  test  to 
local  medical  societies. 

Statistically  speaking,  7 or  8 PKU  infants 
will  be  born  each  year  in  Tennessee.  How 
many  of  these  will  be  diagnosed  early 
enough  to  assure  a normal  individual?  This 
is  the  question  general  hospitals  and  medi- 
cal staffs  will  have  to  answer  to  themselves 
and  to  the  public. 

No  claim  is  made  for  the  inhibition  assay 
method  of  testing  for  PKU  other  than  that 
it  seems  to  be  the  best  test  available  for 
quick,  inexpensive  determination.  It  de- 
serves consideration  by  general  hospitals 
and  physicians. 

Summary 

The  result  of  a survey  of  general  hospi- 
tals employing  the  recently  innovated  inhi- 
bition assay  test  for  PKU  detection  in  one 
service  area  is  reported  and  discussed. 

August  17,  1964 

Dear  Sir: 

The  Tennessee  State  Department  of  Public 
Health  announced  recently  that  the  Guthrie  Test 
for  PKU  is  now  available  as  a regular  service 
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through  its  Nashville  office.  This  test  is  unques- 
tionably the  best  for  early  detection  of  Phenylke- 
tonuria. Positive  cases  of  PKU  have  been  detect- 
ed by  this  method  as  early  as  12  hours  after  the 
beginning  of  milk  feedings.  Ideally,  however,  the 
test  is  best  carried  out  from  the  third  to  the  fifth 
day  of  life.  The  Guthrie  test  is  merely  a screen- 
ing test  and  is  simply  accomplished.  Drops  of 
blood  are  impregnated  onto  special  cards  fur- 
nished by  the  Public  Health  Laboratory  for  this 
purpose.  It  is  important  that  a sufficient  quantity 
of  blood  is  obtained  in  each  circle  to  saturate  the 
ring  completely  on  both  sides. 

I would  strongly  urge  you  to  consider  installing 
this  test  as  a routine  in  your  newborn  nursery.  It 
should  also  be  used  as  a device  in  prenatal  care 
where  the  mother  is  suspected  of  being  mentally 
retarded. 

The  incidence  of  PKU  has  been  found  to  be 
one  case  in  every  10,000  births.  This  may  not 
sound  too  frequent,  but  when  you  consider  that  an 
undetected  case  will  cost  $50,000  to  $100,000  for 
lifetime  care,  plus  the  sorrow  which  naturally  ac- 
companies such  a case,  the  small  effort  of  your 
hospital  personnel  can  be  very  rewarding.  Early 
detection,  confirmation,  and  treatment  of  a case 
of  PKU  can  lead  to  a normal  individual  capable 
of  making  his  way  in  society. 

The  legal  implications  of  failing  to  set  up  prop- 
er control  and  detection  means  for  PKU  is  now 
approaching  alarming  proportions.  Several  states 
have  had  malpractice  suits  awarded  in  favor  of 
the  plaintiff,  with  the  hospital  and  attending  phy- 
sician as  codefendants.  Many  cases  have  been 
settled  out  of  court  to  avoid  the  notoriety.  A phy- 
sician and  hospital  can  no  longer  be  in  a defensi- 
ble position  unless  testing  for  PKU  is  done.  The 
Guthrie  test  is  superior  to  the  old  10  per  cent  fer- 
ric chloride  and  stick  method  presently  employed 
in  many  hospitals. 

You  will  find  enclosed  a questionnaire,  which  I 
shall  appreciate  your  completing  and  returning  to 
me  in  the  self-addressed  envelope.  If  your  hospi- 
tal staff  would  like  me  to  appear  and  explain  any 


further  details,  I shall  be  most  happy  to  comply. 

Yours  to  Prevent  Mental  Retardation, 
A.  K.  Husband,  M.D. 

Superintendent 

GREENE  VALLEY  HOSPITAL  AND  SCHOOL 
Greeneville,  Tennessee 
August  17,  1964 

Is  your  institution  presently  employing  the  Guth- 
rie test  on  newborns  for  PKU  (phenylketonuria) 

detection?  Yes No 

If  No 

Do  you  plan  to  use  the  Guthrie  test,  now  that  it 
is  available  through  the  Public  Health  Labora- 
tory? Yes! No 

Has  the  medical  staff  approved  the  Guthrie  test 

as  a newborn  routine?  Yes No 

If  No 

Will  the  medical  staff  act  on  the  Guthrie  test  in 

the  near  future?  Yes No 

Can  you  estimate  date  of  action?  

If  the  Guthrie  test  is  presently  used  in  your  hos- 
pital, on  what  day  of  life  is  it  performed? 

1-3  days  — 

3-5  days  

5 or  more  

At  request  of  physician  

Any  additional  remarks  or  comments: 


Administrator  

Hospital  

Address  

Date  

References 

1.  Berry,  H.  K.,  Umbarger,  Barbara,  and  Suth- 
erland, Betty:  Phenylketonuric  Families,  J.A.M.A. 
189,  1964. 

2.  Mabry,  C.  C.,  Nelson,  T.  L.,  and  Horner,  F. 
A.:  Occult  Phenylketonuria,  Clin.  Pediatrics,  1: 
82,  1962. 


PHYSICIAN  WANTED 

University  of  Tennessee  Student 
health  service.  Looking  for  a fifth 
position.  Salary  in  excess  of  $12,000, 
fringe  benefits.  Contact  E.  G.  Zach- 
ary, M.D.,  820  Temple,  Knoxville,  Ten- 
nessee. Phone  524-2981,  ext.  341. 


September,  1965 


CASE  REPORT 


287 


CASE  REPORT 

Lupus-like  Syndrome  with  Positive 
Hargrave  Phenomenon  Induced  by 
Pronestyl  Therapy:  Analysis  of  the  Test* 

Alex  G.  Carabia,  M.D.,  and 

T.  Guy  Fortney,  Jr.,  M.D.,  Oak  Ridge,  Tenn. 

Introduction 

The  diagnosis  of  lupus  erythematosus  is 
not  fulfilled  precisely  by  the  subjective  and 
objective  symptoms  and  signs  of  the  disease 
but  by  the  different  hematologic  changes 
taking  effect  during  the  course  of  this  dis- 
ease. 

The  L.  E.  test  is  repeatedly  performed  for 
diagnostic  purposes  and,  although  the  test 
is  not  in  any  way  specific  for  lupus  erythe- 
matosus, the  correlation  between  cells 
called  L.  E.  and  the  disease  is  high.1  The 
test  will  be  positive  in  approximately  80/f 
of  patients  suffering  from  this  malady.2 

A positive  L.  E.  test  has  been  reported 
in  cases  of  drug  allergy,  serum  diseases,8 
rheumatoid  arthritis,  thrombocytopenic 
purpura  and  rarely  in  post-necrotic  cirrho- 
sis (lupoid  cirrhosis) , periarteritis  nodosa, 
scleroderma,  multiple  myeloma  and  derma- 
tomyositis;  in  sensitization  to  hydralazine, 
penicillin,  diphenylhydantoin  (Dilantin) 
and  tetanus  antitoxin;  in  rheumatic  fever, 
miliary  tuberculosis,  erysipelas  and  chronic 
lupus  erythematosus.4  Recently  such  re- 
ports seem  to  be  less  frequent,  suggesting 
that  faulty  interpretation  or  technic  may 
have  been  responsible  for  some  of  the  re- 
ports in  the  past.4 

The  purpose  of  this  paper  is  to  present  a 
case  of  the  positive  L.  E.  cell  phenomenon 
following  therapeutic  doses  of  Pronestyl 
(procainamide  hydrochloride) . Pronestyl 
depresses  the  excitability  of  cardiac  muscle 
and  slows  conduction  in  the  atrium,  the 
bundle  of  His  and  ventricle.  It  is  used  pri- 
marily to  control  ventricular  extrasystoles 
and  ventricular  tachycardia  either  by  oral, 
intramuscular  administration  or  intrave- 
nous infusion.  A syndrome  closely  resem- 
bling lupus  erythematosus  has  been  re- 
ported in  connection  with  maintained  pro- 
cainamide therapy.5  Immediately  following 


*From  the  Departments  of  Pathology  and  Gen- 
eral Medicine,  Oak  Ridge  Hospital,  Oak  Ridge, 
Tenn. 


this  communication,  an  analysis  of  the  L.  E. 
test  will  follow  in  regard  to  current  tech- 
nics, reliability  and  interpretation. 

Case  Presentation 

The  patient,  a 50  year  old  white  woman  was 
first  seen  in  1956  for  follow-up  after  having  had 
subacute  bacterial  endocarditis.  She  had  angina 
relieved  by  nitroglycerine. 

The  history  revealed  that  she  first  had  rheuma- 
tic fever  at  the  age  of  9 and  an  exacerbation  with 
proven  endocarditis  in  1956. 

At  that  time  examination  demonstrated  aortic 
stenosis  and  regurgitation,  cardiac  enlargement, 
and  a B.P.  of  180/60. 

She  was  again  seen  in  June,  1963  because  of 
severe  anemia  having  a Hgb.  of  6.5  Gm.  She  was 
hospitalized  and  study  demonstrated  no  cause  for 
the  anemia,  though  it  improved  with  iron  therapy. 

In  October,  1963,  she  was  having  repeated  at- 
tacks of  angina  pectoris.  An  ECG  revealed  nu- 
merous ventricular  ectopic  beats,  with  intermittent 
trigeminy  and  bigeminy.  It  was  thought  the  an- 
gina might  be  increased  with  these  ventricular  ec- 
topic beats.  This  assumption  was  based  on  de- 
creased cardiac  output  and  a further  fall  in  dias- 
tolic pressure  to  30,  decreasing  coronary  circula- 
tion. Therefore  she  was  started  on  procainamide 
(Pronestyl)  500  mg.  q.i.d.,  which  was  followed  by 
fewer  ventricular  beats  and  an  improvement  in 
the  anginal  symptoms.  The  drug  was  decreased 
to  500  mg.  b.i.d.  with  recurrence  of  symptoms. 
The  dose  was  then  increased  again  to  500  mg. 
q.i.d.  and  maintained  for  a period  of  6 months. 

During  this  time,  in  December,  1963,  the  pa- 
tient had  pain  in  the  right  lower  quadrant  of  the 
abdomen  which  was  very  suspicious  of  a ruptured 
appendix  but  which  subsided  upon  conservative 
treatment. 

In  February  of  1964,  the  patient  began  to  com- 
plain of  generalized  migratory  joint  pains.  There 
was  some  low  grade  fever  and  an  erythematous 
rash  appeared  over  the  bridge  of  the  nose  and 
malar  eminences  of  the  face.  She  was  hospital- 
ized in  February,  1964  for  further  studies. 

Blood  studies  showed  a micro-HCT.  of  31.5  and 
Hgb.  of  11  Gm.  The  WBC  count  was  5,200,  with 
Stabs  of  3%,  P.M.N.  53%,  lymphs.  38%,  monocytes 
4%,  and  P.M.E.  2%.  The  C-reactive  protein  was 
negative,  as  was  the  latex  fixation  test;  asotiter 
was  166  Todd  units.  Urinalysis  was  within  normal 
limits.  The  BUN.  was  19  mg.  per  100  ml.  Chest 
x-ray  examination  revealed  cardiac  enlargement, 
the  heart  measuring  17  cm.,  the  thoracic  diameter 
being  28  cm.  An  L.  E.  preparation  showed  posi- 
tive Hargrave  phenomenon  and  typical  L.  E.  cells 
were  plentiful. 

Since  it  was  not  known  whether  the  patient 
had  possibly  converted  her  collagen  disease  into 
lupus  erythematosus  or  whether  this  was  a reac- 
tion to  Pronestyl,  the  drug  was  discontinued  and 
replaced  by  quinidine.  Within  2 weeks  the  patient 
lost  all  symptoms  of  joint  pain  and  the  erythema- 
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tous  rash  was  disappearing.  After  6 weeks  off 
Pronestyl  an  L.  E.  cell  preparation  was  repeated 
and  was  found  negative,  showing  no  evidence  of 
intracytoplasmic  nuclear  inclusions. 

In  July,  1964,  an  exploratory  operation  was 
done  because  of  repeated  attacks  of  pain  in  the 
right  lower  quadrant  which  were  suggestive  of 
intestinal  obstruction.  An  adenocarcinoma  of  the 
right  colon  was  found.  The  patient  did  well  after 
the  resection  of  the  neoplastic  lesion  until  April  7, 
1965  when  she  suddenly  had  an  attack  of  chest 
pain  and  was  dead  upon  arrival  at  the  hospital. 
Permission  for  necropsy  was  not  granted. 

Discussion 

In  true  disseminated  lupus,  as  well  as  in 
other  specific  collagen  diseases,  the  etiolog- 
ic  factor  responsible  for  the  positivity  of 
the  L.  E.  phenomenon  depends  on  the  pres- 
ence of  a substance  in  the  serum  of  the  pa- 
tient. In  lupus  this  is  thought  to  be  a com- 
ponent of  the  serum  globulin  which  disinte- 
grates nuclei  by  depolymerization  of  de- 
soxyribonucleic acid.  This  interaction  oc- 
curs chiefly  within  the  cell  of  neutrophils 
and  lymphocytes.  The  nuclear  chromatin 
becomes  homogeneous  and  swollen  with  ul- 
timate rupture  of  the  nuclear  membrane 
which  permits  liberation  of  this  swollen, 
homogeneous  nuclear  material  into  the  sur- 
rounding environment.  Such  lysed  nuclear 
material  attracts  phagocytic  cells  which 
cluster  about  it  to  form  a “rosette.” 
Finally  the  material  is  engulfed  by  one  or 
more  of  the  phagocytes,  thus  producing  the 
L.  E.  cell.3 

In  the  case  presented,  there  were  changes 
typical  of  the  Hargrave  phenomenon.  The 


Fig.  1.  Typical  L.  E.  cell.  The  “velvety”  lysed 
nuclear  material  has  been  completely  digested. 
Notice  the  sausage  shaped  nucleus  of  the  digest- 
ing cell.  (Code  S-64-488,  100  mag.,  58  wratten 
filter,  0.5  sec.) 


accompanying  photomicrographs  show  the 
total  digestion  of  the  lysed  nuclear  material 
with  elongation  of  the  digesting  cells  (Fig. 
1).  “Rosettes”  were  also  seen  involving  per- 
ipheral neutrophilic  cells  phagocytizing 
either  the  homogeneous  nuclear  material  or 
lymphocytes  (Fig.  2).  Two  cells  were  not 
infrequently  seen  digesting  parts  of  one 
lysed  unit  (Fig.  3) . 


Fig.  2.  The  lysed  nuclear  material  at  the  center 
surrounded  by  3 neutrophils,  2 lymphocytes  and 
one  monocyte. 


Fig.  3.  Two  digesting  cells  engulfing  the  nuclear 
material  at  the  center.  Notice  conglomeration  of 
neutrophils  in  the  vicinity. 


In  the  case  presented  a syndrome  devel- 
oped resembling  lupus  erythematosus  with 
positive  Hargrave  phenomenon  after  main- 
tenance of  therapy  with  procainamide 
(Pronestyl) . The  pathologic  physiology  or 
mechanism  by  which  these  changes  occur  is 
still  unknown.  However,  it  is  known  that 
lesions  similar  to  those  found  in  collagen 
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diseases  have  been  reproduced  in  animals 
by  the  repeated  or  prolonged  administra- 
tion of  various  drugs.6  It  has  been  shown 
electrophoretically  that  there  may  be  at 
least  four  abnormal  proteins  in  the  serum 
of  patients  with  lupus.  One  is  concerned 
with  rendering  positive  the  Coombs  anti- 
globulin test,  another  may  give  a false  sero- 
logic test  for  syphilis,  another  by  interfering 
with  prothrombin  and  prothrombin  accesso- 
ry factors  acts  as  an  anticoagulant,  and  the 
fourth  is  responsible  for  the  L.  E.  phenome- 
non.7 Pronestyl  or  other  drug  administered 
for  long  periods  and  capable  of  causing  a 
sensitivity  reaction  may  combine  with  a 
plasma  protein  to  form  an  antigen.  It  is 
postulated  that  an  antigen-antibody  reac- 
tion may  be  the  mechanism  by  which  these 
hematologic  and  clinical  changes  occur. 

Analysis  of  the  test.  The  results  of  an  L. 
E.  preparation  varies  with  the  technic  used. 
Frequently  a preparation  is  negative  by 
one  technic  and  may  be  positive  with  a 
different  one.  There  are  several  methods  of 
preparing  the  cells  for  examination,  an 
essential  requirement  being  the  production 
of  sufficient  injury  to  the  cell  to  permit  the 
reaction  to  occur. 

(1)  A popular  but  old-fashioned  method  is  the 
so-called  “ sieved ” clot  technic.  This  involves  the 
removal  of  10  ml.  of  venous  blood  which  is 
placed  in  a centrifuge  tube  and  allowed  to  clot 
for  approximately  2 hours  at  room  temperature. 
The  serum  is  then  decanted  and  the  clot  is 
forced  through  a screen  or  fine  mesh  to 
defibrinate  it.  The  resulting  fluid  portion  of  the 
clot  is  transferred  to  hematocrit  tubes  for  centrif- 
ugation. The  serum  is  discarded  and  the  buffy 
cellular  layer  is  then  transferred  to  glass  slides 
and  smears  made  in  the  usual  way.  (2)  Another 
less  popular  and  probably  better  method  is  the 
so-called  rotary  method.  This  technic  consists 
of  using  heparinized  whole  venous  blood  which, 
after  2 hours,  is  transferred  to  a test  tube  con- 
taining five  glass  beads,  each  5 mm.  in  diameter. 
The  tube  is  placed  in  a rotor  and  rotated  for  30 
minutes.  One  ml.  of  blood  is  then  transferred  to  a 
hematocrit  tube  and  finally  the  buffy  cellular  coat 
is  pipetted  off,  smeared  on  cover  slips  and  stained 
with  Wright’s  stain.3 

It  is  unquestionably  true  that  preparations 
made  by  these  methods  are  of  good  quality  and 
suitable  for  examination.  However,  in  both 
methods  a considerable  amount  of  venous  blood 
is  needed,  several  hours  must  be  allowed  for  the 
completion  of  the  test,  and  considerable  glassware 
must  be  used. 

(3)  In  our  laboratory  we  use  a rather  recent 
“ capillary ” method  which  uses  capillary  blood  ob- 


tained by  puncture  of  the  fingertip  or  ear  lobe. 
The  test  takes  an  hour  for  completion  and  uses 
very  little  equipment.  The  hematocrit  tubes  filled 
with  blood  are  centrifuged  for  5 minutes;  after 
this  the  plasma  and  the  buffy  coat  are  well  mixed 
by  using  a wire  stylet.  This  step  is  important  be- 
cause it  brings  the  plasma  L.  E.  factor  and  leuko- 
cytes into  close  contact  and,  at  the  same  time,  in- 
jures the  neutrophils,  proved  to  be  an  important 
factor  in  the  formation  of  L.  E.  cells.  The  tubes 
are  incubated  at  37°  C.  for  30  minutes.  They  are 
then  centrifuged  again  for  5 minutes,  and  finally 
the  buffy  coat  is  delivered  to  a glass  slide  with  a 
smallpox  vaccination  bulb.  A smear  is  made 
from  each  buffy  coat  and  stained  by  the  Wright’s 
stain.  In  approximately  one  hour,  a medical 
technologist  can  have  the  preparation  ready  for 
examination.  The  capillary  method  for  L.  E.  cell 
study  of  intracytoplasmic  nuclear  inclusions  is  a 
better  technic  considering  the  aforementioned  ad- 
vantages. 

Summary 

The  case  of  a 50  year  old  woman  having  a 
history  of  rheumatic  fever,  valvular  heart 
disease  and  acute  bacterial  endocarditis  has 
been  recorded.  Angina  pectoris,  thought 
due  to  ventricular  premature  contractions, 
was  treated  by  procainamide  for  6 months, 
during  which  the  patient  developed  ‘‘but- 
terfly” eruption,  generalized  arthralgias, 
and  a positive  L.  E.  preparation. 

Antigen-antibody  reaction  as  related  to 
drug  sensitivity  has  been  discussed. 

Methods  used  for  the  preparation  of  the 
L.  E.  test  have  been  described. 
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CASE  REPORT 

Massive  Hemorrhage  from  Jejunal 
Diverticulosis:  Report  of  a Case 
and  Comment* 

Eugene  R.  Nobles,  Jr.,  M.D.,  Memphis,  Tenn. 

Exsanguinating  hemorrhage  from  jejunal 
diverticulosis  has  been  reported  infrequent- 
ly. Thus  far  there  have  been  26  documented 
instances  of  this  type  of  gastrointestinal 
hemorrhage.  The  purpose  of  this  report  is 
to  record  the  twenty-seventh  patient  and  to 
comment  briefly  on  the  important  features 
of  jejunal  diverticulosis  as  we  understand 
it  today. 

Case  Report 

(BMH-564115)  On  Dec.  19,  1964,  this  49  year 
old  farmer  was  admitted  as  an  emergency  to  the 
nospital  because  of  gastrointestinal  hemorrhage. 

The  diagnosis  of  diverticulosis  of  the  colon  had 
been  made  in  1941,  and  the  patient  had  been 
treated  off  and  on  for  years  for  this  condition 
along  with  an  esophageal  hiatus  hernia.  His 
therapeutic  regimen  consisted  of  antacid  therapy 
and  dietary  restriction,  but  his  symptoms  contin- 
ued intermittently.  The  evening  prior  to  admis- 
sion, shortly  after  dinner,  he  felt  weak  and 
passed  two  large  dark  red  stools.  He  was  rushed 
to  his  local  hospital  and  was  given  2 blood  trans- 
fusions. Because  of  continued  bleeding  he  was 
transferred  to  us  on  the  following  morning. 

The  patient’s  past  medical  history  was  sig- 
nificant in  that  he  had  had  hypertension  for  10 
years  and,  in  spite  of  antihypertensive  therapy, 
the  blood  pressure  ranged  around  170/100.  Ho 
had  had  an  appendectomy  in  1935,  but  no  other 
operations. 

When  we  saw  him  he  was  found  to  be  obese, 
weighing  255  lbs.  His  skin  was  pale  and  clammy. 
The  B.P.  was  110/70,  and  P.  100.  There  was  mild 
tenderness  in  the  epigastrium  as  well  as  in  the 
left  lower  quadrant.  The  liver  could  not  be  felt 
and  no  abdominal  masses  were  present.  Blood 
was  present  in  both  the  gastric  aspirate  and  in 
the  rectum. 

The  following  laboratory  values  were  obtained: 
— HCT.  was  27%;  W.B.C.  count,  7,900  with  a nor- 
mal differential  picture;  urinalysis  was  negative; 
fasting  blood  sugar  was  103  mg.%,  and  a glucose 
tolerance  test  was  normal. 

Hospital  Course.  He  was  treated  vigorously 
with  antacids,  sedation,  antispasmodics,  and  blood 
replacement  in  the  hope  the  bleeding  would  sta- 
bilize and  x-ray  studies  might  be  carried  out.  It 
was  presumed  the  bleeding  was  from  a duodenal 
ulcer,  and  we  were  reassured  when  no  more 
blood  passed  per  rectum  the  day  of  admission 
and  there  was  no  further  vomiting.  Five  blood 
transfusions  restored  the  patient’s  vital  signs  and 
blood  volume.  Early  the  following  morning, 
however,  massive  hemorrhage  and  shock  devel- 


oped again.  Six  more  rapid  blood  transfusions 
were  required  to  restore  the  patient’s  pressure. 
He  was  taken  to  surgery  with  blood  being  pumped 
in  through  two  venous  cannulas.  By  this  time 
he  had  received  a total  of  6000  cc.  of  whole  blood. 

At  abdominal  exploration  the  stomach  and  duo- 
denum were  found  to  be  entirely  normal.  There 
was  a very  small  hiatus  hernia  with  no  associated 
reaction  of  the  upper  stomach  or  esophagus.  Scat- 
tered, small  colonic  diverticula  were  noted.  Begin- 
ning about  6 inches  below  the  ligament  of  Treitz 
were  found  several  moderately  large  jejunal 
diverticula.  One  of  these  was  acutely  inflamed 
and  adhered  to  the  mesentery  causing  a mild  tor- 
sion of  the  jejunum.  When  this  was  corrected  it 
was  found  that  all  of  the  diverticula  were  located 
in  the  proximal  jejunum,  and  that  they  were  all 
encompassed  in  a resection  of  a 67  cm.  segment 
of  this  jejunum.  No  other  bleeding  source  was 
found  in  the  abdomen.  At  end-to-end  jejunoje- 
j unostomy  was  performed  and  the  opened  speci- 
men showed  7 diverticula  dissecting  between  the 
leaves  of  the  mesentery. 

Postoperatively  the  patient  had  no  further  gas- 
trointestinal hemorrhage.  Microscopic  examina- 
tion of  the  inflamed  diverticulum  showed  an  ulcer 
with  hemorrhage  at  its  base  which  was  the  bleed- 
ing site.  On  the  16th  postoperative  day  the  pa- 
tient had  a large  posteriolateral  myocardial  in- 
farction. In  spite  of  temporary  improvement  his 
course  thereafter  was  gradually  down  hill  with 
progressive  cardiac  decompensation.  He  died  of 
another  myocardial  infarction  on  the  70th  posto- 
perative day. 

Comment 

This  patient  is  offered  as  a proven  exam- 
ple of  exsanguinating  hemorrhage  from  a 
jejunal  diverticulum.  Ten  years  ago  few 
surgeons  in  this  country  would  have  be- 
lieved this  possible.  Until  then  there  had 
only  been  about  10  cases  of  massive  hemor- 
rhage from  such  diverticula  reported  in  the 
literature,  and  most  of  these  were  in  the 
British  journals.  Since  then  the  condition 
is  becoming  recognized  with  increasing  fre- 
quency, and  there  is  justification  for  re- 
cording another  instance  of  such  hemor- 
rhage in  an  effort  to  further  publicize  this 
potentially  lethal  complication  of  jejunal 
diverticulosis. 

It  is  of  historical  interest  that  Sir  Astley 
Cooper,  one  of  John  Hunter’s  most  famous 
pupils,  reported  the  first  case  of  jejunal 
diverticulosis.  The  autopsy  specimen  of  this 
patient  appeared  as  an  illustration  in  Coop- 
er’s monumental  work,  Anatomy  and  Sur- 
gical Treatment  of  Crural  and  Umbilical 
Hernia  published  in  1807.  Sporadic  obser- 
vations appeared  in  the  literature  at  infre- 
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quent  intervals  thereafter.  In  1906,  Gordi- 
nier  and  Sampson1  were  the  first  to  report 
finding  these  lesions  at  operation.  Their  pa- 
tient had  partial  intestinal  obstruction  from 
jejunal  diverticulitis  and  was  cured  by  re- 
section of  the  involved  segment.  Helves- 
tine,-  in  1923,  observed  the  constant  ap- 
pearance of  the  sac  on  the  mesenteric  bor- 
der of  the  intestine  in  close  relation  to  the 
site  of  perforation  of  the  intestinal  vessels. 

There  then  appeared  one  of  those  classics 
of  medical  writing,  an  article  of  great  clari- 
ty by  an  English  surgeon,  Mr.  Harold  C. 
Edwards.3  He  described  in  detail  the  anato- 
my of  the  diverticula,  pointing  out  that 
they  are  thin-walled  pouches  arising  at  the 
mesentery  border  of  the  jejunum.  They 
push  aside  the  leaves  of  the  mesentery  and 
are  intimately  associated  with  the  segmen- 
tal vessels.  He  thought  the  larger  pouches 
in  the  direct  midline  of  the  mesentery  grew 
from  the  fusion  of  two  small  diverticula 
arising  just  off  center  at  the  point  of  entry 
of  the  vessels.  His  illustrations  demon- 
strated quite  clearly  that  the  wall  of  these 
diverticula  is  much  thinner  than  the  normal 
bowel  wall,  consisting  simply  of  mucosa,  an 
occasional  attenuated  muscle  strand,  and 
serosa.  In  other  words,  these  sacs  are  sim- 
ply acquired  herniations  of  mucosa  through 
the  wall  of  the  jejunum. 

Today  we  accept  much  of  what  he  said.  It 
is  agreed  these  diverticula  are  acquired 
blind  pouches  of  the  jejunum,  generally 
multiple  and  decreasing  in  frequency  from 
the  ligament  of  Treitz  to  the  ileocecal 
valve.  They  are  found  in  the  older  age 
group,  although  solitary  congenital  divertic- 
ula are  seen  occasionally  in  children  and 
these  are  found  on  the  antimesentery  bor- 
der. About  10%  of  patients  with  diverticu- 
losis  of  the  jejunum  have  associated  colonic 
diverticula.  Probably  the  most  accurate 
study  of  overall  incidence  of  jejunal  diver- 
ticulosis  was  reported  by  one  pathologist 
who  insufflated  the  small  bowel  in  a consec- 
utive series  of  autopsies  and  found  an  oc- 
currence rate  of  4% 4 

Speculation  continues  over  the  precise 
cause  of  these  mucosal  herniations.  For 
years  it  has  been  thought  that  increased  in- 
traluminal pressure  from  irregular  or  over- 
active  peristalsis  was  of  paramount  impor- 
tance. However,  the  jejunum  is  collapsed 


most  of  the  time  and,  in  fact,  jejunum 
means  empty  in  Latin.  Pressure  changes 
within  it  are  quite  low.  Further  mitigating 
evidence  against  increased  intraluminal 
pressure  as  the  sole  cause  is  found  in  the 
two  other  situations.  We  know  that  in 
long  standing  intestinal  obstruction  the  per- 
itoneum covering  the  bowel  splits  first  on 
the  antimesenteric  border,  and  chronic  ob- 
struction does  not  give  rise  to  diverticula. 
We  now  know  also  there  are  instances  in 
which  young  people  who  have  had  an  ileos- 
tomy and  the  colon  left  in  place  has  later 
developed  diverticula  of  the  colon.  Some 
have  postulated  the  connective  tissue 
sheath  of  the  veins  degenerates  creating  a 
gap  between  the  vein  wall  and  muscle.  Oth- 
ers have  suggested  that  perivascular 
infiltration  with  fat  creates  a weakness  of 
the  intestinal  wall.  Today  it  is  recognized 
that  the  bowel  mucosa  is  a constantly  ac- 
tive, regenerating  membrane,  and  once  a 
small  defect  occurs  the  mucosa  can  easily 
proliferate  into  it. 

Clinically  we  know  that  many  of  these 
lesions  cause  no  symptoms.  However,  those 
which  have  a narrow  neck  and  empty  poor- 
ly probably  do  cause  symptoms  in  the  form 
of  mild,  chronic  indigestion.  More  recent- 
ly we  have  realized  that  the  larger  divertic- 
ula may  occasionally  begin  to  harbor  luxu- 
riant colonies  of  coliform  bacteria.  Vitamin 
B12  deficiency  with  resulting  macrocytic 
anemia  has  been  well  documented  in  blind 
loop  lesions  in  the  small  intestine,  and  also 
in  patients  infested  with  tape  worms.  Com- 
petition for  available  Bi2  in  the  intestine 
by  parasites  and  bacteria  has  been  impli- 
cated as  the  etiologic  mechanism  of  the 
anemia.  In  1955,  a patient  with  extensive 
jejunal  diverticulosis  was  reported  with 
clinical  vitamin  Bi2  deficiency  and  resulting 
macrocytic  anemia,  and  who  was  cured  sim- 
ply by  the  administration  of  oral  antibiot- 
ics.5 This  has  prompted  others  to  study  the 
bacterial  flora  of  patients  with  these  jejunal 
lesions  and  along  the  way  it  has  been  found 
that  these  people  may  also  have  other  ab- 
sorption defects.  They  may  have  impaired 
fat  absorption  with  resulting  steatorrhea, 
some  have  flat  glucose  absorption  curves, 
some  have  impaired  absorption  of  xylose, 
vitamin  A,  iron,  and  folic  acid.  It  is  now 
thought  the  several  absorption  problems 
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can  hardly  be  explained  on  the  basis  of 
bacterial  competition  for  these  nutrients, 
since  the  amount  in  the  daily  diet  is  much 
greater  than  could  be  utilized  by  even  an 
enormous  bacterial  population.  A number 
of  investigators  have  thought  that  the  coli- 
form  bacteria  produce  a product  toxic  to 
the  mucosal  cells  of  the  small  bowel,  and 
thus  interferes  with  their  normal  absorp- 
tive function.  However,  observations  with 
blind  loop  pouches  in  animal  experiments 
have  differed  somewhat  from  those  seen  in 
human  subjects,  and  the  exact  relationship 
between  the  bacteria  and  the  impaired  ab- 
sorption of  the  small  intestine  has  not  as 
yet  been  satisfactorily  explained.  One  of 
the  most  plausible  explanations  for  the  im- 
paired absorption  of  vitamin  Bi2  in  patients 
with  jejunal  diverticulosis  relates  the 
difficulty  to  the  lowered  pH  associated  with 
the  infected  diverticula.6  This  theory  holds 
that  intrinsic  factor  and  vitamin  B12  com- 
bine to  form  a stable  complex  in  the  al- 
kaline medium  of  the  duodenum  which  can 
later  be  absorbed.  Intrinsic  factor  is 
known  to  be  rapidly  destroyed  in  an  acid 
medium.  In  jejunal  diverticulosis  with  in- 
fected diverticula,  the  associated  acid  reac- 
tion upsets  the  physicochemical  relationship 
between  intrinsic  and  extrinsic  factor  and 
prevents  the  Bi2  absorption.  This  is  an 
area  where  considerable  further  work  is 
needed  to  explain  the  observed  facts. 

The  acute  catastrophic  complications  of 
hemorrhage,  perforation,  and  obstruction 
are  all  becoming  more  frequently  diag- 
nosed.7-9  Inflammation  of  the  sac  may  re- 
sult in  abscess  formation  or  perforation. 
Adhesions  may  lead  to  volvulus  or  obstruc- 
tion. A sac  filled  with  retained  material  by 
virtue  of  its  size  alone  may  obstruct  the  in- 
testinal lumen.  Traumatic  rupture  of  a 
diverticulum  has  been  reported  in  one  un- 
fortunate Englishman  who  was  kicked  in 
the  abdomen  by  his  horse.10  Foreign  body 
impaction  has  been  frequent.  Infestation 
with  intestinal  parasites  and  malignant  de- 
generation have  also  been  reported. 

For  treatment,  a conservative  program  of 
antispasmodic  drugs,  low  residue  diet,  and 
frequent  small  feedings  will  be  reasonably 
successful  in  controlling  the  symptoms  of 
flatulent  dyspepsia.  Malabsorption  prob- 
lems are  treated  with  replacement  therapy 


and  oral  antibiotics;  the  tetracyclines  thus 
far  being  the  agent  of  choice.  These  are 
best  used  in  repeated  short  courses.  When 
one  of  the  acute  catastrophic  complications 
arises  and  surgical  intervention  is  neces- 
sary, resection  of  the  involved  segment 
with  end-to-end  anastomosis  is  the  treat- 
ment of  choice.  Occasionally,  however, 
the  entire  jejunum  will  be  involved,  pre- 
cluding resection  of  all  diverticula,  and  in 
such  a case  only  the  area  of  obvious  compli- 
cation or  the  larger  diverticula  should  be 
removed.  Generally,  in  this  situation  resec- 
tion of  a few  proximal  loops  of  jejunum 
will  be  adequate  inasmuch  as  the  diverticu- 
la most  frequently  associated  with  compli- 
cations are  usually  found  here.  Rarely  a 
single  diverticulum  may  be  excised,  but  in- 
version of  these  solitary  ones  is  to  be  con- 
demned. When  diverticula  are  found  inci- 
dental to  an  operation  and  there  is  associat- 
ed dilatation  and  hypertrophy  of  the  proxi- 
mal jejunum,  serious  consideration  should 
be  given  to  removing  this  involved  intes- 
tine. As  judged  from  the  reported  litera- 
ture, upon  occasion  the  inflammation  associ- 
ated with  these  diverticula  will  be  extensive 
and  confusing,  and  unless  the  condition  is 
at  least  thought  of,  it  may  be  erroneously 
assumed  that  one  is  dealing  with  colonic 
disease  or  some  other  type  of  intra-abdomi- 
nal abscess. 

By  way  of  epilogue  it  should  be  stated 
that  we  have  now  progressed  beyond  the 
point  of  affording  mere  lip  service  to  these 
lesions.  They  must  be  given  serious  consid- 
eration when  found  in  patients  with  chron- 
ic indigestion,  and  they  must  also  enter  the 
differential  diagnosis  of  obstruction  of  the 
small  bowel  and  in  indeterminate  G.I. 
bleeding.  We  suggest  that  patients  undergo- 
ing x-ray  examination  for  upper  G.I.  bleed- 
ing should  have  the  barium  meal  followed 
for  a few  minutes  longer  into  the  upper  je- 
junum if  no  bleeding  site  is  found  in  the 
stomach  or  the  duodenum.  This  may  prove 
to  be  a very  valuable  investment  of  the  ra- 
diologist’s time. 
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Roentgenographic  Manifestations  of  Endocardial 

Fibroelastosis:  Johnsrude,  I.  S.,  and  Carey, 

Lewis  S.,  Radiology,  94:109,  1965. 

Fibroelastosis  is  characterized  by  variable  de- 
grees of  fibroelastic  proliferation  of  the  endocar- 
dium of  the  left  atrium  and  left  ventricle  measur- 
ing up  to  2 mm.  The  left  ventricular  chamber 
may  be  enlarged  (Type  I),  or  normal  size  or  con- 
tracted (Type  II).  Both  produce  diminished  con- 
tractility and  distensibility  of  the  left  ventricle 
with  incomplete  emptying  and  obstruction  of  flow 
into  the  left  ventricle  which  may,  in  turn,  pro- 
duce right  heart  enlargement  secondarily. 

Secondary  endocardial  fibroelastosis  occurs  pre- 
dominantly on  the  left  side  when  associated  with 
obstructive  lesions  such  as  coarctation  of  the  aor- 
ta and  aortic  stenosis,  and  occasionally  with  ano- 
malous origin  of  the  left  coronary.  It  has  been 
seen  on  the  right  side  in  some  cases  of  right  ven- 
tricular outflow  obstruction.  The  etiology  is  un- 
known. 

Fifty-six  patients  who  died  with  endocardial 
fibroelastosis  are  analyzed  in  this  paper.  Twenty- 
two  of  these  were  primary,  with  21  classified  as 
Type  I and  one  classified  as  Type  II.  The  re- 
maining 34  were  associated  with  other  congenital 


cardiac  malformations.  Plain  chest  films  of  22 
patients  were  reviewed  and  all  showed  varying 
degrees  of  cardiomegaly  with  normal  or  near  nor- 
mal appearance  of  pulmonary  vasculature.  All 
had  moderate  to  marked  left  side  cardiomegaly, 
but  slightly  more  than  half  also  showed  features 
suggesting  right  sided  enlargement.  Of  6 patients 
examined  by  contrast  studies,  5 showed  a dilated 
poorly  contracting  left  ventricle  with  the  single 
exception  representing  the  one  case  of  the  Type 
II  variety  of  primary  fibroelastosis.  Five  patients 
also  demonstrated  an  enlarged  poorly  contracting 
left  atrium.  Films  of  30  patients  with  secondary 
variety  were  available  for  review  and  28  of  these 
revealed  moderate  to  marked  cardiomegaly. 

Contrast  studies  were  less  characteristic,  and 
two-thirds  of  these  patients  had  some  form  of  ob- 
struction to  the  left  ventricle,  primarily  coarcta- 
tion and  aortic  stenosis,  or  combination  lesions 
with  hypoplastic  left  ventricular  malformation. 
Mitral  insufficiency  was  frequently  observed.  Se- 
lective aortography  and  left  ventriculography  are 
recommended  in  all  cases  of  suspected  fibroelasto- 
sis. (Abstracted  for  the  Middle  Tennessee  Heart 
Association  by  Joseph  H.  Allen,  Jr.,  M.D.,  Nash- 
ville) 
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CASE  REPORT 

Emphysematous  Cholecystitis 

Charles  W.  Reavis,  M.D.,  Chattanooga,  Tenn., 
and  Carl  T.  Stubblefield,  M.D.,*  Shelbyville,  Tenn. 

Emphysematous  cholecystitis  is  a rare  en- 
tity which  is  characterized  by  an  acute  in- 
fection of  the  gallbladder  associated  with 
gas  formation  in  the  biliary  tract.  Appar- 
ently factors  other  than  infection  are  in- 
volved in  its  cause.  The  diagnosis  can  be 
made  before  operation  only  from  the  scout 
film  of  the  abdomen.  The  patients  are  gen- 
erally acutely  ill,  and  there  is  little  clinical- 
ly to  differentiate  between  this  and  ordi- 
nary acute  cholecystitis.  The  typical  roent- 
gen study  reveals  gas  in  the  gallbladder  lu- 
men, in  the  wall  of  the  gallbladder,  in  the 
pericholecystic  tissues,  or  it  may  be  distri- 
buted throughout  all  of  these  areas.  In  the 
early  stages  gas  is  present  in  the  gallblad- 
der and  is  absent  in  the  biliary  ducts.  As 
the  disease  progresses,  gas  becomes  present 
in  the  wall  of  the  gallbladder  and  forms  a 
rim  of  translucent  bubbles  or  streaks  out- 
side of  the  gallbladder  lumen  roughly  par- 
alleling it.  The  roentgen  appearance  at 
this  stage  is  diagnostic.  The  following  case 
report  of  acute  cholecystitis  showed  the  di- 
agnostic translucent  bubble  in  the  wall  of 
the  gallbladder. 

Case  Report 

A white  man,  age  73  years,  while  up  and  about 
suddenly  had  a sharp,  severe  pain  in  the  right 
upper  quadrant  of  his  abdomen.  Nausea,  vomit- 
ing, and  chills  followed  rather  quickly.  He  was 
seen  very  shortly  in  the  emergency  room  at  Er- 
langer  Hospital  and  was  admitted  for  observation 
with  the  tentative  diagnosis  of  gallbladder  colic 
with  cholecystitis.  The  patient  had  had  no  pre- 
vious attacks  of  abdominal  pain  or  similar  attack. 

Examination  showed  an  acutely  ill  man  in  in- 
tense pain  which  was  localized  to  the  right  upper 
quadrant  which  radiated  through  the  chest  and  to 
the  right  shoulder.  The  abdomen  was  rigid  and 
there  was  tenderness  in  the  right  upper  quadrant. 
No  masses  were  palpable.  T.  was  98.2,  P.  82  and 
B.P.  170/100.  The  WBC.  was  13,000  with  82% 
segmented  neutrophils.  Urine  was  negative  for 
sugar.  On  the  scout  film,  made  approximately  48 
hours  after  the  onset  of  symptoms,  the  gallblad- 
der was  outlined  by  air  as  a large  pear  shaped 
organ.  There  was  air  in  the  gallbladder  and  in 
the  ducts.  (Fig.  1) 


*From  the  Department  of  Radiology,  Baroness 
Erlanger  Hospital,  Chattanooga,  Tenn. 


Fig.  1.  Plain  film  shows  gas  and  gaseous  streaks 
outlining  the  gallbladder  and  biliary  ducts. 


The  patient  continued  to  have  severe  nausea 
and  vomiting  and  the  temperature  rose  to  101.6°  F. 
Approximately  54  hours  after  the  onset  of  the  at- 
tack an  extremely  large,  distended,  gangrenous 
gallbladder  was  removed.  It  contained  purulent 
bile  and  numerous  small  dark  stones  of  varying 
size.  The  pathologic  report  was — acute  gangre- 
nous cholecystitis  and  cholelithiasis. 

Antibiotics  and  supportive  measures  permitted 
an  uneventful  recovery  and  the  patient  was  dis- 
charged from  the  hospital  on  the  10th  postopera- 
tive day. 

Discussion 

Wilson,1  in  1958,  reviewed  the  world’s 
literature  and  found  that  26  cases  of  em- 
physematous cholecystitis  has  been  report- 
ed; 11  more  have  been  reported  in  the  more 
recent  radiologic  literature.-"5  The  con- 
dition follows  repeated  episodes  of  acute 
cholecystitis.  The  majority  of  cases  occur  in 
the  sixth  and  seventh  decades,  an  older  age 
group  than  for  the  more  common  forms  of 
acute  cholecystitis.  Furthermore,  though 
acute  cholecystitis  is  more  common  in  wom- 
en, emphysematous  cholecystitis  occurred 
in  men  in  the  26  cases  reported.  According 
to  the  several  authors,  from  25  to  50%  of 
the  cases  have  occurred  in  diabetics.  Pa- 
tients have  been  reported  to  recover  with- 
out surgical  intervention. 
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Summary 

Emphysematous  cholecystitis  can  be  diag- 
nosed preoperatively  by  a plain  scout  film 
of  the  abdomen.  The  diagnostic  roentgen 
changes  of  translucent  streaks  or  bubbles 
outlining  the  gallbladder  wall  are  pathog- 
nomonic. Gas  may  also  be  present  in  the 
gallbladder,  the  ducts  and  the  pericholecys- 
tic  areas.  Since  the  diagnosis  can  only  be 
made  radiographically,  a scout  film  of  the 
abdomen  is  indicated  in  patients  suspected 
of  acute  cholecystitis. 
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WHO  SHOULD  INTERPRET  THE  MEDICAL 

SCENE?  Lear,  John.  Saturday  Review.  Pp.  39. 

June  5,  1965. 

John  Lear,  Science  Editor  of  Saturday  Review, 
is  a consistent  journalist.  He  can  be  depended 
upon,  about  once  a year,  to  produce  a shocker  on 
some  aspect  of  science  and  man,  often  medicine 
men.  His  latest  is  a curious  essay  entitled,  “Who 
Should  Govern  Medicine?”  For  those  who  do  not 
know  the  facts  this  will  seem  to  be  an  authorita- 
tive, searching  review  of  medics,  medical  schools 
and  medical  care  in  the  U.  S.  For  those  who  use 
this  essay  as  their  fact  book  the  essay  is  a trav- 
esty, a horror  of  half  truths,  errors  and  bad  his- 
tory. 

Lear’s  villain  is  the  American  Medical  Associa- 
tion, the  fat,  rich  archaic,  testy,  reactionary,  mis- 
guided old  AMA  (reviewers  language).  Lear’s 
heroes  are  not  so  clearly  drawn  but  even  in  the 
Potomac  mists  they  are  still  very  heroic  for  they 
“struggle  to  restore  the  traditional  concept  of  the 
physician — to  serve  society  before  serving  him- 
self.” His  unnamed  heroes  lead  the  “forces  dedi- 
cated to  social  responsibility.”  Heroic  indeed. 

Lear  assumes  that  the  American  public  has 
been  victimized  by  a diabolical  plot  of  the  medi- 
cal schools  which  perpetuate  a shortage  of  physi- 
cians in  order  to  continue  a monopoly.  This  is  the 
ancient  bogy  man  of  the  ignorant  and  the  unin- 
formed. Lear  proceeds  from  this  and  several  oth- 
er wrong  assumptions  with  his  argument.  He  be- 
gins with  the  premise  that  the  medical  college  is 
an  anachronism,  insulated  and  remote  from  the 
university  to  which  it  belongs.  In  my  experience 
of  over  25  years  in  three  medical  schools,  Hop- 
kins, Harvard  and  Vanderbilt,  this  is  simply  not 
true.  Those  schools  are  each  very  much  a work- 
ing part  of  the  University.  What  is  Lear’s  evi- 
dence? This  seems  to  be  only  his  personal  opin- 
ion. Lear  blames  the  Association  of  American 
Medical  Colleges,  which  he  calls  a private  club  of 
medical  college  deans,  for  much  of  our  difficulty. 
How  little  he  knows  about  the  impotency  of 
deans,  how  poorly  he  understands  the  true  minor 
role  of  the  AAMC  in  running  medical  schools. 
The  half-life  of  deans  in  this  decade  is  less  than 


five  years.  Deans  are  expendable  and  their  “pri- 
vate club”  has  little  to  do  with  the  policy  or  man- 
agement of  the  medical  schools. 

For  Lear  to  say  that  increasing  the  number  of 
medical  students  would  break  the  medical  monop- 
oly in  the  United  States  is  ridiculous.  First  the 
deans  can’t  do  that  without  more  facilities  and  it 
isn’t  a simple  club  vote  but  money  that  would  be 
needed.  Finally,  where  are  the  qualified  stu- 
dents? Every  year  the  medical  schools  are  scrap- 
ing the  bucket  for  medical  candidates.  Just  as  the 
military  in  its  expensive  lunacy  finally  resorts  to 
a draft  to  get  its  men  so  must  we  consider  having 
our  next  baby  delivered  or  our  next  coronary 
managed  by  a cynical,  recalcitrant,  draftee  doctor 
if  Lear’s  argument  is  continued  to  its  completion. 

The  residency  programs  are  not  controlled  by 
the  deans  as  Lear  seems  to  believe  and  the  weak 
programs  are  not  in  medical  college  hospitals  but 
in  the  private  and  independent  hospitals.  A vote 
of  the  deans  won’t  fix  the  difficulty  there.  Does 
Lear  suppose  that  a consensus  of  deans  will  bring 
practitioners  back  for  postgraduate  training.  This 
is  hogwash.  Postgraduate  medical  courses  are  a 
lot  like  churches.  The  people  you  see  there  are 
those  who  don’t  need  it  and  it  will  take  more 
than  deans  to  raise  the  needy. 

Lear  believes  that  the  Flexner  report  set  up 
this  great  medical  monopoly  which  he  frets  about 
and  that  the  AMA  has  fostered  and  protected  it. 
This  quaint  and  old  timey  hobgoblin  is  a com- 
mentary on  ignorance  of  medical  sociology  that  is 
permissable  perhaps  in  the  uninformed  but  down- 
right embarrassing  in  the  Science  Editor  of  Sat- 
urday Review. 

Lear  attacks  the  licensing  system  for  physicians 
implying  that  the  state  boards  are  not  fully  com- 
petent for  their  tasks  and  that  the  examinations 
are  less  than  suitable.  The  Editor  seems  to  feel 
that  licensers  should  depend  upon  performance 
during  residency  training.  He  does  not  seem  to 
understand  that  this  is  a period  of  specialization 
and  highly  inappropriate  for  appraisal  of  general 
medical  competence.  At  about  this  point  in  his 
argument  the  Editor  attaches  a profoundly  erro- 
( Continued  on  page  299) 
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Nashville  Metropolitan  General  Hospital* 

Hemangioma  of  the  Duodenum 

DR.  JOHN  L.  SAWYERS:  The  case  for 
presentation  is  that  of  a patient  presenting 
with  anemia  due  to  slow  bleeding  from  a 
hemangioma  of  the  duodenum.  Dr.  Sacha- 
tello  will  present  the  case. 

DR.  CHARLES  SACHATELLO:  This  was  the 
first  admission  of  a 19  year  old  white  woman  to 
the  Nashville  General  Hospital  with  the  chief 
complaint  of  anemia. 

She  states  that  since  she  was  12  years  old  she 
has  been  told  that  she  was  anemic  and  many  doc- 
tors had  prescribed  “iron  pills.” 

One  year  prior  to  admission  she  was  seen  at 
the  Vanderbilt  University  Hospital  out-patient 
department  where  she  gave  no  history  of  epigas- 
tric distress  and  denied  melena,  but  complained 
of  lethargy,  dyspnea  and  occasional  dizziness. 

Physical  examination  then  was  unremarkable. 
The  PCV  was  19  and  the  reticulocyte  count  var- 
ied from  2.3  to  8.3%.  The  bone  marrow  revealed 
an  iron  deficiency  type  of  anemia.  The  serum 
iron  was  20  mcg.%,  the  iron  combining  capacity 
260  with  a bilirubin  of  0.2  mg.  Stool  examinations 
revealed  1 and  4+  guaiac  reactions  on  two  occa- 
sions and  was  negative  one  time.  The  WBC.  and 
platelet  counts  were  normal.  Upper  gastrointesti- 
nal series  and  barium  enema  were  reported  as 
normal.  The  patient  was  started  on  iron  therapy. 

She  continued  to  have  dizziness  with  change  in 
position,  increased  dyspnea  on  exertion,  increased 
fatigue  and  ankle  edema.  She  was  unable  to  con- 
tinue her  work  as  a waitress  and  spent  most  of 
the  day  in  bed.  When  she  was  admitted  to  the 
Nashville  Metropolitan  General  Hospital,  she 
again  denied  all  symptoms  of  peptic  ulcer  disease, 
bruisability  and  bleeding  from  the  gums.  Her 
past  history  and  family  history  were  noncontribu- 
tory. 

Physical  examination  at  the  time  of  admission 
revealed  a B.P.  of  130/60,  99.6  (R),  P.  120,  and  R. 
28.  She  was  pale  but  in  no  acute  distress.  There 
were  no  petechia  or  ecchymoses.  There  was  an 
apical  systolic  cardiac  murmur  grade  III  without 
radiation.  No  other  abnormal  findings  were  noted. 

Admission  laboratory  studies  revealed  a PCV  of 
11,  Hbg.  of  3.8  Gm.,  WBC.  count  of  4,700  with  a 
normal  differential.  Serum  bilirubin  was  not  ele- 
vated, TSP.  was  5.7  with  A/G  ratio  of  4. 0/1. 7 
Gm.%.  A thorough  hematologic  examination  re- 
vealed an  iron  deficiency  anemia.  She  had  inter- 
mittent positive  guaiac  stools  which  were  nega- 
tive for  parasites. 


*From  the  Surgical  Service,  Nashville  Metro- 
politan General  Hospital,  Nashville,  Tenn 


A gastrointestinal  series  and  barium  enema 
were  reported  as  normal.  A string  test  was  then 
performed  using  fluorescein  dye.  This  was  posi- 
tive at  the  level  of  the  second  portion  of  the  duo- 
denum. The  patient  was  started  on  an  intensive 
ulcer  regimen  and  iron  therapy.  A second  upper 
gastrointestinal  and  small  bowel  series  was  then 
obtained. 

DR.  CLIFTON  GREER:  Our  first  exami- 
nation of  the  esophagogram,  upper  gastroin- 
testinal tract  and  small  bowel  series  ap- 
peared normal.  When  we  repeated  this 
study,  the  esophagus,  stomach  and  duodenal 
bulb  were  normal,  but  an  abnormality  was 
noted  in  the  infra-ampullary  portion  of  the 
duodenum  involving  the  distal  second  and 
proximal  third  part  of  the  duodenum.  This 
appeared  to  be  an  intramural  lesion  arising 
in  the  medial  wall  and  protruding  into  the 
lumen  causing  pressure  on  the  lateral  or 
convex  surface  wall.  The  mucosal  pattern, 
even  on  the  lateral  wall  was  effaced.  This 
abnormal  segment  is  at  least  3 cm.  in 
length.  No  ulcer  crater  is  seen  (Fig.  1) . 


Fig.  1.  A lesion  is  seen  in  the  infra-ampullary 
portion  of  the  second  part  of  the  duodenum. 


This  lesion  has  the  appearance  of  a be- 
nign tumor  such  as  a leiomyoma  or  aberrant 
pancreas.  It  does  not  appear  to  be  an  ade- 
noma but  is  an  intramural  lesion. 

DR.  SAWYERS:  With  this  roentgenolog- 
ic finding  and  the  positive  string  test,  both 
pointing  toward  a lesion  in  the  second  part 
of  the  duodenum,  our  medical  colleagues  re- 
quested surgical  consultation.  We  advised 
surgical  exploration.  Dr.  Dennison  will  re- 
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port  our  operative  findings. 

DR.  HAROLD  DENNISON:  The  abdomen 
was  explored  through  an  upper  transverse 
incision.  There  was  no  hiatus  hernia.  The 
stomach  and  first  portion  of  the  duodenum 
appeared  normal  as  did  the  jejunum,  ileum 
and  the  large  bowel.  In  the  second  and 
third  portions  of  the  duodenum  a soft  tumor 
mass  about  4 cm.  long  was  palpable.  Hem- 
angiomatous  growths  were  noted  on  the 
serosal  surface  of  this  part  of  the  duodenum 
and  extended  onto  the  adjacent  pancreas. 
When  the  duodenum  was  opened,  the  muco- 
sa of  the  medial  wall  was  grossly  involved 
with  this  hemangiomatous  lesion  which  in- 
volved the  ampulla  of  Vater.  Although  this 
appeared  to  be  a benign  lesion,  the  only 
way  to  remove  it  completely  was  by  per- 
forming a pancreaticoduodenectomy.  Re- 
construction was  done  by  an  end-to-end 
anastomosis  of  the  jejunum  and  pancreas, 
and  end-to-side  choledochojejunostomy  and 
then  a gastrojejunostomy.  The  gastric  an- 
trum was  excised  and  a vagotomy  per- 
formed to  protect  against  the  development 
of  a marginal  ulcer. 

DR.  SAWYERS:  The  patient  has  had  an 
uncomplicated  course  following  operation 
and  has  maintained  her  PCV  at  about  40 
without  further  evidence  of  gastrointestinal 
bleeding.  The  pathologic  findings  will  be 
presented  by  Dr.  DeMonbreun. 

DR.  W.  A.  DEMONBREUN:  The  speci- 
men consists  of  the  antrum  of  the  stomach, 
24  cm.  of  duodenum  and  a portion  of  the 
head  of  the  pancreas  (Fig.  2).  Just  below 
the  ampulla  of  Vater  a 3 cm.  diameter  por- 
tion of  the  duodenal  mucosa  has  a papillary 


Fig.  2.  Gross  specimen  showing  hemangioma  of 
the  duodenum  removed  by  pancreaticoduodenec- 
tomy. 


appearance.  The  cut  surface  of  this  area 
shows  markedly  dilated  vascular  channels 
beneath  the  mucosa.  The  remainder  of  the 
duodenal  wall,  stomach  and  pancreas  show 
no  gross  lesion.  Microscopic  sections  of  the 
tumor  revealed  large  vascular  channels  ele- 
vating the  mucosa  and  involving  the  entire 
thickness  of  the  musculature  and  subserosal 
areas  (Fig.  3).  This  is  a cavernous  heman- 
gioma of  the  duodenum. 


Fig.  3.  Microscopic  appearance  of  cavernous  hem- 
angioma showing  large  vascular  channels  elevat- 
ing the  mucosa  and  involving  the  entire  thickness 
of  the  duodenal  wall. 

DR.  SAWYERS:  It  is  always  gratifying 
to  find  a curable  cause  for  unexplained  ane- 
mia secondary  to  gastrointestinal  bleeding. 
This  young  woman  had  suffered  the  effects 
of  chronic  slow  blood  loss  for  7 years.  All 
too  often  these  patients  have  a similar  his- 
tory of  being  placed  on  iron  therapy  with- 
out adequate  study  to  determine  the  cause 
of  the  anemia.  She  eventually  did  have  a 
complete  evaluation  for  her  anemia,  but  all 
x-ray  studies  at  that  time  were  considered 
to  be  normal.  Because  the  stool  examina- 
tions were  at  times  negative  for  occult 
blood  and  positive  on  other  occasions,  her 
physicians  did  not  seriously  entertain  the 
idea  of  surgical  exploration. 

When  she  was  admitted  to  this  hospital,  a 
positive  string  test  led  to  a repeat  upper 
gastrointestinal  examination.  Fortunately 
our  radiologist  was  able  to  demonstrate  a 
filling  defect  in  the  duodenum  when  given 
the  clue  from  the  string  test.  We  have 
found  the  string  test  for  occult  bleeding  to 
be  cf  benefit  on  several  occasions,  and  use 
it  often  when  the  upper  gastrointestinal  x- 
ray  series  fails  to  demonstrate  a lesion  in 
patients  with  upper  gastrointestinal  bleed- 
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ing.  We  also  find  that  in  recent  years  our 
radiologists  have  increased  their  accuracy 
of  diagnosis  from  small  bowel  barium  exam- 
inations, particularly  when  they  also  em- 
ploy cinefluorography. 

Although  benign  tumors  of  the  duodenum 
are  rare,  almost  every  type  of  benign  tumor 
has  been  recorded.  Louis  River  and  his  as- 
sociates1 found  198  of  1,399  benign  neo- 
plasms of  the  small  intestine  were  localized 
to  the  duodenum.  The  most  common  be- 
nign tumor  of  the  duodenum  is  the  ade- 
noma. Golden-  collected  19  cases  from  the 
literature  and  found  12  adenomas,  3 my- 
omas, a hemangioma,  a fibro-adenoma,  a 
calcified  fibromyoma,  and  a lymphangio- 
endothelioma. We  have  seen  two  patients 
with  leiomyomas  in  the  second  portion  of 
the  duodenum,  and  it  has  been  estimated 
by  Golden  and  Stout3  that  about  5%  of  all 
gastrointestinal  leiomyomas  occur  in  the 
duodenum.  Both  of  our  patients  presented 
with  anemia  secondary  to  hemorrhage  from 
ulceration  of  the  tumor. 

Hemangiomas  of  the  duodenum  are  even 
more  unusual.  In  this  extensive  review 
River  reported  finding  hemangiomas  in  the 
duodenum  in  8 cases,  the  jejunum  in  32, 
and  the  ileum  in  36.  Intestinal  hemorrhage 
is  the  most  common  symptom.  Exsangui- 
nating intraluminal  bleeding  has  occurred 
from  relatively  small  hemangiomas.  Upper 
abdominal  pain,  nausea  and  vomiting  have 
also  been  described.  It  is  rare  for  symptoms 
of  obstruction  to  develop  from  these  tumors 
in  the  duodenum,  although  intussusception 
has  been  reported. 

The  discovery  of  a duodenal  tumor  al- 
ways brings  up  the  question  of  potential 
malignancy.  A demonstrated  duodenal  le- 
sion on  x-ray  examination  should  lead  to 
surgical  excision  of  the  lesion. 

In  most  cases  of  benign  duodenal  tumors, 
local  excision  of  the  lesion  will  suffice.  In 
this  particular  case,  the  lesion  involved  the 
ampulla  of  Vater  and  could  not  be  excised 
without  transplanting  both  the  common  bile 
duct  and  pancreatic  duct.  A pancreatico- 
duodenectomy was  therefore  accomplished. 
The  cut  end  of  the  pancreas  was  slipped 
into  the  open  end  of  the  jejunum  as  a hand 
into  a glove.  We  find  this  technic  useful  in 
prevention  of  pancreatic  fistulas.  The  gas- 
tric antrum  was  included  in  the  specimen 


and  transabdominal  vagotomy  performed  to 
help  prevent  recurrent  marginal  ulceration 
which  has  occurred  after  pancreaticoduo- 
denectomy. 

Usually  duodenal  tumors  are  small,  and 
when  they  are  intraluminal,  as  in  this  case, 
they  are  likely  to  present  by  bleeding  rath- 
er than  obstruction  and  may  mimic  duo- 
denal ulcer  because  of  ulceration  pain  and 
vomiting  of  bright  red  blood.  In  the  ab- 
sence of  duodenal  or  gastric  ulcer,  the  pos- 
sibility of  a benign  tumor  of  the  small  in- 
testine should  be  considered  in  the  presence 
of  hemorrhage  from  the  upper  gastrointesti- 
nal tract.  Finally,  let  us  emphasize  the 
need  for  establishing  the  correct  diagnosis 
of  the  source  of  the  bleeding  in  patients 
with  chronic  anemia.  Such  patients  are  all 
too  often  treated  with  multiple  transfusions 
and  iron  tablets.  When  there  is  evidence 
of  blood  loss  from  the  gastrointestinal  tract, 
extensive  investigation  including  explorato- 
ry laparotomy  is  indicated.  Such  unusual 
lesions  as  a duodenal  hemangioma  may  not 
be  found,  but  many  surgeons  have  been  re- 
warded by  finding  a curable  cause  for  the 
blood  loss,  such  as  a polyp  or  Meckel’s 
diverticulum. 

VISITING  SURGEON:  How  do  you  per- 
form the  string  test  to  determine  the  site  of 
bleeding? 

DR.  SAWYER:  Drs.  Traphagen  and  Kar- 
lan4  described  this  technic  in  1958.  It  is 
called  the  Fluorescein  String  Test  and  in- 
volves passage  of  a thin  1/32  inch  gauze 
umbilical  tape  which  contains  radiopaque 
markers  to  a level  beyond  Treitz’s  ligament. 
Then  20  cc.  of  5 '/  fluorescein  processed 
with  sodium  bicarbonate  is  injected  into  an 
antecubital  vein.  After  5 minutes  the 
string  is  removed  and  examined  for  gross 
blood.  Then  the  string  is  re-examined  in  a 
dark  room  with  an  ultraviolet  light  for  evi- 
dence of  fluorescein.  If  fluorescein  is  noted, 
active  bleeding  is  occurring  and  the  exact 
level  of  hemorrhage  can  be  determined.  We 
have  used  this  to  localize  bleeding  from 
hiatus  hernia,  pre-  and  postpyloric  ulcers  as 
well  as  this  unusual  duodenal!  tumor. 

I regret  that  time  does  not  permit  further 
discussion  of  this  very  interesting  problem. 
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(Continued  from  page  295) 
neous  statement  that  conveys  the  proportions  of 
his  misinformation. 

“Beginning  pay  for  residents  runs  to  S10.000 
and  more  per  year.”  I feel  sure  that  Editor 
Kampmeier  of  the  Journal  will  help  you  men  find 
a locum  tenens  while  you  come  swarming  back 
for  this  plum.  When  you  get  back  to  school  you 
can  help  allay  Editor  Lear’s  worry  that  the  full- 
time men,  having  no  clinical  practice,  have  lost 
their  touch.  In  short  you  can  earn  your  510,000 
and  up  helping  us  academics  run  the  outpatient 
department.  We  are  losing  money  faster  than 
touch,  Mr.  Lear. 

After  this  salary  booboo,  Editor  Lear’s  essay 
drifts  down  to  anecdotes  and  newsy  chat.  He 
slays  no  more  dragons  and  he  ends  on  a lofty 
quote.  The  trouble  generated  for  the  public  at 
large  but  by  such  a bombastic  error-laden  essay 
must  be  vast.  Here  is  a journalist  who  says  well 
what  the  bigoted  and  uninformed  want  to  hear. 
This  may  be  a grand  way  to  impress  one’s  editor 
and  perhaps  generate  conversation  at  a cocktail 
party  but  it  doesn’t  serve  the  human  condition 
and  it  fails  mankind.  (Abstracted  and  reviewed 
for  the  Middle  Tennessee  Heart  Association. 
George  V.  Mann,  Sc.D.,  M.D.,  Nashville.) 
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Vanderbilt  University  Hospital 

Salmonella  Bacteremia  Complicated  by 
Infection  and  Rupture  of  an  Atherosclerotic 
Abdominal  Aortic  Aneurysm 

VUH  #227596.  This  64  year  old  white  man  was 
admitted  to  Vanderbilt  University  Hospital  on 
Oct.  9,  1953  with  a chief  complaint  of  diffuse  aches 
and  pains  of  5 days  duration. 

The  patient  gave  a history  of  moderate  to  heavy 
alcoholic  intake  for  many  years.  He  stated  that 
he  was  perfectly  well  until  8 days  prior  to  ad- 
mission when,  one  evening,  he  took  successive 
drinks  of  various  brands  of  whiskey  to  see  which 
“sat  on  my  stomach  the  easiest.”  The  following 
morning  he  had  the  onset  of  nausea,  vomiting, 
watery  diarrhea,  malaise  and  moderate  headache. 
For  the  next  several  days  these  symptoms  were 
accompanied  by  increasing  back  pain,  restless- 
ness, and  low  grade  fever.  Nausea,  vomiting,  and 
diarrhea  subsided  within  3 days,  but  fever  and 
malaise  continued.  Shortly  before  admission  the 
pain  in  his  back  increased,  extended  to  his  lower 
abdomen,  and  occasionally  radiated  to  his  testi- 
cles. 

The  patient  was  constipated  and  had  not  had  a 
bowel  movement  for  5 days.  He  denied  melena 
or  hematemesis.  Past  History  and  Review  of  Sys- 
tems were  noncontributory. 

Physical  examination:  B.P.  was  140/80  mm.  Hg\, 
P.  100,  R.  24,  and  T.  101.8°  F. 

The  patient  was  a well-developed,  obese  white 
man  who  was  restless,  but  otherwise  was  not  in 
distress.  The  skin  was  warm,  moist,  and  of  good 
color.  The  examination  was  unremarkable  except 
for  an  obese,  tense  abdomen  without  tenderness 
and  without  evidence  of  free  fluid.  Examination 
of  the  lower  extremities  revealed  that  both  feet 
were  cool  and  the  pedal  pulses  were  weak. 

Laboratory  Studies:  Urinalysis  revealed  a clear 
urine  with  a specific  gravity  of  1.018,  a pH  of  5.5, 
and  a 2+  test  for  protein;  on  microscopic  exami- 
nation, 1 to  5 WBC.,  0 to  3 RBC.,  many  bacteria 
and  a few  granular  casts  were  noted. 


Blood 

studies: 

WBC. 

Hgb. 

PCV. 

ESR. 

Oct. 

9 

15,650 

15.6 

50.2 

17/17 

Oct. 

15 

22,000 

13.9 

45 

Oct. 

16 

19,250 

14.1 

45.8 

A differential  WRC.  count  on  Oct.  16  revealed 
5%  juvenile  forms,  84.5%  segmented  P.M.N.,  7% 
lymphocytes,  3.5%  monocytes,  and  adequate  plate- 
lets. Fasting  blood  sugar,,  N.P.N.,  total  proteins, 
and  albumin-globulin  ratios  were  within  normal 
limits.  Serum  bilirubin  was  1.0  mg.  with  0.4  mg.% 
in  the  direct  reacting  fraction.  Cephalin  floccula- 


*From  the  Departments  of  Medicine  and  Pa- 
thology, Vanderbilt  University  Hospital,  Nash- 
ville, Tenn. 


tion  was  4+,  the  thymol  turbidity  2^2  units.  Sero- 
logic tests  for  syphilis  was  negative.  Stools  were 
negative  for  blood  and  parasites.  Urine  cultures 
revealed  no  growth.  Two  stool  cultures  taken  on 
Oct.  10  and  Oct.  12  grew  Salmonella  enteriditis. 
Two  blood  cultures  taken  on  Oct.  13  also  yielded 
a growth  of  Salmonella  enteriditis.  Two  chest 
films  revealed  a soft  irregular  density  along  the 
left  cardiac  border  suggesting  either  pneumonitis 
or  pleural  thickening.  Films  of  the  lumbosacral 
spine  showed  loss  of  the  usual  lordotic  curve  and 
calcification  within  the  walls  of  a widened  termi- 
nal aorta.  There  was  marked  narrowing  of  the 
intervertebral  space  between  L4-L5.  Electrocardi- 
ograms showed  a sinus  rhythm,  some  ST  segment 
depression  and  low  T waves. 

Hospital  Course:  Shortly  after  admission,  the 
patient  developed  increasing  restlessness,  confu- 
sion, and  disorientation  which  continued  through- 
out most  of  his  hospitalization.  Treatment  with 
penicillin  and  streptomycin  was  initiated,  but 
temperatures  continued  to  spike  to  102°  F.  daily. 
There  was  a persistent  tachycardia  which  in- 
creased terminally  to  the  range  of  120  to  130. 
Four  days  after  admission,  evidence  of  consolida- 
tion at  the  base  of  the  left  lower  lobe  developed. 
On  the  5th  hospital  day,  the  presence  of  Salmo- 
nella in  both  stool  and  blood  cultures  was  report- 
ed. Chloramphenical  was  started  and  penicillin 
and  streptomycin  were  discontinued.  On  the  7th 
hospital  day,  there  was  increase  in  confusion  and 
moderate  vomiting.  The  following  morning,  the 
patient  suddenly  became  hypotensive  with  cold, 
clammy  skin,  tachycardia,  and  B.P.  of  80/60  mm. 
Hg.  The  abdomen  was  noted  to  be  distended  and 
tympanitic.  No  masses  could  be  felt  and  no  bowel 
sounds  could  be  heard.  The  patient  was  given 
1000  cc.  of  whole  blood  and  started  on  chlortetra- 
cy  cline  intravenously.  Following  1000  cc.  of 
blood,  levophed  and  neosynephrine  therapy  were 
started  in  an  attempt  to  maintain  his  blood  pres- 
sure. Despite  these  measures,  abdominal  disten- 
tion increased  and  the  patient  developed  rigidity 
and  marked  tenderness  in  the  right  flank.  Respi- 
rations became  increasingly  labored  and  he  died 
early  on  the  morning  of  the  9th  hospital  day. 
During  the  last  30  hours  of  life,  the  urine  output 
totaled  30  cc.  X-ray  study  of  the  abdomen  taken 
terminally  revealed  no  free  air  under  the  dia- 
phragm. 

DR.  DAVID  E.  ROGERS:  We  are  asked 
to  explain  the  etiology  of  a rapidly  progres- 
sive illness  characterized  by  remittent  fev- 
er, persistent  leukocytosis,  gastrointestinal 
symptoms,  abdominal  pain,  unexplained 
shock,  and  death.  The  mode  of  onset  would 
appear  to  give  impressive  support  to  the 
dictum  that  it  is  unwise  to  mix  your  liquors 
— even  at  64  years  of  age! 

In  previous  conferences  I have  stated 
that  it  is  wise  to  select  certain  central  fea- 
tures in  the  history,  physical,  or  laboratory 
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findings  which  are  commonly  of  differential 
help,  and  then  insist  that  the  diagnosis  sat- 
isfactorily explain  these  findings.  In  con- 
trast to  most  patients  who  are  considered  at 
clinicopathologic  conferences,  in  this  in- 
stance we  have  one  very  specific  diagnosis 
clearly  documented  during  life.  This  elder- 
ly white  man  had  Salmonella  enteritis  and 
bacteremia.  We  should  build  our  differen- 
tial diagnosis  around  this  fact.  I believe  we 
can  approach  this  patient  with  one  question: 
“What  catastrophe  occurred  during  the 
course  of  this  Salmonella  bacteremia  which 
can  explain  the  events  noted  in  the  proto- 
col?” It  seems  worthwhile  to  review  the 
characteristics  of  Salmonella  bacteremia, 
the  kinds  of  complications  known  to  occur 
during  infections  produced  by  these  enteric 
microorganisms,  and  then  see  if  this  knowl- 
edge can  be  utilized  to  interpret  the  histori- 
cal, physical,  and  laboratory  findings  avail- 
able to  us. 

Salmonella  have  been  recognized  as  hu- 
man pathogens  since  the  1880’s.  Salmonella 
enteritidis,  an  organism  now  classified  as  a 
Group  B Salmonella,  was  described  in  1888 
by  Gartner.  It  is  one  of  the  more  common 
causes  of  salmonellosis  in  the  United  States. 

When  viewed  as  a microbial  species,  Sal- 
monella are  a fascinating  group  of  micro- 
organisms.1 First,  they  are  catholic  in 
their  choice  of  hosts.  I believe  this  is  an 
important  point.  As  you  know,  most  bac- 
teria and  viruses  which  produce  human 
disease  reside  principally  or  exclusively  in 
humans.  This  is  also  true  of  Salmonella  ty- 
phosa,  which  is  very  fastidious  and  selec- 
tive, growing  only  in  the  human  gastroin- 
testinal tract.  In  contrast,  Salmonella 
which  have  been  found  in  virtually  all  ani- 
mal species  in  which  they  have  been 
sought.  Strains  of  Salmonella  which  can  in- 
fect man  are  harbored  in  the  gastrointesti- 
nal tracts  of  a wide  variety  of  domestic  ani- 
mals, birds,  reptiles,  and  even  in  insects 
such  as  ticks  and  cockroaches! 

This  leads  me  to  a second  characteristic 
of  Salmonella  infections,  namely,  the  diffi- 
culty in  determining  their  source.  While 
the  fecal-oral  route  of  infection  is  probably 
most  common,  their  distribution  in  nature 
often  makes  it  difficult  to  determine  the  epi- 
demiology of  infection,  and  probably  some 
infections  are  acquired  through  unusual 


channels.  As  a historical-political  example: 
Certain  strains  of  Salmonella  threatened  to 
cause  serious  international  discord  between 
the  Americans  and  British  during  World 
War  II.  Shortly  after  the  institution  of 
American  lend-lease  activities,  it  was  noted 
that  Salmonella  infections  were  increasing 
in  the  British  population,  and  that  these  in- 
fections were  being  caused  by  strains  not 
common  to  the  British  Isles.  It  was  subse- 
quently determined  that  between  5 and  7% 
of  the  powdered  egg  product  being  import- 
ed from  the  U.  S.  were  contaminated  with 
precisely  the  strains  of  Salmonella  produc- 
ing these  infections  in  our  English  allies! 
Salmonella  infections  in  man  have  been 
traced  to  contaminated  meats,  to  contact 
with  Easter  chicks,  indeed,  even  to  infected 
watermelons. 

Salmonella  infections  are  classically  de- 
scribed as  presenting  one  of  three  different 
clinical  syndromes.  First,  as  acute  gas- 
troenteritis — an  explosive,  self-limited  in- 
fection; secondly,  as  a typhoidal-like  illness 
with  bacteremia,  remittent  fever  and  leuko- 
penia without  focalizing  signs,  and  thirdly, 
as  focalized  infections  of  bone  or  other  local 
cites.  While  all  strains  can  produce  any 
variation  on  the  clinical  entities  described, 
certain  strains  of  Salmonella  are  character- 
istically responsible  for  certain  syndromes. 
For  example,  Salmonella  typhimurium  and 
Salmonella  enteritidis  commonly  produce 
simple  gastroenteritis.  Bacteremia  and  fo- 
calized infections  are  infrequently  pro- 
duced by  these  microorganisms.  In  con- 
trast, Salmonella  choleraesuis  is  more  inva- 
sive. There  is  a higher  incidence  of  bac- 
teremia, a higher  incidence  of  focal  infec- 
tion of  bones  and  other  organ  structures, 
and  higher  mortality  associated  with  this 
infection. 

Salmonella  infections  also  have  some 
unusual  characteristics  which  I believe  can 
be  related  to  the  case  under  consideration.2 
It  has  been  noted  that  Salmonella  have 
a striking  tendency  to  invade  the  blood 
stream  and  to  produce  focal  infections  in 
individuals  already  ill  with  other  disease 
processes  which  tend  to  alter  host  resist- 
ance. It  has  also  been  noted  that  Salmonel- 
la infections  frequently  emerge  in  patients 
already  receiving  antimicrobials.  There  is 
evidence  that  the  incidence  of  Salmonella 
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infection  has  increased  impressively  over 
the  last  10  to  15  years  and  current  statistics 
would  indicate  a five  to  ten-fold  increase  in 
infection  produced  by  these  gram-negative 
bacilli  during  this  period.  In  all  of  these 
characteristics,  Salmonella  infections  re- 
semble staphylococcal  infections  and  other 
nosocomial  infections  of  concern  in  present 
day  medicine.  In  a most  reported  series, 
over  50%  of  adults  who  develop  bacteremia 
have  other  underlying  disease  which  ap- 
pears to  pre-dispose  to  blood  stream  inva- 
sion. 

Certain  fairly  specific  relationships  be- 
tween disease  processes  and  certain  compli- 
cations of  Salmonella  bacteremia  have  been 
noted.  For  example,  it  has  been  shown 
that  Salmonella  often  produce  osteomyelitis 
in  patients  with  hemolytic  anemia — particu- 
larly in  patients  with  sicklemia.2  3 Indeed, 
this  association  is  so  striking  that  osteo- 
myelitis in  patients  with  known  sickle  cell 
disease  should  be  presumed  to  be  caused 
by  Salmonella  until  proven  otherwise.  In 
areas  of  the  world  other  than  the  United 
States,  it  has  long  been  noted  that  Sal- 
monella bacteremia  often  complicates  ma- 
laria or  bartonellosis,  two  diseases  com- 
monly associated  with  hemolysis.  Again, 
the  association  is  impressive.  Almost  40% 
of  patients  with  bartonellosis  develop  Sal- 
monella infections  and  it  is  now  believed 
that  the  efficacy  of  tetracyclines  in  bar- 
tonellosis is  in  large  measure  due  to  their 
effectiveness  against  Salmonella  bacteremia 
which  often  accompanies  this  disease. 

In  keeping  with  the  observation  that  bac- 
teremias produced  by  gram-negative  mi- 
croorganisms inhabiting  the  gastrointestinal 
tract  are  seen  in  greater  frequencies  in  pa- 
tients with  cirrhosis,  Salmonella  bacter- 
emias also  appear  to  be  more  common  in  pa- 
tients with  underlying  liver  disease.  Re- 
cently, it  has  been  noted  that  Salmonella 
infections  commonly  emerge  in  patients 
who  have  undergone  subtotal  gastrectomy. 
The  knowledge  that  Salmonella  are  prompt- 
ly destroyed  in  the  presence  of  gastric  acid 
has  led  to  the  suggestion  that  these  infec- 
tions arise  in  patients  without  their  stom- 
achs because  Salmonella  are  common  con- 
taminants of  food  stuffs  but  are  generally 
destroyed  in  transit  through  the  stomach. 

The  tendency  of  Salmonella  to  produce 


focal  abscesses  in  areas  of  local  tissue  dam- 
age has  been  particularly  striking.  Focal 
Salmonella  infections  have  been  found 
within  the  substance  of  tumors,  cysts,  at 
sites  of  intramuscular  injections,  hemato- 
mas, and  foreign  bodies.  I have  personally 
seen  troublesome  Salmonella  infections  lo- 
calized in  a renal  cyst,  an  adrenal  tumor, 
and  representing  as  a subdiaphragmatic  ab- 
scess following  gastrectomy. 

Lastly  Salmonella  seem  to  have  an  unu- 
sual ability  to  infect  the  walls  of  damaged 
blood  vessels  directly,  particularly  at  the 
site  of  atherosclerotic  plaques.3-4  I have 
personally  seen  3 patients  with  atheroscle- 
rosis who  have  developed  mycotic  aneu- 
rysms at  the  site  of  an  atherosclerotic  lesion 
secondary  to  Salmonella  invasion  of  the 
walls  of  the  affected  blood  vessel.  This  has 
occurred  without  heart  valve  or  other  en- 
docardial involvement.  One  rather  striking 
syndrome  which  has  been  reported  has  di- 
rect bearing  on  the  patient  under  consid- 
eration. This  is  the  syndrome  of  an  infected 
atherosclerotic  abdominal  aneurysm  and  ad- 
jacent vertebral  osteomyelitis  produced  by 
Salmonella  infection.  Just  why  this  unusu- 
al combination  of  events  should  occur  is  not 
known.  It  has  been  suggested  that  trauma 
to  vertebral  bodies  produced  by  an  adja- 
cent aortic  aneurysm  creates  a local  area  of 
decreased  resistance  which  subsequently 
becomes  infected  during  Salmonella  bac- 
teremia, which  then  invade  the  aorta  per 
se.  On  the  other  hand,  it  seems  equally 
likely  that  the  atherosclerotic  wall  of  the 
aorta  is  initially  involved  and  that  subse- 
quent extension  through  the  aneurysmal 
wall  infects  the  adjacent  vertebral  bodies. 
This  illness  has  terminated  abruptly  with 
rupture  of  the  infected  aorta  into  the  retro- 
peritoneal space  in  the  majority  of  these 
patients. 

I believe  this  background  allows  us  to 
readily  explain  the  course  of  events  noted 
in  this  unfortunate  connoisseur  of  fine  liq- 
uors. This  man  had  a clear-cut  gastro- 
enteritis manifested  by  nausea,  vomiting, 
diarrhea,  and  fever.  This  illness,  quite  typ- 
ical of  Salmonella  gastroenteritis,  appeared 
to  subside  in  three  days.  This,  is  the  usual 
course  with  gastrointestinal  Salmonellosis. 
The  disease  is  acute,  self-limited,  lasts  three 
to  seven  days,  and  recovery  occurs  spon- 
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taneously.  Nevertheless,  the  protocol  now 
gives  us  certain  facts  which  are  important 
clues  to  diagnosis. 

First,  this  patient  had  two  positive  blood 
cultures  obtained  on  the  twelfth  day  of  his 
illness.  This  is  distinctly  unusual  in  most 
Salmonella  infections  other  than  typhoid. 
With  the  majority  of  bacteremic  Salmonella 
infections,  bacteremia  may  continue  for  the 
first  7 days  but  it  then  disappears.  Persist- 
ence of  positive  blood  cultures  through  the 
twelfth  day  strongly  suggests  an  intravas- 
cular focus  of  infection.  The  absence  of  a 
heart  murmur  would  lead  us  to  suspect  that 
his  intravascular  focus  of  infection  lies  else- 
where than  his  heart  valve. 

Secondly,  this  patient  had  a persistent 
and  impressive  leukocytosis.  One  of  the  in- 
teresting facets  of  Salmonella  infection  is 
that  the  bacteremic  or  typhoidal  forms  are 
generally  accompanied  by  leukopenia. 
However,  when  focal  abscess  formation  of 
osteomyelitis  occurs,  leukocytosis  similar  to 
that  seen  in  pyogenic  processes  supervenes. 
The  persistent  leukocytosis  ranging  from 
15,600  to  22,000  white  blood  cell  per  cu. 
mm.  strongly  suggests  that  a focal  abscess 
should  be  sought. 

Lastly,  we  have  a history  of  back  pain 
becoming  more  prominent  as  the  diarrhea 
subsided.  We  also  have  the  observation  that 
this  patient  had  cold  feet,  poor  pedal 
pulses,  and  x-ray  evidence  of  a calcific  wid- 
ened lower  abdominal  aorta.  Terminally, 
we  know  that  this  patient  developed  shock 
followed  by  increasing  abdominal  distension 
and  flank  rigidity  and  pain  without  evi- 
dence of  free  air  under  the  diaphragm. 

I believe  all  of  these  observations,  cou- 
pled with  our  knowledge  of  the  unusual 
tendencies  of  Salmonella,  indicate  that  this 
man  sustained  infection  of  an  atherosclerot- 
ic abdominal  aneurysm  during  his  bac- 
teremia and  that  this  ruptured  with  mas- 
sive retroperitoneal  bleeding.  The  straight- 
ening of  the  lumbar  spine  and  the  calcific 
plaques  in  the  abdominal  aorta  suggesting 
long  standing  aneurysmal  dilatation  lead 
me  to  postulate  that  vertebral  osteomyelitis 
will  also  be  present. 

It  would  appear  that  this  individual  de- 
veloped an  acute  Salmonella  gastroenteritis 
with  bacteremia.  His  long  suggestive  al- 
coholic history  leads  me  to  postulate  that 


perhaps  underlying  liver  disease  contribut- 
ed to  the  invasion  of  his  systemic  blood 
stream.  His  persistent  bacteremia  can  be 
explained  by  seeding  from  an  infected  ath- 
erosclerotic lesion  in  the  lower  abdominal 
aorta.  Whether  this  represented  primary 
involvement  with  subsequent  leakage  and 
involvement  of  his  adjacent  vertebrae  or 
vice  versa  remains  uncertain.  Focal  ab- 
scess formation  within  the  wall  of  the  aorta 
or  the  vertebral  bodies  would  account  for 
the  leukocytosis  and  failure  to  respond  to 
antimicrobial  agents.  Terminal  rupture 
into  the  retroperitoneal  space  would  satis- 
factorily explain  his  abdominal  pain,  the 
progressive  rigidity  in  his  flank,  and  the 
failure  to  respond  to  pressor  agents.  I think 
it  probable  that  the  failure  of  urinary  ex- 
cretion was  secondary  to  shock,  and  that 
he  may  also  manifest  acute  tubular  necrosis. 

Final  Diagnoses:  Rupture  of  atheroscler- 
otic aneurysm  of  abdominal  aorta,  due  to 
infection. 

Gastroenteritis  due  to  infection  by  Sal- 
monella enteritidis  (clinical) . 

Generalized  arteriosclerosis. 

Interstitial  pulmonary  fibrosis. 

DR.  JOHN  L.  SHAPIRO:  At  autopsy,  the 
first  indication  as  to  the  immediate  cause  of 
death  in  this  patient  was  apparent  when 
the  peritoneal  cavity  was  opened  and  a 
large  retroperitoneal  hematoma  was  visual- 
ized. This  massive  hematoma  occupied  the 
right  side  of  the  retroperitoneal  space  and 
had  elevated  the  abdominal  viscera  and 
shifted  them  to  the  left.  It  was  estimated 
that  some  1.5  to  2 liters  of  blood  comprised 
the  retroperitoneal  hemorrhage.  There  was 
no  associated  infarction  of  the  viscera  with- 
in the  abdominal  cavity. 

The  source  of  the  retroperitoneal  hemato- 
ma was  found  to  be  a ruptured  abdominal 
aneurysm.  This  vessel  was  involved  by  ex- 
tensive atheromatous  disease  throughout  its 
entirety — this  became  progressively  worse 
from  the  thoracic  to  the  abdominal  aorta 
and  the  terminal  part  of  the  aorta  had  be- 
come converted  into  a fusiform  aneurysmal 
sack  about  18  cm.  in  diameter  and  30  cm.  in 
length.  As  is  usual,  this  aneurysm  took  ori- 
gin just  below  the  renal  vessels. 

The  gastrointestinal  tract  was  free  of 
gross  lesions  and  no  absolute  evidence  of 
infection  was  determined  microscopically. 
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However,  this  does  not  invalidate  at  all  the 
clinical  story  of  Salmonella  enteritis  and,  as 
Dr.  Rogers  has  indicated,  the  associated 
bacteremia  almost  certainly  played  a part 
in  the  terminal  rupture  of  the  aneurysm. 
Histologic  sections  of  the  aneurysm  showed 
focal  leucocytic  infiltration  (Fig.  1) , and  ac- 


Fig.  1. 


tually  there  was  frank  suppuration  in 
places  (Fig.  2) — this  type  of  reaction  would 
be  unusual  for  that  seen  with  the  spontane- 
ously ruptured  aneurysm  of  the  abdominal 
aorta.  It  seems  almost  certain,  therefore, 
that  in  association  with  the  Salmonella  bac- 
teremia there  was  localized  infection  within 
the  wall  of  the  existing  aneurysm  and  that 
this  infection  contributed  to  the  terminal 
episode  of  rupture.  There  was  no  associat- 
ed vertebral  involvement.  I might  say  that 
on  first  scrutiny  of  this  case,  at  the  time  the 
autopsy  was  done,  this  association  was  not 
established.  It  was  only  some  years  later 
when  I reviewed  the  case  and  was  struck 
by  the  leucocytic  response  alluded  to  above 
that  an  association  of  the  Salmonella  infec- 
tion and  ruptured  aneurysm  was  made.  I 


Fig.  2. 


would  like  to  congratulate  Dr.  Rogers  on 
his  concise  and  accurate  appraisal  of  the 
whole  clinical  situation — I can  only  say 
that  he  did  better  on  first  attempt  than 
we  did  in  the  Department  of  Pathology.  In 
conclusion  I will  say  that  our  blood  cul- 
tures and  cultures  of  intestinal  contents 
showed  no  growth  of  Salmonella  organisms 
— this  is  construed  as  indicating  the  effec- 
tiveness of  the  antibiotic  therapy  which 
was  finally  utilized. 
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"YOU  AND  THE  T.M.A." 

In  an  age  when  radio  and  telephone  make  possible  instant  con- 
versation and  dialogue  around  the  world,  when  telecasts  can  be 
bounced  off  Telstar  from  one  continent  to  another,  and  when  two 
men  orbiting  the  earth  can  be  in  constant  touch  with  those  still  on 
the  ground,  it  is  ironic  that  one  of  the  foremost  deficiencies  of  our 
present  civilization  still  is  communication.  The  exchange  of  ideas, 
thoughts,  and  opinions  between  a physican  and  his  medical  society 
on  any  level  is  no  exception. 

There  are  over  3,000  doctors  in  Tennessee  who  belong  to  the 
Tennessee  Medical  Association,  and  yet  the  vast  majority  of  them 
have  no  contact  with  it.  Many  of  them  have  no  concept  of  its  organization,  its  function, 
its  activities,  or  any  other  aspects  of  its  existence,  except  some  vague  knowledge  that  it 
is  headquartered  in  Nashville,  and  that  each  year  it  requires  some  of  their  money  in  dues, 
and  periodically  holds  a meeting  which  they  are  too  busy  or  too  unconcerned  about  to 
attend.  This  same  lack  of  concern  exists  on  a county  level,  so  that  except  for  the  pay- 
ment of  dues  which  is  mandatory,  most  physicians  never  involve  themselves  in  their 
county  medical  society  activities  and  attend  meetings  only  when  some  controversial 
matter  comes  up,  such  as  raising  dues  or  a proposal  to  build  a new  building  or  carry 
out  some  program  which  would  require  an  assessment  of  the  membership. 

And  yet  if  any  serious  proposal  were  advanced  to  do  away  with  the  organized  aspects 
of  medicine  by  eliminating  the  American  Medical  Association,  the  state  medical  associ- 
ations, and  the  county  medical  societies,  I feel  certain  an  overwhelming  majority  of  Amer- 
ican physicians  would  oppose  such  a move.  Almost  all  of  us  recognize  the  importance  of 
organization  in  carrying  out  the  aims  and  principles  and  preserving  the  philosophies  of 
American  medicine.  Most  physicians  feel  that  only  organized  medical  societies  can  plan, 
initiate,  and  carry  out  good  public  service  programs,  and  can  wage  effective  campaigns  for 
the  preservation  of  good  medical  practices  and  ideals.  And  even  when  these  efforts  are 
defeated,  as  they  occasionally  are  and  have  recently  been,  defeat  in  itself  does  not  stop  us 
for  long.  We  are  accustomed  to  defeat  in  our  every  day  battles  against  death  and  disease, 
and  medicine  has  always  used  the  defeats  upon  which  to  build  stronger  and  more  effec- 
tive offenses. 

But  the  chief  concern  of  organized  medicine  is  its  inability  to  communicate  with 
those  for  whom  it  is  organized,  the  individual  physician.  It  is  distressing  how  few  mem- 
bers of  the  Tennessee  Medical  Association  read  its  journal,  pay  attention  to  its  mailings, 
or  attend  its  conventions.  Some  county  medical  societies  do  not  even  send  delegates  to 
the  annual  meeting  and  this  is  inexcusable.  Many  feel  that  the  Tennessee  Medical  As- 
sociation is  organized  and  run  only  for  the  benefit  and  enjoyment  of  those  few  who  par- 
ticipate on  its  committees,  serve  in  its  House  of  Delegates,  or  occupy  its  offices.  Nothing 
could  be  farther  from  the  truth.  The  Tennessee  Medical  Association  exists  for  the  ben- 
efit of  all  physicians  of  Tennessee  and  can  succeed  in  its  programs  of  information,  serv- 
ice, and  promotion  of  better  medical  care  for  the  people  of  Tennessee  only  to  the  extent 
that  it  is  supported  by  the  doctors  of  Tennessee,  not  just  with  their  money,  but  with  their 
concern,  their  interest,  their  advice,  and  their  blessing.  Don’t  just  belong  to  T.M.A.  Join  it. 
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EDITORIAL 


DIABETES  DETECTION  DRIVE 

The  importance  of  diabetes  mellitus  in 
medical  practice  is  indicated  by  the  2,000,- 
000  known  diabetics  in  the  United  States. 
Of  greater  significance  is  the  fact  that  it 
has  been  estimated  that  there  are  about  1,- 
400,000  individuals  who  have  unrecognized 
diabetes. 

Early  diagnosis  of  diabetes,  when  accom- 
panied by  aggressive  therapy,  is  believed  to 
be  effective  in  preventing  or  delaying  the 
onset  of  the  long-term  complications.  Per- 
haps even  more  significant  is  the  suggestive 
evidence  that  early  intensive  therapy  will 
ameliorate  the  diabetic  state.  Early  diag- 
nosis is,  therefore,  of  paramount  impor- 
tance. 

In  the  early  phases  of  diabetes,  aberra- 
tions in  carbohydrate  tolerance  are  inter- 
mittent, appearing  only  during  periods  of 
stress.  Although  potential  diabetes  occurs 
in  all  population  groups,  it  is  especially 
common  in  relatives  of  diabetics,  people 
with  unusual  degrees  of  atherosclerosis, 


obese  persons,  those  with  recurrent  infec- 
tions and  women  with  histories  of  abnormal 
pregnancies.  Particularly  significant  in  the 
obstetric  history  are  large  babies,  toxemia, 
polyhydramnios,  stillbirths  and  neonatal 
deaths.  It  should  be  emphasized  that  pa- 
tients who  have  been  under  medical  super- 
vision for  years  may  develop  clinical  di- 
abetes without  warning. 

As  one  of  its  many  activities  the  Ameri- 
can Diabetes  Association  has  been  engaged 
in  stimulating  the  early  detection  of  di- 
abetes. For  many  years  this  organization 
has  sponsored  nationwide  the  Diabetes  De- 
tection Drive  during  Diabetes  Week.  This 
year  November  14  to  20  has  been  desig- 
nated for  the  Drive. 

During  this  week  two  important  groups 
will  be  encouraged  to  participate  in  this  ac- 
tivity. First,  will  be  physicians  who  must 
develop  a strong  awareness  of  the  problem. 
If  the  physician  thinks  of  the  possibility  he 
will  diagnose  most  patients  with  clinical  di- 
abetes. Second,  will  be  laymen  who  after 
learning  the  symptoms  and  signs  of  this 
disease  during  the  educational  phase  of  Di- 
abetes Week  will  come  to  the  physician  or 
testing  station  for  examination.  In  most 
areas  post-prandial  urine  specimens  are 
used  in  testing  because  the  simplicity  and 
low  cost  make  this  method  readily  applica- 
ble to  large  numbers  of  persons.  However, 
since  positive  urine  results  must  be  con- 
firmed by  more  specific  diagnostic  measures, 
studies  are  now  underway  to  determine  the 
best  method  available  for  large  scale  testing 
of  blood  sugar.  The  American  Diabetes  As- 
sociation is  sponsoring  pilot  studies  of  blood 
sugar  testing  methods  and  the  results  of 
these  studies  undoubtedly  will  be  available 
before  next  year’s  Diabetes  Detection  Drive 
is  started. 

The  American  Diabetes  Association  is  en- 
couraging each  physician  to  test  for  di- 
abetes each  patient  whom  he  sees  during 
Diabetes  Week  and  to  continue  his  own 
personal  Diabetes  Detection  Drive  with 
each  of  his  patients  throughout  the  entire 
year. 

A.  B.  S. 

MEDICARE 

Medicare  is  the  law  of  the  land — whether 
for  the  betterment  of  medical  care  or  its 
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worsening,  the  passage  of  years  only  will 
determine.  As  with  most  things  the  final  re- 
sult will  probably  be  a balancing  out  of  the 
good  and  the  bad.  The  pros  and  cons  have 
been  considered  on  these  pages  over  the 
years,  either  in  terms  of  plain  common 
sense  from  the  experience  of  a professional 
lifetime  spent  with  medically  indigent  pa- 
tients, or  in  the  historical  perspective  of 
ongoing  socialistic  ventures  elsewhere  on 
the  globe.  This  is  no  time  for  recapitula- 
tion since  the  matter  now  rests  in  the  laps 
of  the  gods! 

The  immediate  purpose  of  this  editorial 
comment  is  to  direct  attention  to  the  Sec- 
tion on  National  News  wherein  our  Execu- 
tive Director  has  outlined  the  broad  provi- 
sions of  the  new  law,  since  he  is  repeatedly 
receiving  telephoned  inquiries  about  it.  Im- 
plementation of  the  law  will  depend  upon 
our  secondary  government,  the  civil  serv- 
ice bureaucrats  and  others  who  write  the 
regulations  and  interpretations.  Some  time 
will  need  to  elapse  before  the  details  can  be 
known.  (Other  early  reviews  appear  in  the 
JAMA  and  in  Medical  World  News.)1-2 

The  “headaches”  will  begin  on  July  1, 
1966.  In  the  meantime  through  newspapers 
and  TV  all  over  65  will  be  informed  of 
their  “rights”  and,  as  anyone  who  has  ever 
worked  in  an  outpatient  service  knows,  the 
“small  print”  will  either  not  be  revealed  or, 
as  a failing  of  human  nature,  will  subcon- 
sciously be  suppressed  or  forgotten.  Some- 
one will  spend  many  a weary  hour  in  ex- 
plaining the  “small  print!” 

Increased  utilization  is  the  natural  ac- 
companiment of  every  new  third  party  pro- 
gram— to  reach  a plateau.  It  is  over-utiliza- 
tion which  to  me  spells  depreciation  in 
medical  care  for  the  many  reasons  consid- 
ered in  the  past  on  these  pages.  When  a 
Senator  blandly  dismisses  the  problem  with 
the  offhand  comment  that  this  is  the  doc- 
tors’ responsibility,  he  either  ignores  or  is 
ignorant  of  the  emotions,  anxieties,  weak- 
nesses, cupidity  and  strivings  of  his  fellow- 
man.  What  doctor  does  not  know  the  “gold 
bricker”;  the  sincere  grasping  at  straws  in 
incurable  disease;  the  “passing  of  the  buck” 
of  parents  by  children  to  a welfare  agency; 

Washington  News:  J.A.M.A.  193:15,  1965. 

2Medicare  Becomes  a Fact  of  U.S.  Life:  Med. 

World  News  6 (No.  29)  27,  (Aug.  6)  1965. 


the  unwillingness  to  accept  that  the  her- 
nia in  a frayed-out  abdominal  wall  in  an 
80  year  old  had  better  go  unrepaired;  the 
repetitious  “hospitalization  for  study”  of 
the  cancerophobe  or  the  psychoneurotic; 
and  so  on  ad  infinitum!  And  what  doctor 
has  not  been  forced  into  “one  more”  hospi- 
talization “to  be  sure”  that  nothing  has 
been  overlooked,  or  knows  a competitor 
will  not  be  as  adamant  in  denying  hospitali- 
zation; what  doctor  does  not  have  a soft 
heart,  knowing  the  patient  has  intractable 
emphysema,  subconsciously  hopes  “he  will 
have  a few  more  comfortable  weeks”  in  the 
hospital;  and  what  doctor  will  not  some  day 
in  utter  frustration  throw  up  his  hands  and 
say,  “OK!  OK!”,  and  call  the  hospital  for  a 
bed  as  the  psychoneurotic  at  his  deskside 
demands,  “I  want  to  go  into  the  hospital  for 
a complete  check-up,”  especially  if  she  is 
his  wife’s  bridge  partner.  Two  paragraphs, 
in  Dr.  Coggeshall’s  Report3  to  the  Asso- 
ciation of  American  Medical  Colleges  are 
pertinent  to  the  topic  of  over-utilization, 
human  nature  being  what  it  is:  — 

“Institutionalization  has  been  fostered  by  the 
patient  even  more  than  by  the  physician.  The 
patient,  in  a department  store-dominated  age,  is 
often  unable  to  perceive  the  logic  and  desirability 
of  “shopping  around”  for  health  care — seeing  one 
physician  here,  another  there,  stopping  by  a lab- 
oratory to  leave  blood  and  urine  samples,  visiting 
another  office  to  have  an  x-ray  made,  and  return- 
ing to  the  original  physician’s  office  to  learn  the 
outcome.  Moreover,  he  often  fails  to  find  in  his 
own  physician’s  office  the  diagnostic  equipment 
that  he  knows  to  be  in  use  elsewhere. 

“Since  he  is  paying  for  care,  he  wants  the  best. 
He  sees  in  the  clinic  and  the  hospital  the  parallel 
of  the  department  store,  where  everything  he 
wants  is  available  and  the  emphasis  is  on  service. 
He  knows  the  hospital  will  accept  him  in  time  of 
need,  at  any  time  of  day  or  night  and  on  any  day 
of  the  week  without  an  advance  appointment.  He 
sees  in  the  hospital  the  equipment  and  technicians 
that  television  and  periodicals  have  led  him  to 
consider  the  minimum  required  for  modern  health 
care.  He  often  feels  more  at  home  in  the  institu- 
tional atmosphere  of  the  hospital  than  he  does  in 
the  waiting  room  and  sparsely  equipped  examina- 
tion room  of  his  physician.” 

Reuther,  Cohen  and  impractical  idealists 
say  this  insures  good  medical  care.  Caviar 
and  lobster  may  be  good,  but  sometimes 
hamburger  is  better  for  the  digestion! 

:iCoggeshall,  Lowell  T.:  Planning  for  Medical 
Progress  Through  Education.  Evanston,  111.  Asso- 
ciation of  American  Medical  Colleges.  1965. 
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Millequivalents  and  micrograms  are  fine, 
but  many  patients  do  better  listening  in  an 
office  to  the  practical  psychiatrist  who  often 
is  the  practicing  physician  of  common  sense 
and  experience. 

The  implementation  of  a utilization  re- 
view committee  will  either  be  a joke  or  be- 
come a bureaucratic  whip.  The  proviso  of 
a necessary  three  days  in  a hospital  before 
care  in  a nursing  home  is  made  available 
will  be  a nightmare  to  the  hospital  admin- 
istrator. So  the  80  year  old  stroke  victim 
will  come  in  for  the  3 most  expensive  (ini- 
tial) days  of  hospitalization — cholesterol 
determinations,  x-ray  examination,  electro- 
cardiograms and  what  have  you — en  route 
to  the  nursing  home! 

The  hospital  administrator  will  face  a set 
of  “headaches”  I cannot  even  imagine: — in 
addition  to  demands  by  doctors,  irate  politi- 
cians, unpleasant  patients  who  do  not  like 
their  roommates  in  two  and  four-bed  rooms, 
and  guilt-ridden  families  complaining  of 
the  nursing  care.  What  is  “free”  is  un- 
appreciated! 

And  the  taxpayer’s  “headaches” — time 
can  only  answer,  for  even  the  best  of  ac- 
tuarial statisticians,  federal  or  otherwise, 
come  up  only  with  guesstimates. 

Well,  it  is  here  and  one  must  live  with  it, 
for  better  or  for  worse — struggle  through 
red-tape,  fill  out  the  forms  justifying  hospi- 
talization, reporting  to  utilization  commit- 
tees and  hospital  administrators,  arguing 
with  patients  not  about  the  “indignities”  of 
a means  test,  but  the  public  “diagnosis 
test.” 

One  can  only  hope  the  “regulation  writ- 
ers” will  listen  to  the  AMA  Committees  of 
men  who  know  what  the  practice  of  medi- 
cine is  about,  and  who  deal  with  the  va- 
garies of  human  nature  which  cannot  be 
reduced  to  mathematical  formulas  or  be 
solved  by  a slide-rule. 

R.  H.  K. 

QUESTION  OF  NONPARTICIPATION 
IN  MEDICARE 

This  is  a statement  of  clarification,  and 
we  can  only  apologize  if  our  writing  per- 
mitted misinterpretation. 

A letter  from  a member  indicates  he 
gained  the  impression  from  the  reporting 
by  one  of  our  representatives  to  the  AMA 


House  of  Delegates  and  our  Executive  Di- 
rector that  TMA  favored  nonparticipation 
in  Medicare  (Editorial,  July  1965) . 

Your  Editor,  after  reading  garbled  re- 
ports in  newspapers  in  New  York  and  else- 
where about  reactions  in  the  House  of 
Delegates  to  the  issue  of  nonparticipation, 
thought  the  membership  of  TMA  deserved 
a true  report  of  what  took  place,  without 
commentary.  The  Report  was  prepared  on 
this  premise. 

The  italics  at  the  end  of  the  Report  were 
used  in  the  usual  sense — emphasis  to  indi- 
cate the  heat  of  the  debate. 

We  apologize  if  the  intent  of  the  Report 
is  not  clear — it  was  meant  to  be  factual  re- 
porting and  without  any  stand  implied,  pro 
or  con. — Editor. 


The  abstract  prepared  for  the  Middle 
Tennessee  Heart  Association,  page  295, 
may  have  interest  for  the  general  reader. 
Dr.  George  V.  Mann,  Associate  Professor 
in  the  Division  of  Nutrition  at  Vander- 
bilt, who  prepared  the  abstract  has  cho- 
sen to  show  either  how  ignorant  or  lack- 
ing in  integrity  a columnist  can  be.  Un- 
fortunately the  Saturday  Review  reaches 
the  educated  and  intelligensia  who  very 
thoughtlessly  may  accept  such  fulmina- 
tions  as  ‘'gospel  truth.”  This  is  there- 
fore many-fold  more  dangerous  than  the 
common  misrepresentations  appearing  in 
the  daily  press,  where  currently  attacks 
upon  medicine  are  expected  and  dis- 
counted to  some  degree  by  the  more 
educated. 

Editor. 


DEATHS 


Dr.  Sam  Ogle  Jones,  63,  Centerville,  died  July 
17th  at  his  home. 

Dr.  M.  S.  Roberts,  87,  Knoxville,  died  August 
4th  at  Baptist  Hospital. 

Dr.  Edwin  L.  Jenkins,  78,  Soddy,  died  August 
6th  in  a local  hospital. 

Dr.  L.  S.  Baskin,  75,  Memphis,  died  August  10th. 
Dr.  Helen  Prieto,  42,  Memphis,  died  July  22nd. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Nashville  Academy  of  Medicine 
Davidson  County  Medical  Society 

Dr.  Morton  F.  Mason  of  Dallas,  professor 
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of  biochemistry  at  the  University  of  Texas 
Southwestern  Medical  School,  was  guest 
speaker  for  the  Academy  at  its  meeting  on 
September  14th.  His  subject  was  “Medical 
Aspects  of  Criminal  Investigation.”  Dr. 
Mason  reported  on  personal  experiences  as 
a toxicologist  and  medical  investigator.  The 
meeting,  held  in  the  auditorium  of  the  Vet- 
erans Administration  Hospital,  was  preced- 
ed by  a dinner  and  business  session  of  the 
Academy  members. 

Memphis-Shelby  County  Medical  Society 

The  Society  met  in  regular  session  in  the 
auditorium  of  the  Institute  of  Pathology  on 
August  3rd.  The  program  entitled.  “Im- 
provement of  Medical  Care  in  Other  Coun- 
tries.” was  presented  by  Dr.  J.  W.  McKin- 
ney, Dr.  C.  D.  Hawkes  and  Mrs.  Leo  Bur- 
son. 

The  House  of  Delegates  met  at  8:00  P.M. 
following  the  presentation. 

Chattanooga-Hamilton  County 
Medical  Society 

The  September  7th  meeting  of  the  Socie- 
ty was  held  in  the  auditorium  of  the  Inter- 
state Building.  The  scientific  program,  pre- 
sented by  Dr.  W.  P.  Hutcherson,  was  enti- 
tled “Long-Term  Look  at  Oral  Contracep- 
tive.” 


NATIONAL  NEWS 


The  Month  in  Washington 

(From  the  Washington  Office,  AMA) 
Health,  Education  and  Welfare  officials 
are  drafting  rules  and  regulations  for  oper- 
ation of  the  new  Social  Security  medicare 
law.  The  new  law  provides  for  persons  65 
years  and  older  a basic  hospitalization  plan 
financed  with  Social  Security  Taxes  and  a 
subsidized,  voluntary,  supplementary  medi- 
cal insurance  program.  Both  programs  will 
start  July  1, 1966. 

The  existing  Kerr-Mills  program  of  medi- 
cal assistance  to  the  needy  and  near-needy 
aged  is  expanded  and  combined  with  all  the 
other  federal-state  medical  assistance  pro- 
grams into  one  plan  with  simplified  admin- 
istration, a uniform  grant  formula,  specified 
benefits  and  minimum  eligibility  require- 
ments. 


Self-employed  physicians  are  brought  un- 
der Social  Security  retroactive  to  January 
1.  1965.  They  will  be  required  to  pay  next 
April  S259.20  each  in  Social  Security  taxes 
for  this  year.  The  tax  will  go  up  to  S405.90 
for  1966  and  rise  over  the  years  to  S514.80 
by  1987.  Physicians  were  the  last  profes- 
sion to  be  covered  by  Social  Security  and 
the  only  group  to  be  forced  into  the  system 
over  the  protests  of  its  professional  organi- 
zation. Coverage  and  liability  for  taxes  for 
interns  and  residents  will  not  begin  until 
January  1, 1966. 

The  new  law  also  increases  Social  Securi- 
ty cash  benefits  by  an  average  of  seven  per- 
cent. retroactive  to  January  1, 1965. 

To  finance  the  new  health  care  programs 
and  the  increase  in  cash  benefits,  both  the 
Social  Security  tax  base  and  tax  rates  will 
be  increased.  The  tax  base  will  be  in- 
creased from  the  present  S4.800  of  workers’ 
annual  pay  to  S6.600  on  January  1,  1966. 

Arthur  E.  Hess,  who  has  been  with  the 
Social  Security  Administration  since  1939 
and  in  charge  of  disability  insurance  since 
1954,  has  been  named  to  head  up  the  new 
SSA  Bureau  of  Disability  and  Health  Insur- 
ance to  handle  the  medicare  program.  A 
spokesman  said  the  SSA.  which  now  has  35.- 
000  employees,  will  add  between  7.000  and 
8.000  more  in  the  next  year  to  administer 
the  program. 

President  Johnson  went  to  Independence. 
Missouri,  to  sign  the  legislation  (H.R.  6675) 
July  30  in  the  presence  of  former  President 
Harry  S.  Truman  who  20  years  ago  pro- 
posed in  his  legislative  program  a national 
medical  insurance  plan  for  all  ages  financed 
by  higher  Social  Security  taxes. 

Commenting  on  the  medicare  program  be- 
coming law,  F.  J.  L.  Blasingame.  M.D..  Exe- 
cutive Vice  President  of  the  AMA  said  in 
Chicago:  “We  will  watch  developments  in 
this  new  program  and  offer  constructive 
suggestions,  both  to  Congress  and  to  the  ad- 
ministrators of  the  program,  in  the  interest 
of  the  maintenance  of  the  highest  quality  of 
medical  care.  President  Johnson  has  re- 
quested that  we  meet  with  officials  of  the 
Department  of  Health.  Education  and  Wel- 
fare on  the  development  of  rules  and  regu- 
lations. 

“Following  our  conference  with  Mr. 
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Johnson  on  Thursday  (July  29) , initial 
meetings  were  held  with  HEW  Secretary 
Anthony  Celebrezze,  exploring  arrange- 
ments for  AMA  and  HEW  review  of  pro- 
jected regulations  and  of  problems  of  ad- 
ministration and  interpretation  of  the  law. 

“The  President  also  asked  that  we  report 
back  to  him  in  two  months  on  our  prog- 
ress.” 

The  White  House  conference  between 
Johnson  and  11  top  AMA  elected  and  staff 
officials,  developed  from  an  action  of  the 
AMA  House  of  Delegates  in  New  York  last 
June.  The  House  approved  a resolution  in- 
cluding the  following  two  resolves: 

“Resolved,  That  this  House  of  Delegates 
restate  its  offer  to  meet  with  the  President 
of  the  United  States  through  our  Legisla- 
tive Task  Force  to  discuss  proposed  medical 
care  legislation  with  a view  to  safeguarding 
the  continued  provision  of  the  highest  qual- 
ity and  availability  of  medical  care  to  the 
people  of  the  United  States.  . . . 

“Resolved,  That  the  American  Medical 
Association  strongly  urge  those  branches  of 
the  government  interested  in  the  formula- 
tion, the  enactment,  and  the  implementation 
of  laws  which  deal  with  the  provision  of 
professional  medical  services  to  the  public 
to  seek  and  utilize  the  advice  and  assistance 
of  the  physicians  who  will  render  such 
services.  Such  advice  and  assistance  should 
be  received  through  our  chosen  representa- 
tives, the  officers  of  the  American  Medical 
Association.  . . .” 

The  first  AMA-HEW  conference  on  medi- 
care at  the  staff  level  was  held  in  Washing- 
ton a week  after  the  program  became  law. 
HEW  was  consulting  representatives  of  the 
American  Hospital  Association  even  before 
the  legislation  was  signed  into  law. 

The  Social  Security  Administration,  in 
administering  the  basic  and  supplementary 
health  care  programs,  will  utilize  Blue 
Cross,  Blue  Shield,  private  health  insurance 
carriers  or  combinations  of  them  as  “fiscal 
intermediaries.”  At  this  writing,  they  had 
not  been  named. 

HEW  said  the  physician  will  be  the  key 
figure  in  the  basic  as  well  as  the  sup- 
plementary program.  He  will  decide  upon 
admission  to  a hospital  or  post-hospital  ex- 
tended care  facility,  order  tests,  drugs  and 
treatment,  including  home  health  services, 


and  determine  the  length  of  stay,  HEW 
said. 

As  to  length  of  stay,  however,  hospitals 
and  extended  care  facilities  participating  in 
the  program  will  be  required  “to  have  in 
effect  a utilization  review  plan  providing 
for  a review  of  admissions,  length  of  stays 
and  the  medical  necessity  for  services  pro- 
vided.” 

Such  reviews  “would  ordinarily  be  car- 
ried out  by  a staff  committee  of  the  institu- 
tion,” and  include  other  professional  per- 
sonnel such  as  registered  nurses  and  medi- 
cal social  workers  in  addition  to  two  or 
more  physicians. 

As  an  alternative,  HEW  said,  reviews 
could  be  conducted  by  a similar  group  out- 
side the  institution — preferably  one  estab- 
lished by  the  local  medical  society  and  some 
or  all  of  the  hospitals  and  extended  care 
facilities  in  the  locality. 

Under  the  supplementary  program,  the 
patients  could  pay  the  doctor  and  be  reim- 
bursed 80  percent  of  a “reasonable”  fee.  If 
the  doctor  so  chose,  he  could  let  the  patient 
assign  to  him  the  amount  the  patient  would 
be  reimbursed.  If  payment  is  on  the  basis 
of  an  assignment,  the  “reasonable”  fee 
would  have  to  be  accepted  as  the  full  pay- 
ment. If  the  physician  receives  payment 
only  directly  from  the  patient,  he  can 
charge  the  amount  he  chooses  regardless  of 
what  is  determined  to  be  a “reasonable” 
fee. 

In  determination  of  a “reasonable”  fee, 
HEW  said,  the  supplementary  insurance 
carriers,  must  “assure  that  the  charge  on 
which  the  reimbursement  is  based  is  reason- 
able and  is  not  higher  than  the  charge 
used  for  reimbursement  on  behalf  of  the 
carriers  own  policyholders  or  subscribers 
for  comparable  services  and  under  com- 
parable circumstances.” 

Summary  of  Law's  Health  Care  Provisions 
BASIC  PROGRAM 
Hospitalization 

Up  to  90  days  in  each  spell  of  illness.  The 
patient  pays  the  first  $40  of  hospital  costs. 
If  he  stays  more  than  60  days,  he  pays  $10 
for  each  additional  day  up  to  the  90-day 
limit,  A spell  of  illness  starts  with  the  first 
day  of  hospitalization  and  ends  when  the 
patient  has  spent  60  consecutive  days  with- 


September,  1965 


MEDICAL  NEWS  IN  TENNESSEE 


311 


out  hospital  or  nursing  care. 

The  hospitalization  covers  room  and 
board,  prescribed  drugs  while  hospitalized 
and  other  services  and  supplies  except  pri- 
vate duty  nursing  and  services  of  physi- 
cians other  than  internes  or  residents  in 
training.  Christian  Science  sanatoriums  and 
psychiatric  hospitals  are  included.  There  is 
a lifetime  limit  of  190  days  in  a psychiatric 
hospital. 

Nursing  Home  Care 

Up  to  100  days  in  an  extended  care  facili- 
ty in  each  spell  of  illness  after  a stay  of  at 
least  three  days  in  a hospital.  There  is  no 
charge  to  the  patient  for  the  first  20  days. 
The  patient  pays  $5  for  each  day  above  20, 
up  to  the  100-day  limit. 

Home  Nursing 

Up  to  100  visits  by  nurses  or  technicians 
in  a one-year  period  following  the  patient’s 
discharge  from  a hospital  or  extended  care 
facility.  The  services  furnished  must  be  in 
accordance  with  a program  set  up  and  per- 
iodically reviewed  by  a physician. 

Diagnostic  Services 

Tests  and  related  diagnostic  services,  oth- 
er than  those  performed  by  physicians,  that 
are  normally  provided  by  hospitals  to  out- 
patients. The  patient  pays  $20  of  the  charge 
for  each  diagnostic  study  provided  by  the 
same  hospital  in  a 20-day  period.  The  pa- 
tient pays  20  percent  of  the  charges  above 
$20. 

SUPPLEMENTARY  PROGRAM 

Persons  enrolling  in  this  program  will 
pay  $3  a month  in  premiums.  The  federal 
government  will  match  this  with  a payment 
of  $3  a month  for  each  participant.  The  fed- 
eral share,  about  $600  million  a year,  will 
come  from  general  tax  revenues.  The  insur- 
ance supplements  the  basic  program  by  cov- 
ering most  other  major  medical  expenses 
except  those  for  dental  services,  medicines 
and  drugs. 

A participant  in  the  program  pays  $50  of 
his  annual  costs  for  the  services  and  sup- 
plies covered.  He  also  pays  20  percent  of 
the  annual  costs  above  $50  while  the  pro- 
gram pays  80  percent. 

The  coverage  includes: 

Physicians’  services,  including  surgery, 


whether  performed  in  a hospital,  clinic, 
office  or  home. 

Up  to  100  home  nursing  visits  each  year 
in  addition  to  those  allowed  under  the  basic 
program  and  without  any  requirement  for 
prior  hospitalization. 

Various  services  and  supplies,  whether 
provided  in  or  out  of  a medical  institution, 
such  as  X-ray  and  other  diagnostic  tests, 
radiological  treatments,  surgical  dressings, 
splints,  casts,  iron  lungs  and  other  specified 
prosthetic  devices,  artificial  arms,  legs  and 
eyes  and  ambulance  service. 

WELFARE  AID 

The  bill  authorizes  increases  of  about 
$400  million  in  annual  federal  grants  to 
states  for  public  assistance  (relief  of  the 
needy)  and  other  welfare  programs.  It  con- 
solidates the  Kerr-Mills  medical  assistance 
program  with  five  related  programs  and 
sets  federal  standards  for  the  scope  of 
benefits  and  eligibility  of  beneficiaries. 

A new  program  of  health  care  for  chil- 
dren in  impoverished  families  is  estab- 
lished, with  $185  million  in  grants  author- 
ized for  the  first  five  years.  Grants  for  ma- 
ternal and  child  health  services  and  aid  to 
crippled  children  are  raised  in  four  steps 
from  the  present  level  of  $80  million  to  $120 
million  in  1970. 

By  revising  the  general  formula  for  pub- 
lic assistance  grants,  the  bill  raises  annual 
federal  authorizations  by  $150  million. 
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University  of  Tennessee 
College  of  Medicine 

Tennessee  gained  its  third  March  of 
Dimes  Birth  Defects  Center  with  the  open- 
ing July  1st  of  a new  installation  at  the  To- 
bey  Children’s  Hospital  in  Memphis.  The 
other  two  locations  are  at  Vanderbilt  Uni- 
versity Hospital,  Nashville,  and  the  Baro- 
ness Erlanger  Hospital  in  Chattanooga. 

The  Memphis  center  was  established 
through  a $32,500  grant  from  the  March  of 
Dimes  to  the  College  of  Medicine.  It  will 
operate  under  Dr.  James  G.  Hughes,  Chair- 
man of  the  Department  of  Pediatrics  at  the 
UT  medical  school.  Dr.  Aram  Havission 
will  serve  as  the  center’s  medical  director. 
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The  center,  open  to  children  under  12 
years  of  age,  will  have  an  outpatient  clinic 
in  the  John  Gaston  Hospital’s  outpatient 
department  in  Gailor  Hospital.  Children 
will  be  admitted  by  physician  referral  and 
the  center  is  open  to  the  indigent  as  well  as 
those  able  to  pay. 

The  National  Foundation  is  supporting 
more  than  53  centers  throughout  the  nation. 

* 

The  College  of  Medicine  presented  a post- 
graduate course  on  pre-  and  post-operative 
care  of  patients  undergoing  surgery  on 
July  25th.  Some  25  physicians  from  the 
Mid-South  attended.  Dr.  George  Yeager, 
clinical  professor  of  surgery  at  the  Univer- 
sity of  Maryland,  was  guest  professor  for 
the  course.  Subjects  discussed  at  the  session 
included  evaluation  and  preparation  of  the 
patient  with  heart  disease  for  surgery,  the 
use  of  fluids  and  electrolytes,  the  preven- 
tion and  management  of  chest  complica- 
tions in  surgical  patients  and  the  prevention 
of  renal  shutdown  in  the  patient  with  im- 
paired kidney  function.  The  course  was  un- 
der the  directorship  of  Dr.  Harwell  Wilson, 
head  of  the  Department  of  Surgery. 

Geriatric  Center  to  Serve  10  Counties 

The  proposed  $800,000  Geriatric  Research 
and  Rehabilitation  Center  of  the  Hillcrest 
Medical  Nursing  Institute  will  join  three 
other  units  of  Knox  County’s  George  Malo- 
ney Home,  and  will  also  serve  nine  East 
Tennessee  counties  which  have  no  public  or 
private  nursing  homes.  In  addition  to 
Knox  County,  which  has  716  beds  available, 
it  will  serve  the  non-bed  counties  of  Camp- 
b e 1 1,  Claiborne,  Grainger,  Hancock, 
Jefferson,  Morgan,  Roane,  Sevier  and  Un- 
ion. 

The  project  will  have  120  patient  beds  in 
four  nursing  units — three  units  of  35  beds 
each  for  long-term  (or  terminal)  care  pa- 
tients and  one  unit  of  15  beds  for  intensive 
treatment.  The  two-story  structure  will  cost 
$680,000  and  the  equipment  will  cost  $120,- 
000.  It  will  be  built  with  80  percent  Feder- 
al Funds,  if  the  application  is  approved, 
and  the  operating  costs  will  be  underwrit- 
ten by  the  Federal  Government  for  the  first 
five  years.  After  that  time,  the  center  is 
expected  to  be  self-supporting. 

Admission  applications  from  each  of  the 


10  counties  will  be  made  to  the  Admissions 
Review  Board  of  the  Hillcrest  Medical 
Nursing  Institute.  Priority  for  admission 
will  be  reserved  for  these  counties  and  will 
be  based  on  the  needs  of  each  individual 
applicant  as  determined  by  the  board. 

Insurance  Companies  Implement  Hospital 
Information  Card  Program,  September  I 

On  September  1st,  insurance  companies 
launched  an  information  card  program  de- 
signed to  simplify  hospital  admissions  and 
credit  procedures  for  individual  and  family 
health  insurance  policyholders.  The  pro- 
gram, developed  by  the  Health  Insurance 
Council,  is  called  the  National  Information 
Card  Plan  (NICP) . In  a survey  of  hospi- 
tals, conducted  by  the  Council,  91  percent 
of  the  more  than  1,000  institutions  respond- 
ing endorsed  the  program.  Policyholders 
will  receive  from  their  insurance  companies 
a wallet-sized  card  bearing  the  insured’s 
name  and  policy  number,  and  the  identity 
of  the  insurance  company  contact  for  claims 
information.  When  the  insured  person  is 
admitted  to  the  hospital  and  presents  his 
card,  the  hospital  will  contact  the  insurance 
company  to  determine  if  the  patient’s  insur- 
ance is  in  force.  The  insurance  company 
identifies  or  certifies  benefits  available  for 
the  patient.  NICP  is  part  of  a broad-scale 
program  by  insurance  companies  to  speed 
claim  administration,  reduce  paperwork, 
and  increase  efficiency  in  the  payment  of 
benefits  for  hospital,  surgical  and  medical 
services  performed  for  policyholders. 
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Dr.  William  G.  Hayes  has  opened  his  office  for 
the  practice  of  pediatrics,  as  well  as  pediatric  al- 
lergy, at  90  Broad  Street  in  Cleveland. 

Hickman  County  Hospital’s  Board  of  Trustees 
appointed  Dr.  Parker  D.  Elrod  as  chief  of  the  hos- 
pital to  succeed  the  late  Dr.  Sam  Ogle  Jones.  Dr. 
James  T.  Humphreys  was  appointed  vice  chief  of 
staff  to  succeed  Dr.  Elrod. 

Drs.  James  T.  Campbell,  Jr.  and  Billy  C.  Nes- 
bett  have  joined  the  staff  of  the  Cumberland  Clin- 
ic in  Crossville. 

Dr.  A.  Roy  Tyrer,  Jr.,  Memphis,  was  the  official- 
ly designated  AMA  representative  to  the  Third  In- 
ternational Congress  of  Neurological  Surgery  held 
in  Copenhagen,  Denmark,  August  23-28. 

Dr.  Carl  Thacker  is  now  associated  with  Drs.  R. 
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G.  Brown,  R.  S.  Cowles,  and  Ben  J.  Keebler  in  the 
practice  of  medicine  in  Greeneville. 

Dr.  John  C.  McKenzie  has  opened  his  office  for 
the  practice  of  obstetrics  and  gynecology  in  the 
Epperson  Hospital  Building  in  Athens.  Dr.  Mc- 
Kenzie will  work  with  the  local  hospitals  and  the 
Woods  Memorial  Hospital  in  Etowah. 

Dr.  Fred  M.  Valentine,  Jr.  was  appointed  a di- 
rector of  the  National  Bank  of  Newport.  He  will 
fill  the  vacancy  of  Senator  Herbert  S.  Walters 
who  is  retiring  from  active  service  with  the  bank. 

Dr.  John  B.  Steele,  a member  of  the  board  of 
Trustees  of  Erlanger  and  Children’s  hospitals 
since  November  25,  1944,  and  vice  chairman  for 
many  years,  has  been  named  “Honorary  Chairman 
of  the  Board’’  for  life. 

Dr.  Peter  G.  Zack,  formerly  of  Dallas,  Texas,  is 
now  associated  with  The  Bowman  Clinic  in  John- 
son City,  Tennessee. 

Dr.  Dexter  Woods,  Sr.  of  Waynesboro,  was  hon- 
ored by  the  Waynesboro  Chamber  of  Commerce 
with  “Dr.  Woods  Appreciation  Day”  on  August 
1st. 

Dr.  Marcus  J.  Stewart,  Memphis,  has  been  ap- 
pointed mobilizer  of  medical  personnel  in  his  field 
in  the  event  of  a national  emergency.  Dr.  Stew- 
art, who  is  on  the  staff  of  Campbell  Clinic  and  an 
associate  clinical  professor  of  orthopedics  for  the 
UT  Medical  Units,  will  receive  the  official  title  of 
Mobilization  Designee  to  the  Office  of  the  Surgeon 
General,  U.  S.  Army,  as  Orthopedic  Consultant  in 
the  Department  of  Reserve  Affairs.  He  has  been 
active  in  the  Army  Reserve  since  World  War  II. 

Two  physicians  have  joined  the  staff  of  the  Oak 
Ridge  Institute  of  Nuclear  Studies.  Dr.  Francis 
Goswitz  will  be  assigned  to  the  staff  of  the  special 
training  division  where  he  will  coordinate  the 
medical  qualifications  courses  offered  to  physi- 
cians. His  wife,  Dr.  Helen  Goswitz,  will  be  a mem- 
ber of  the  clinical  staff  at  the  Medical  Division. 
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1965  Edition  of  New  Drugs  Evaluated  by  the 
A.M.A.  Council  on  Drugs.  491  pages.  Chicago: 
American  Medical  Association. 

The  A.M.A.  has  published  a new  reference  vol- 
ume to  replace  the  New  and  Nonofficial  Drugs 
published  annually  in  past  years.  This  new  ap- 
proach offers  an  excellent  format  in  the  organiza- 
tion of  the  drugs  which  have  been  introduced  in 
the  past  ten  years. 

They  are  considered  as  outlined  in  the  Table  of 
Contents  under  46  different  headings  based  on 
therapeutic  rather  than  pharmacologic  clas- 
sification. Though  it  is  unnecessary  to  indicate  the 
46  headings  the  scope  may  be  indicated  by  citing 
a few,  such  as: — Antibacterial  Agents,  Antimalar- 
ial  Agents,  Analeptics,  Antihistaminic  Agents, 
Tranquilizers,  Analgesics,  Spinal  Anesthetics,  An- 
tihypertensive Agents,  Adrenocortical  Steroids, 


Chelating  Agents,  Immunologic  Agents,  Blood 
Plasma  and  Plasma  Substitutes. 

The  Appendices  list  pharmaceutical  manufac- 
turers, sections  on  Official  Standards  and  Regula- 
tory Agencies  for  Drugs,  a section  on  Non-pro- 
prietary or  Generic  Terminology,  and  other  items. 

Though  ideally  such  a volume  should  be  in 
every  doctor’s  office,  the  reviewer  would  say  it  is 
a “must”  in  every  hospital  irrespective  of  size. 
(As  of  August  10th,  17,000  copies  had  been  sold — 
evidence  of  its  acknowledged  value.) 


Calendar  of  Meetings,  1965-1966 
State 

Sept.  27-28  Tennessee  Valley  Medical  As- 

sembly, Tivoli  Theater,  Chatta- 
nooga 

Nov.  3-5  Tennessee  Academy  of  General 

Practice,  17th  Annual  Scientific 
Assembly  and  Congress  of 
Delegates,  and  East  Tennessee 
Heart  Association,  Annual 
Scientific  Symposium  (Novem- 
ber 5),  Gatlinburg  Auditorium, 
Gatlinburg,  Tennessee 


Sept.  21-23 
Nov.  1-4 
Nov.  4-6 

Nov.  15-17 

Nov.  18-20 

Dec.  7-9 
Jan. 28-30,  1966 

Feb.  9-10,  1966 

Feb.  28-Mar.  3 

Oct.  7-9 
Oct.  14-16 


Regional 

Kentucky  Medical  Association, 
Kentucky  Hotel,  Louisville 
Southern  Medical  Association, 
Houston,  Texas 

Southwestern  Medical  Associa- 
tion, 47th  Annual  Meeting, 
Sheraton  Motor  Inn,  El  Paso, 
Texas 

Medical  Society  of  District  of 
Columbia,  Washington-Hilton 
Hotel,  Washington,  D.  C. 
Western  Surgical  Association, 
Sheraton  Fontenelle  Hotel, 
Omaha,  Nebraska 
Southern  Surgical  Association, 
Homestead,  Hot  Springs,  Va. 
Southern  Radiological  Confer- 
ence, Grand  Hotel,  Point  Clear, 
Alabama 

Mid-South  Postgraduate  Medi- 
cal Assembly,  Memphis,  Ten- 
nessee 

Southeastern  Surgical  Con- 
gress, Marriott  Motor  Hotel, 
Atlanta 

National 

American  College  of  Physi- 
cians, Third  Fall  Meeting,  Mi- 
ami Beach,  Fla. 

American  Academy  of  Neu- 
rological Surgery,  Terrace  Hil- 
ton Hotel,  Cincinnati,  Ohio 
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Oct.  18-22 

Oct.  23-28 
Oct.  24-27 

Oct.  27-29 
Nov.  28-Dec.  1 
Dec.  4-9 
Jan.  13-15,  1966 

Jan.  21-22 

Jan. 22-27 

Jan.  31-Feb.  2 

Feb. 2-6 

Feb.  3-9 
Feb.  8-12 

Feb. 19-23 


American  College  of  Surgeons, 
Annual  Clinical  Congress,  Den- 
nis Hotel,  Atlantic  City,  N.  J. 
American  Academy  of  Pedia- 
trics, Palmer  House,  Chicago 
American  College  of  Gastroen- 
terology, Americana  Hotel,  Bal 
Harbour,  Fla. 

American  Cancer  Society,  Bilt- 
more  Hotel,  New  York 
American  Medical  Association, 
Clinical  Meeting,  Philadelphia 
American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 
American  College  of  Surgeons 
(sectional  meeting),  Ameri- 
cana Hotel,  Bal  Harbour,  Fla. 
American  Society  for  Surgery 
of  the  Hand,  Palmer  House, 
Chicago 

American  Academy  of  Ortho- 
paedic Surgeons  (members  and 
invited  guests  only),  Palmer 
House,  Chicago 

American  College  of  Surgeons 
(sectional  meeting),  Sheraton 
Lincoln  Hotel,  Houston,  Texas 
American  College  of  Cardiolo- 
gy, Conrad  Hilton  Hotel,  Chi- 
cago 

Congress  on  Medical  Educa- 
tion, Palmer  House,  Chicago 
American  College  of  Radiology 
(members  only),  Drake  Hotel, 
Chicago 

American  Academy  of  Allergy 
(22nd  Annual  Meeting),  Amer- 
icana Hotel,  New  York 


Ethics  and  Professionalism  to  Be 
Discussed  at  AMA  National  Congress 

The  American  Medical  Association  will  sponsor 
a National  Congress  on  Medical  Ethics  and  Pro- 
fessionalism at  the  Drake  Hotel  in  Chicago,  Oct. 
2-3.  The  conference,  first-such  meeting  sponsored 
by  AMA,  will  provide  an  opportunity  for  mem- 
bers of  the  profession  to  exchange  ideas  on  ways 
to  emphasize  the  concern  of  all  physicians  with 
the  high  standards  of  conduct  traditionally  asso- 
ciated with  medicine. 

Among  the  meeting  highlights  will  be  an  ad- 
dress by  James  Z.  Appel,  M.D.,  AMA  President, 
on  the  subject  “Medicine,  a Profession  or  a Busi- 
ness?” Another  speaker  will  be  Walter  H.  Judd, 
M.D.,  former  U.  S.  Congressman  and  currently  a 
member  of  AMA’s  Judicial  Council,  who  will  dis- 
cuss the  accomplishments  and  deficiencies  in  the 
medical  profession’s  standards  for  ethical  depart- 
ment at  a Saturday  luncheon.  Other  speakers 
will  discuss  such  subjects  as  “Professionalism, 
a Trust  in  Perpetuity,”  “When  Ethics  and  Wel- 
fare Programs  Clash,”  “What  is  Your  Ethical 
I.Q.?”  and  “Can  Ethics  be  Out  of  Tune  With  the 
Times?” 


Saturday’s  afternoon  sessions  will  consist  of 
workshops  on  grievances  and  medical  disciplinary 
procedures.  Advance  registration  forms  and  ad- 
ditional information  about  the  conference  may  be 
obtained  by  writing  James  H.  Berge,  M.D.,  chair- 
man, Judicial  Council,  American  Medical  Associa- 
tion, 535  North  Dearborn,  Chicago,  Illinois  60610. 

American  College  of  Surgeons 
Meets  in  Atlantic  City  October  18-22 

The  51st  Annual  Clinical  Congress  of  the  ACS 
will  be  held  in  Atlantic  City,  October  18-22.  High- 
lights will  include  255  research  reports,  10  post- 
graduate courses,  36  panel  discussions,  50  film 
presentations,  nine  closed-circuit  operative  color 
telecasts  from  the  hospital  of  the  University  of 
Pennsylvania  to  Atlantic  City’s  Convention  Hall, 
and  424  scientific  and  industrial  exhibits.  Head- 
quarters will  be  the  Dennis  and  Shelburne  hotels, 
with  scientific  sessions  in  the  Convention  Hall. 


American  Academy  of  Orthopaedic 
Surgeons 

The  first  3V2  day  advanced  practical  course  for 
ambulance  attendants,  firemen,  policemen,  emer- 
gency squads,  safety  engineers,  public  health  and 
civil  defense  personnel  will  be  held  at  the  Me- 
morial Coliseum  in  Portland,  Oregon,  September 
29-October  2.  Sponsored  by  the  Committee  on 
Injuries  of  the  American  Academy  of  Orthopaedic 
Surgeons,  the  course  will  include  illustrated  lec- 
tures, audio-visual,  question  and  answer  periods. 
Special  emphasis  will  be  placed  on  Mechanism  of 
Breathing,  the  Airway,  Circulation  of  the  Blood, 
Resuscitation,  Head  Injuries,  Shock,  Emergency 
Childbirth,  Immediate  Care  of  Wounds;  Eye  In- 
juries, Broken  Bones,  Dislocations,  Medical  Emer- 
gencies, Traffic  Control,  Safe  Driving,  Transpor- 
tation of  the  Unruly,  Intoxicated,  and  Unconscious 
Patient,  Poisoning,  Snake  Bites,  and  Extrication 
of  the  Injured  from  caissons,  wells  and  buildings. 
For  further  information  write  to:  Dr.  F.  A.  Short, 
2348  N.W.  Lovejoy,  Portland,  Oregon  97210. 

Gastroenterological  Convention 

The  30th  annual  convention  of  the  American 
College  of  Gastroenterology  will  be  held  at  the 
Americana  in  Bal  Harbour,  Fla.,  on  October  25-27. 

On  October  28-30,  immediately  following  the 
convention,  the  Annual  Course  in  Postgraduate 
Gastroenterology  will  be  given.  Copies  of  the  pro- 
gram and  further  information  may  be  obtained  by 
writing  to:  American  College  of  Gastroenterology, 
33  West  60th  Street,  New  York,  N.  Y.  10023. 

Future  AAGP  Assemblies 
to  Be  Held  in  Fall  of  the  Year 

The  Academy’s  18th  Annual  Assembly  will  be 
held  in  Boston,  Mass.,  October  8-14,  1966.  In 
1967,  the  AAGP  Assembly  will  be  held  September 
18-22,  in  Las  Vegas,  and  it  is  planned  to  hold 
subsequent  meetings  in  September  each  year. 
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Historical  Background 


The  University  of  Tennessee  at  Memphis 
is  the  result  of  the  union  of  five  medical 
schools  in  the  State  of  Tennessee.  The 
school  at  Memphis  was  completed  in  1914. 
The  original  University  of  Tennessee  was 
founded  in  Nashville  in  1876. 1 In  1909,  it 
was  joined  with  the  University  of  Nash- 
ville, founded  in  1850,  to  become  the  joint 
medical  department  of  the  University  of 


Fig.  1.  The  original  University  of  Tennessee  Med- 
ical School  at  Nashville. 


Nashville  and  the  University  of  Tennessee.2 
(Fig.  1)  The  two  schools  were  founded  by 
the  same  men,  including  Drs.  J.  Berrien 
Lindsley,  Paul  F.  Eve,  Sr.,  and  W.  K.  Bowl- 
ing. This  lasted  for  one  year.  At  the  end  of 
1909  this  joint  medical  department  joined 
the  College  of  Physicians  and  Surgeons, 
which  was  founded  in  1906  in  Memphis,  to 
form  the  University  of  Tennessee  at  Mem- 
phis. The  Memphis  Hospital  Medical  Col- 
lege, founded  in  1878,  joined  the  University 
of  Tennessee  in  1913.  The  final  medical 
school  to  join  the  University  of  Tennessee 
at  Memphis  was  Lincoln  Memorial  Medical 
College  of  Knoxville  which  was  founded  in 
1889.3  (Fig.  2.) 

Chiefs  of  the  Department  of  Surgery 
University  of  Tennessee 


1.  Paul  Fitzsimmons  Eve,  Sr 1876-1877 

2.  Duncan  Eve,  Sr 1877-1895 

3.  Paul  Fitzsimmons  Eve,  Jr 1895-1909 

4.  Charles  Brower  1909-1910 

5.  Eugene  Michel  Holder 1911-1927 

6.  Lewis  Wardlaw  Haskell  1927-1933 

7.  John  Lucius  McGehee  1933-1948 

8.  Harwell  Wilson  1948-present 


UNIV 


OF  NASHVILLE 
1850 


UNIV.  OF  TENN. 
NASHVILLE  1876 


MEMPHIS  HOSPITAL 
MEDICAL  COLLEGE 


LINCOLN  MEMORIAL 
KNOXVILLE  1889 


COLLEGE  OF  PHYSICIANS 
AND  SURGEONS  1906 


JOINT  MEDICAL  DEPT.  OF 
UNIV.  OF  NASHVILLE  AND 
UNIV.  OF  TENNESSEE 


UNIVERSITY  OF  TENNESSEE 
AT  MEMPHIS  1914 

Fig.  2. 
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Paul  Fitzsimmons  Eve,  Sr.* 

Paul  Fitzsimmons  Eve,  Sr.  was  the  first 
professor  of  Surgery  of  the  University  of 
Tennessee  at  Nashville.4  Born  on  June 


Dr.  Paul  F.  Eve,  Sr. 


27,  1806,  Dr.  Eve  received  his  education 
at  Franklin  College  in  Athens,  Georgia, 
now  the  University  of  Georgia,  graduat- 
ing at  the  age  of  20  with  high  honors,  and 
receiving  the  degrees  of  A.M.  and  LL.D.4 
The  young  graduate  went  to  Philadelphia 
where  he  began  the  study  of  Medicine  un- 
der Dr.  Charles  D.  Meigs,  attended  the  re- 
quired courses  at  the  University  of 
Pennsylvania,  and  received  his  M.D.  degree 
in  1828.  Though  he  had  planned  to  practice 
in  Philadelphia,  illness  of  his  father 
brought  him  back  to  Georgia.  While  attend- 
ing his  father  and  using  a catheter  for  an 
enlarged  prostate  gland,  he  began  to  devel- 
op a fondness  for  surgery.  After  his  fa- 
ther’s death  he  sailed  for  Europe.  In  Lon- 
don he  attended  courses  and  heard  lectures 
under  Sir  Astley  Cooper,  Abernathey,  and 
Johnson,  and  in  Paris  under  Dupuytren, 
Larrey,  and  others. 

The  July  Revolution  of  the  1830’s  began 
while  he  was  in  Paris.  Dr.  Eve  participat- 

*Much  of  this  biographical  sketch  is  a direct 
quotation  from  Philip  M.  Hamer’s,  Centennial 
History  of  the  Tennessee  Medical  Association 
(1930),  page  154,  also  the  source  of  the  photograph. 


ed  professionally  in  this  revolution.  He 
soon  heard  the  Poles  were  in  revolt  against 
the  Russian  leaders.  Recalling  the  death  of 
the  gallant  Pulaski  at  Savannah,  Georgia, 
and  the  days  of  America’s  struggle  for  inde- 
pendence, he  hastened  to  Warsaw.  “For  his 
labors  as  a surgeon  in  the  Polish  Army  he 
was  awarded  the  Golden  Cross  of  Honor, 
but  Poland  was  crushed  and  Dr.  Eve  was 
imprisoned  for  a short  time  by  the  Prus- 
sians.”4 

“In  1832,  when  only  26  years  old,  Dr.  Eve 
was  made  professor  of  Surgery  in  a newly 
organized  Medical  College  of  Georgia  in 
Augusta.  He  remained  there  for  17  years. 
During  these  years  he  gained  an  increasing 
reputation  as  a surgeon  of  unusual  ability. 
In  1845,  he  became  one  of  the  editors  of  the 
Southern  Medical  and  Surgical  Journals, 
retaining  this  position  until  1853.  In  1849, 
he  was  chosen  to  fill  the  position  vacated 
by  Dr.  Samuel  D.  Gross  as  Professor  of  Sur- 
gery in  the  Medical  Department  of  Louis- 
ville University  in  Louisville,  Kentucky.  In 
Louisville,  however,  he  remained  for  only 
one  course  of  lectures,  despite  the  unani- 
mous request  of  students,  faculty,  and  trus- 
tees that  he  reconsider  his  decision  to  re- 
sign.” Thus,  he  was  in  a position  to  give 
favorable  consideration  to  a proposal  that 
he  become  a member  of  the  faculty  of  the 
medical  department  of  the  University  of 
Nashville  that  was  to  begin  its  first  course 
in  1851.  “Dr.  Eve’s  connection  with  the 
University  of  Nashville  undoubtedly  had 
much  to  do  with  its  rather  phenomenal  suc- 
cess.” During  his  first  two  years  at  the 
school  Dr.  Eve  stayed  in  Nashville  only  for 
the  delivery  of  lectures.  In  1853,  he  pur- 
chased a residence  on  Spring  Street  that 
formerly  had  been  owned  and  occupied  by 
Andrew  Ewing.  His  colleague  Dr.  William 
K.  Bowling  said  of  him  that,  “Through  his 
labors,  Tennessee,  heretofore  almost  un- 
known in  medical  geography,”  within  two 
years  gained  recognition  everywhere  and 
was  respected  in  the  United  States  as  well 
as  throughout  Great  Britain  and  on  the 
Continent.”  From  1851  to  1858,  Dr.  Eve  was 
associated  with  Dr.  William  K.  Bowling  in 
the  work  of  editing  the  Nashville  Journal 
of  Medicine  and  Surgery.  He  withdrew 
from  this  association  in  order  that  he  might 
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devote  more  time  to  the  preparation  of  a 
book  on  the  principles  and  practice  of  sur- 
gery.” The  book  was  never  published.  For 
two  years  during  this  antebellum  decade, 
he  was  dean  of  the  Medical  Faculty  of  the 
University  of  Nashville. 

When  Abraham  Lincoln  was  elected 
President  of  the  United  States  and  the 
secession  movement  began  in  the  southern 
states,  Dr.  Eve,  who  was  an  ardent  seces- 
sionist, offered  his  services  to  the  authori- 
ties of  the  Confederacy  “in  any  position — 
without  money  and  without  price.”  The 
offer  was  not  accepted.  “When  Tennes- 
see’s provisional  army  was  in  the  process  of 
organization,  Governor  Isham  G.  Harris 
offered  Dr.  Eve  the  position  of  Surgeon- 
General.  He  declined  because  there  would 
have  been  associated  with  him  two  Assist- 
ant Surgeon-Generals  and  he  would  have 
been  handicapped  in  the  exercise  of  power 
while  held  responsible  for  it  by  the  public. 
On  May  24,  news  arrived  in  Nashville  that 
Virginia  had  been  invaded  ‘by  the  Usurper 
and  blood  had  flowed.’  ” Dr.  Eve  took  the 
next  train  for  Richmond  where  he  again 
offered  his  services.  It  is  reported  that  a 
representative  of  the  Richmond  Examiner 
called  upon  him  to  ask  what  his  politics  had 
been,  whereupon  he  returned  as  quickly  as 
possible  to  Tennessee.  “In  Nashville,  Dr. 
Eve  found  much  to  do  in  the  service  of  the 
Confederacy.  He  contributed  to  the  Nash- 
ville Journal  of  Medicine  and  Surgery,  an 
article  on  ‘Health  in  Camp.’  In  this  he 
urged  the  necessity  for  hygiene  in  the  tent- 
ed field,  for  regular  habits,  cleanliness,  pro- 
per diet,  and  proper  clothing,  and  vaccina- 
tion, in  order  to  prevent  disease  among  the 
soldiers.  ‘The  prevention  of  disease,’  he  ex- 
plained, ‘is  the  highest  aim,  the  great  de- 
sign and  the  end  of  medical  science.’  He 
enlisted  as  a ‘private  in  the  ranks,  and  in 
blue  shirt  and  soldier’s  cap,’  as  Hamer 
quotes  Bowling,  ‘could  be  seen  on  parade, 
keeping  time  to  the  sweet  music  of  patrio- 
tism as  he  had  in  a foreign  land.  . . ” 

Finally,  he  received  from  the  Confederate 
government  a commission  as  surgeon  and 
was  placed  in  charge  of  the  Johnson  Hospi- 
tal in  Nashville.  He  was  also  an  examiner 
for  the  Army  Medical  Board.  When  in  Feb- 
ruary, 1862,  it  became  necessary  for  the 


Confederates  to  evacuate  Nashville,  Dr.  Eve 
left  for  the  lower  South  and  during  the  re- 
mainder of  the  War  was  continuously  in 
service  in  hospitals  and  at  the  front.” 

“When  the  War  had  ended,  Dr.  Eve  re- 
turned to  his  position  in  the  University  of 
Nashville,  where  during  all  the  years  of  the 
War,  instruction  in  medicine  had  been  giv- 
en to  a small  number  of  students.  For  some- 
thing more  than  a year,  he  was  again  an  as- 
sociate editor  of  the  Nashville  Journal  of 
Medicine  and  Surgery.  In  1868,  upon  the 
death  of  Dr.  Joseph  McDowell,  he  accepted 
the  professorship  of  surgery  of  Missouri 
Medical  College  in  St.  Louis.  He  found  the 
climate  of  this  city  too  severe,  and  in  1870 
returned  as  Professor  of  Operative  and 
Clinical  Surgery  of  the  University  of  Nash- 
ville, which  was  soon  to  be  associated  with 
Vanderbilt  University.  Again  he  became 
for  a brief  period  of  time  an  associate  editor 
of  the  Nashville  Journal  of  Medicine  and 
Surgery.  In  1877,  the  year  of  his  death,  he 
transferred  to  the  newly  established  Uni- 
versity of  Tennessee  at  Nashville  Medical 
Center.’  ” As  a surgeon,  Dr.  Eve  was  un- 
questionably the  most  distinguished  of  his 
generation  in  Tennessee. 

In  1836,  as  quoted  by  Hamer  from  F.  H. 
Garrison’s  History  of  Medicine, 

“He  removed  a large  fibrous  polyp  from  the 
base  of  the  cranium  in  1838,  he  exsected  nearly 
one-half  the  lower  jaw  bone.  In  the  late  forties 
he  was  using  chloroform  as  an  anesthetic.  In  a 
case  of  lithotomy  in  1849,  he  successfully  re- 
moved 117  calculi  weighing  4%  ounces.  In  1853, 
by  tracheotomy  he  removed  a nail  from  the  left 
bronchus  of  a 5 year  old  boy.  In  1856,  he  re- 
ported the  application  of  a ligature  to  the  bran- 
chiocephalic  artery.  In  his  surgical  clinic  in  Oc- 
tober 1860,  he  operated  upon  30  cases  in  25  days, 
‘including’  as  he  reported,  ‘a  dislocation  of  the 
thigh  into  the  foramen  ovale,  2 cases  of  excision 
of  part  of  the  inferior  maxillary,  one  removal  of 
female  mamma,  one  for  extensive  strangulated 
hernia,  of  4 cases  of  urinary  calculi,  2 of  lithoto- 
my, and  one  amputation  of  the  thigh — all  success- 
ful; at  least  none  fatal.’  In  1871  he  performed 
‘probably  the  second  coxofemoral  disarticulation 
made  in  Tennessee  excepting  those  performed 
during  the  war.’ — After  a limited  research,  he 
thought  this  might  be  a ‘first  case  wherein  ampu- 
tation was  performed  complicated  by  ankylosis  in 
the  joint.’  In  all  classes  of  amputation  he  did  not 
lose  one  case  up  to  the  fifty-fourth.  He  is  said  to 
have  been  the  first  surgeon  in  the  United  States 
to  perform  a ‘successful  extirpation  of  uterus  in 
situ.’  In  1870,  he  reported  to  the  American  Medi- 
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cal  Association  ‘The  Synopsis  and  Analysis  of 
One  Hundred  Cases  of  Lithotomy,  Chiefly  by  the 
Bilateral  Method.’  In  all  he  performed  238  oper- 
ations of  Lithotomy.” 

Hamer  quotes  Professor  Thompson  as  saying  in 
his  Principles  and  Practice  of  Surgery  (1873): 
“In  regard  to  the  bilateral  method  lithotomy, 
especially  is  it  proper  to  mention  that  this  opera- 
tion has  been  performed  one  hundred  times  in 
persons  of  all  ages  by  Dr.  Paul  F.  Eve,  of  Nash- 
ville, Tennessee,  of  whom  only  eight  died;  a suc- 
cess which  has  rarely  if  ever  been  attained  by 
any  other  operator,  and  which  justly  entitles  him 
to  the  position  he  has  so  long  occupied  as  one  of 
the  Most  skilled  of  American  surgeons.” 

Dr.  Eve  was  a prolific  writer.  He  contrib- 
uted to  the  American  Journal  of  Medical 
Sciences,  The  Southern  Medical  and  Surgi- 
cal Journal,  and  the  Journal  of  the  Ameri- 
can Medical  Association.  “A  tabulation  of 
his  writings  totals  342,  not  including  about 
200  brief  biographical  sketches  of  physi- 
cians that  he  contributed  to  John’s  Encyclo- 
pedia.” A number  of  his  articles  of  histori- 
cal nature  were:  “A  Contribution  to  the 
History  of  Hip  Joint  Operations  Performed 
During  The  Late  Civil  War”;  “A  Synopsis 
of  the  History  of  the  Medical  Society  of 
Tennessee”;  “What  the  West  Has  Done  for 
American  Surgery”;  and  “Brief  Biographi- 
cal Sketches  of  the  Professional  Dead  in 
Tennessee.”  “In  1857,  he  published  a book, 
A Collection  of  Remarkable  Cases  in  Sur- 
gery, that  was  favorably  commented  upon 
by  the  medical  press.” 

In  the  American  Medical  Association  he 
was  an  active  worker,  elected  its  Vice-Pres- 
ident in  1848-49  and  its  President,  the  first 
from  Tennessee,  in  1857-58.  He  was  Presi- 
dent of  the  Tennessee  Medical  Society  in 
1871-72.  What  he  considered  his  greatest 
honor  was  his  selection  to  deliver  an  ad- 
dress, “The  History  and  Achievements  of 
Surgery  in  the  South  and  Southwest,”  be- 
fore the  International  Medical  Congress  in 
Philadelphia  in  1876.” 

The  twice-married  Dr.  Eve  had  five  chil- 
dren. Two  of  his  sons,  Duncan  and  Paul 
Fitzsimmons,  became  physicians.  “Warm- 
hearted, impulsive,  and  eloquent,  posted  to 
the  last  minute  in  his  beloved  surgery,  was 
Dr.  Bowling’s  description  of  his  colleague. 
Throughout  his  whole  life  Dr.  Eve  enjoyed 
almost  perfect  health,  which  he  attributed 
to  his  regular  habits  and  to  his  abstinence 
from  alcohol  and  tobacco.  He  “died  in  har- 


ness” while  visiting  a patient.  His  last 
words  to  his  son,  who  protested  his  leaving 
the  house  and  overtaxing  his  strength  were, 
“My  son,  I would  rather  wear  out  than  rust 
out.” 

Duncan  Eve,  Sr. 

Duncan  Eve,  Sr.  was  born  in  Augusta, 
Georgia,  May  1,  1852. 5 He  received  part  of 
his  academic  education  at  White’s  Creek 
Springs,  Tennessee,  and  then  studied  four 
years  at  the  Kentucky  Military  Institute 
near  Frankfort. 

In  1874,  he  received  his  medical  degree 
from  Bellevue  Hospital  Medical  College, 
New  York  City.  There  he  studied  under 
Professors  Frank  H.  Hamilton,  Louis  A. 
Sayre,  Austin  Flint,  W.  H.  Van  Buren,  Is- 
sac  F.  Taylor,  James  Woods,  and  other  dis- 
tinguished gentlemen  of  that  time.  He  in- 
terned at  the  Bellevue  Hospital  for  one 
year. 

He  returned  to  Nashville  in  1874  and  was 
associated  with  his  father,  Paul  F.  Eve,  Sr. 
in  surgical  practice  and  was  associate  to  his 
father’s  chair  of  surgery  in  the  Nashville 
Medical  College.  At  his  father’s  death  he 


Dr.  Duncan  Eve,  Sr. 
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became  the  Professor  of  Surgery  at  the 
University  of  Tennessee,  on  November  3, 
1877,  and  became  the  senior  member  of  the 
association  of  the  Duncan  & Paul  F.  Eve 
Clinic.  From  1874  to  1877  he  had  also  been 
professor  of  microscopy  in  the  Tennessee 
College  of  Pharmacy. 

Dr.  Eve  was  a member  of  the  American 
Medical  Association,  the  Tennessee  State 
Medical  Association  and  the  Nashville  Aca- 
demy of  Medicine  and  for  several  years, 
was  permanent  secretary  of  the  state  socie- 
ty. He  was  a professor  as  well  as  dean  of 
the  faculty  of  the  Medical  Department  of 
the  University  of  Tennessee,6  managing  edi- 
tor of  the  Southern  Practitioner,  a Nash- 
ville journal  devoted  to  medicine,  surgery, 
and  collateral  sciences,  and  surgeon  to 
Eve’s  private  infirmary  in  Nashville.  He 
was  surgeon  of  the  Porter  Rifles  of  Nash- 
ville and  for  a time  was  captain  of  the  Rock 
City  Guards. 

In  politics,  Dr.  Eve  was  a Democrat,  in 
Masonry  a Knight  Templar,  and  for  two 
years  was  a member  of  the  city  board  of 
aldermen.  In  1867,  and  also  in  1873,  he  made 
a tour  of  Europe  “more  to  see  the  world” 
than  for  the  purposes  of  visiting  medical  in- 
stitutions, although  these  did  not  escape  his 
observation  while  abroad.  Dr.  Eve  married 
Miss  Alice  Horton  in  1876.  They  had  three 
children,  Bessie,  Paul,  who  died  in  1880. 
and  Duncan  Eve,  Jr.  Dr.  Eve  was  a man  of 
large  build,  and  tireless  activity  and  had 
the  appearance  of  a man  who  had  no  need 
to  be  told  to  “cut  boldly.”  He  seemed  to 
have  had  all  the  attributes  of  a good  sur- 
geon as  well  as  having  an  excellent  perso- 
nality. In  1895,  he  became  professor  of  Sur- 
gery at  Vanderbilt  University  holding  this 
position  for  several  years."  Toward  the 
end  of  his  life  he  became  incapacitated,  dy- 
ing on  February  16,  1937. 

Paul  Fitzsimmons  Eve,  Jr. 

Paul  F.  Eve,  Jr.  was  the  son  of  Sarah 
Ann  (Duncan)  and  Paul  Fitzsimmons  Eve. 
Sr.8  He  was  born  in  Nashville,  July  13, 
1857,  where  his  father  was  a professor  in 
the  University  of  Nashville.  He  was  edu- 
cated in  Montgomery  Bell  Academy  and 
Vanderbilt  University,  and  received  his 
M.D.  degree  in  1879  from  the  College  of 


Physicians  and  Surgeons  in  New  York.  He 
became  an  outstanding  surgeon  and  was  as- 
sociated in  his  practice  with  his  older 
brother,  Dr.  Duncan  Eve.  He  was  surgeon 
of  the  N.  C.  and  St.  L.  Railway,  the  L.  & N. 
Railroad,  and  the  Nashville  Street  Railway. 
He  was  Professor  of  Anatomy  and  later 
Professor  of  Surgery  and  Dean  of  the  Medi- 
cal Department  of  the  University  of  Ten- 
nessee, in  Nashville.  He  became  a mem- 


Dr.  Paul  F.  Eve,  II 

ber  of  the  Tennessee  State  Medical  As- 
sociation in  1879  and  was  elected  to  its 
presidency  in  1904.9  He  was  a frequent  con- 
tributor to  its  scientific  programs.  In  1899, 
he  was  president  of  the  Nashville  Academy 
of  Medicine.  He  developed  “gouty  sep- 
ticemia” and  died  on  December  26.  1914. 1" 

Charles  Brower 

The  Brower  family  came  to  America  from 
Holland  in  the  year  1630.  Dr.  Charles 
Brower  was  born  in  1859  in  New  Jersey, 
the  youngest  of  a family  of  seven  sons.11  At 
the  beginning  of  the  Civil  War.  and  when 
Charles  was  but  2 years  old,  the  family 
moved  to  Woodville,  near  Natchez,  Missis- 
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sippi,  to  take  charge  of  the  McGee  planta- 
tion. Of  his  early  youth  little  is  recorded, 
but  at  the  age  of  17  he  was  an  overseer  of  a 
plantation.  With  the  money  thus  earned  he 
came  to  Nashville  to  study  medicine.  His 
funds  were  limited  and  in  after  life  he  oft- 
en facetiously  referred  to  the  fact  that  he 
hauled  his  belongings  from  the  railroad  sta- 
tion to  his  boarding  house  in  a wheelbar- 
row. 

By  the  very  nature  of  things,  with  war 
and  reconstruction,  his  early  formal  educa- 
tion could  be  nothing  other  than  meager.  It 
should  be  remembered  that  the  curriculum 
of  a medical  college  in  the  early  1880’s  con- 
sisted of  a course  of  lectures  of  about  five 
months’  duration,  supplemented  by  labora- 
tory demonstrations,  on  a portable  table,  of 
inorganic  chemical  phenomena,  and  an  in- 
tensive course  in  the  dissection  of  the  hu- 
man cadaver  in  the  “dead-room.”  During 
the  second  college  year  the  student  pursued 
the  identical  course  of  study  as  in  the  pre- 
vious year.  At  the  end  of  this  time,  if  he 
had  measured  up  to  the  standards  pre- 
scribed by  the  faculty,  the  degree  of  Doctor 
of  Medicine  was  conferred  upon  him. 
Viewed  in  the  light  of  this  brief  perspec- 
tive, the  professional  career  of  Dr.  Brower 
was  nothing  short  of  remarkable.  For  in  the 
heyday  of  his  activities  he  was,  to  say  the 
least,  the  peer  of  any  physician  or  surgeon 
in  the  community. 

After  his  graduation  from  the  Medical 
Department  of  the  University  of  Nashville 
in  1885,  he  opened  an  office  on  South  Cher- 
ry Street  (now  Fourth  Avenue,  South) 
near  the  comer  of  Elm  Street,  and  became 
associated  with  Dr.  William  T.  Briggs,  Pro- 
fessor of  Surgery  in  his  Alma  Mater,  and  a 
surgeon  of  international  reputation.  Among 
the  earliest  experiences  of  Dr.  Brower  in 
the  operating  room  was  the  duty  of  spray- 
ing the  field  of  operation  with  a solution  of 
carbolic  acid.  Surgery  was  still  in  the  an- 
tiseptic period  of  its  evolution;  surgeons 
spoke  of  “laudable  pus”  and  physicians  de- 
bated the  validity  of  the  “germ  theory”  of 
disease.  When  the  City  of  Nashville  opened 
its  city  hospital  in  1890  at  its  present  loca- 
tion, Dr.  Brower  was  made  its  first  Superin- 
tendent. He  operated  the  entire  hospital 
with  the  aid  of  three  interns,  the  latter  usu- 


ally being  the  honor  graduates  of  the  three 
medical  schools  then  established  in  Nash- 
ville. Among  those  who  served  there  under 
Dr.  Brower  were  the  late  Dr.  W.  D.  Hag- 
gard and  Dr.  Perry  Bromberg.  It  was  dur- 
ing Dr.  Brower’s  regime  that  a training 
school  for  nurses  was  inaugurated  at  the 
hospital,  and  it  was  among  the  first  of  such 
schools  in  the  South.  After  an  eight-year 
tenure  as  Superintendent,  Dr.  Brower  re- 
signed and  opened  offices  in  the  Jackson 
Building  for  the  practice  of  his  profession. 
He  occupied  the  same  offices  uninterrupted- 
ly for  50  years. 

In  1898,  two  other  significant  events  oc- 
curred in  his  career.  He  was  made  Profes- 
sor of  General  Surgery  in  the  Medical  De- 
partment of  the  University  of  Nashville, 
and  Saint  Thomas  Hospital  opened  its 
doors.  This  latter  event  was  of  more  impor- 
tance to  the  young  aspirant  in  the  field  of 
surgery  than  might  appear  from  our  pres- 
ent-day vantage  point.  Most,  if  not  all,  of 
the  surgeons  practicing  in  Nashville  main- 
tained private  infirmaries  to  the  exclusion 
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of  other  practitioners,  and  the  facilities  of 
the  City  Hospital  were  limited  and  unde- 
sirable. Dr.  Brower  affiliated  himself  with 
Saint  Thomas  Hospital  and  performed  the 
first  surgical  operation  in  that  institution. 
This  alliance  redounded  to  the  benefit  of 
both  and  extended  over  the  entire  period  of 
his  life.  He  became  Professor  of  Surgery 
of  the  joint  Medical  Department  of  the  Uni- 
versity of  Nashville  and  Tennessee,  in 
1909. 12  Dr.  Brower  was  a forceful  teacher 
and,  knowing  that  the  largest  percentage 
of  the  graduates  would  go  immediately 
into  private  practice,  laid  great  emphasis 
on  the  fundamentals  and  the  practical.  He 
was  an  ardent  disciple  of  Treves,  Senn,  Hal- 
stead, DaCosta,  and  Murphy,  whose  writ- 
ings he  read  with  avidity  and  discern- 
ment. These,  coupled  with  his  extensive 
personal  experience  and  observation,  made 
him  something  of  an  authority. 

Dr.  Brower  attended  medical  meetings  lit- 
tle and  wrote  for  publication  not  at  all. 
Notwithstanding  this  he  was  made  a Fellow 
of  the  American  College  of  Surgeons  by 
those  who  recognized  this  intrinsic  worth. 
While  Dr.  Brower’s  forte  in  professional 
practice  was  surgery,  he  by  no  means  limit- 
ed himself  to  that  specialty.  His  extensive 
experience  at  the  city  hospital  made  him  a 
versatile  practitioner,  and  he  was  adept  in 
many  phases  of  practice  which  are  now  re- 
served for  those  who  are  called  specialists. 
His  diagnostic  ability  at  times  bordered  on 
the  clairvoyant  and  seemed  to  stem  more 
from  intuition  than  logic.  He  personified 
the  Art  of  the  treatment  of  disease  and  nev- 
er lost  sight  of  the  fact  that  he  was  dealing 
with  a sick  person  as  well  as  a diseased  or- 
gan. While  of  a petulant  disposition,  in  the 
operating  room  he  was  calm  and  collected. 
He  operated  with  speed  but  without  the  ap- 
pearance of  haste.  His  approach  to  an  op- 
eration was  that  of  having  a definite  task  to 
perform,  and  having  accomplished  it  he 
stopped.  He  operated  with  an  apron  over 
his  street  clothes  and  was  one  of  the  last  to 
use  rubber  gloves. 

Dr.  Brower  possessed  a dynamic  person- 
ality and  a degree  of  mental  acumen  that 
was  matched  only  by  his  extraordinary 
physical  stamina.  He  adhered  to  a rigid 
discipline  which  centered  in  the  principle 


purpose  of  his  life — the  practice  of  his 
profession.  Hence,  he  spent  little  time  in 
the  pursuit  of  diversions;  nor  did  he  pause 
to  develop  the  aesthetic  qualities  with 
which  he  was  endowed  by  nature,  and 
which  he  was  not  suspected  to  possess  by 
those  who  did  not  know  him  well.  His  iras- 
cible temperament  obscured  his  finer  feel- 
ings from  all  but  his  intimates.  He  had  a 
deep  and  understanding  sympathy  for  the 
underprivileged,  a virtue  to  which  many 
struggling  young  physicians  and  hundreds 
of  his  patients  could  bear  ample  testimony. 
He  did  not  bother  with  bookkeeping  and  al- 
ways felt  that  the  honest  would  pay.13  And 
he  had  charity — and  “charity  covereth  a 
multitude  of  sins.” 

Dr.  Eugene  Michel  Holder 

Dr.  Holder  was  born  in  Lee  County,  Mis- 
sissippi on  October  3,  1869. 14  After  gradua- 
tion from  the  Mississippi  Agriculture 
Mechanical  College  (now  known  as  Missis- 
sippi State)  in  1892,  he  entered  Memphis 
Hospital  Medical  College  where  he  received 
his  M.D.  degree.  Following  a year’s  intern- 
ship at  the  Marine  Hospital  in  Memphis  he 
went  to  the  University  of  Pennsylvania  for 
further  postgraduate  study.  Dr.  Holder  then 
spent  11  months  as  a ship’s  surgeon  for  the 
Merchant  Marine,  crossing  the  Atlantic 
many  times  and  becoming  seasick  each 
time.  He  relinquished  the  position  as  ship’s 
surgeon  and  came  to  Memphis  where  he  be- 
came associated  in  general  practice  with 
the  late  Dr.  W.  B.  Rodgers. 

However,  in  1902,  Dr.  Holder  restricted 
this  practice  exclusively  to  surgery.  He  was 
demonstrator  of  anatomy  at  the  Old  Mem- 
phis Hospital  Medical  College,  and  Profes- 
sor of  Surgery  for  many  years  in  the  Col- 
lege of  Physicians  and  Surgeons  which, 
with  the  Memphis  Hospital  Medical  Col- 
lege, was  absorbed  by  the  University  of 
Tennessee.  In  the  latter  institution  he  was 
appointed  Chief  of  the  Department  of  Sur- 
gery where  he  was  to  serve  officially  until 
1927,  but  remained  on  inactive  status  until 
1930. 

In  1903,  Dr.  Holder  married  Miss  Elvin 
Jordan,  a native  of  Memphis.  They  had 
three  children:  Eugene  Michel  Holder,  Jr., 
Richard,  and  Elizabeth.  Dr.  Holder  was 
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a broad-minded  cultured  gentleman  who 
traveled  extensively  during  his  lifetime. 

He  made  12  round  trips  to  Europe,  and  in 
1922  visited  the  surgical  clinics  in  South 
America.  His  varied  interest  kept  him  ac- 
tive in  many  clubs,  in  the  field  of  his 
profession,  in  the  social  realm,  and  in 
church. 

Dr.  Holder  wrote  many  papers.  A few  of 
them  were:  “The  Present  State  of  Our 

Knowledge  of  Breast  Cancer/'  published  in 
the  Memphis  Medical  Journal  in  1924  “Sur- 
gery of  the  Peritoneum,”  read  before  the 
Mississippi  State  Medical  Association  in 
May,  1926;  “Goiter,  a Preventable  Disease. 
A Short  Review  of  Its  Medical  and  Surgical 
Aspect,”  printed  in  the  Journal  of  the  Ar- 
kansas Medical  Society  in  1935.  However, 
he  was  most  proud  of  a section  in  Christo- 
pher’s Textbook  of  Surgery  concerning  skin 
tumors.15  Dr.  Holder  had  a very  active 
surgical  practice,  and  it  often  is  said  that 
he  left  town  so  other  surgeons  would  have 
someone  to  operate  on  without  being 
embarrassed.16  All  of  the  nurses  were 
affectionately  known  to  him  as  Josephine. 


An  interesting  sidelight  was  that  during 
the  Ku  Klux  Klan  rally  at  Reelfoot  Lake, 
the  leader  of  the  Klan  was  struck  with  ap- 
pendicitis. Dr.  Holder  rode  the  train  to 
Reelfoot  Lake  and  operated  on  him,  for 
which  he  received  the  fee  of  $500. 00. 17  For 
several  years  he  was  associated  with  Dr. 
Ernest  T.  Kelly  at  the  Baptist  Memorial 
Hospital  and  had  operations  scheduled  past 
the  time  of  his  death. 

He  died  of  a strangulated  hiatus  hernia 
which  had  ruptured  as  was  shown  at  post- 
mortem examination.  One  of  his  favorite 
sayings  taken  from  Mark  Twain  was,  “Let 
us  endeavor  so  to  live  that  when  we  come 
to  die,  even  the  undertaker  will  be  sorry.” 

Louis  Wardlaw  Haskell 

Louis  Wardlaw  Haskell  was  born  in 
Georgia,  August  30,  1878. 18  From  a private 
school  in  Savannah,  he  went  to  Johns  Hop- 
kins University  where  he  won  his  A.B.  de- 
gree in  1899  and  his  M.D.  degree  in  1903. 
The  following  year  he  was  resident  surgical 
pathologist  at  Johns  Hopkins  University 
Hospital  and  then  became  assistant  resident 
house  surgeon  at  Dr.  Gil  Wylie’s  private 
sanatarium  in  New  York  City  for  six 
months.  After  this  service  he  spent  16 
months  as  an  intern  and  resident  surgeon  at 
the  General  Memorial  Hospital  in  New 
York  City. 

He  began  to  practice  medicine  in  Mem- 
phis in  October  1906.  He  was  soon  appoint- 
ed as  assistant  in  surgery  at  the  College  of 
Physicians  and  Surgeons  at  Memphis.  Later 
he  became  Associate  Professor  of  Surgery 
in  the  Medical  Department  of  the  Universi- 
ty of  Tennessee  School  of  Medicine.  In 
1927,  his  rank  was  advanced  to  Professor  of 
Surgery,  Chief  of  the  Surgical  Division. 
After  Dr.  Holder’s  resignation  as  chief  of 
the  Department  of  Surgery,  Dr.  Hyman  was 
faced  with  the  difficult  task  of  deciding 
who  was  to  replace  him.  He  had  a consul- 
tation with  Dr.  Eustus  Semmes,  Dr.  Haskell, 
and  Dr.  McGehee,  and  told  them  the  situa- 
tion. He  told  them  that  he  was  unable  to 
decide  which  one  should  become  professor. 
Dr.  Semmes  stated  that  since  he  was  limit- 
ing his  practice  to  neurosurgery,  he 
thought  he  should  disqualify  himself,  and 
that  the  professor  should  be  chosen  by  flip- 
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ping  a coin,  the  best  two  out  of  three  flips 
would  indicate  the  winner.19  So  in  this 
way  Dr.  Louis  Wardlaw  Haskell  became 
the  Chief  of  Surgery. 


Dr.  Louis  Wardlaw  Haskell 


He  was  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  American 
Medical  Association,  the  Tri-State  Medical 
Association  and  the  Southern  Medical  Asso- 
ciation. He  was  a member  of  the  Tennessee 
Club,  the  Memphis  Hunt  and  Polo  Club, 
and  Mud  Lake  Hunting  Club.  From  the  de- 
scription of  several  different  people,  Dr. 
Haskell  was  very  quiet  and  called  “Shut- 
mouth”  by  some  people.  He  was  respected 
for  his  intelligence  and  able  decisions.  It  is 
difficult  to  find  many  specific  changes  in  the 
surgical  department  during  Dr.  Haskell’s 
regime  as  chief  of  the  department.  He  died 
of  a carcinoma  of  the  lung  on  March  10, 
1933. 
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J.  Lucius  McGehee,  Sr.,  M.D. 

Dr.  McGehee  was  born  in  Como,  Missis- 
sippi in  1879.  After  receiving  his  A.B.  de- 
gree from  Millsaps  University,  he  took  an 
extra  year  of  postgraduate  work  at  the 
University  of  Mississippi  in  Oxford  in  1899. 
While  awaiting  entrance  to  the  United 
States  Naval  Academy,  an  accident  injured 
one  of  Dr.  McGehee’s  fingers  and  thus  he 
turned  to  medicine.  He  was  graduated 
from  the  University  of  Tennessee  Medical 
School  in  1901  and  interned  at  St.  Joseph’s 
Hospital  in  Memphis  in  1901  and  1902.  At 
that  time  this  was  the  leading  hospital  of 
Memphis.  For  postgraduate  work  he  went 
to  Chicago  to  study  under  Dr.  William  Au- 
gustus Evans  and  to  attend  the  clinics  of 
Dr.  John  B.  Murphy.  His  surgical  precep- 
torship  was  taken  under  Drs.  W.  B.  Rogers 
and  Frank  Smyth. 

In  1902  he  became  an  instructor  and  later 
Professor  of  Physiology  at  the  old  Memphis 
Hospital  Medical  College.  In  1911,  he  be- 
came Professor  of  Operative  Surgery.  At 
the  outbreak  of  World  War  I he  joined  the 
hospital  unit  commanded  by  Dr.  Battle  Ma- 
lone. In  January  1918,  the  unit  merged  with 
that  of  the  Roosevelt  Hospital  of  New  York 
City  and  was  sent  to  France.  He  became  a 
Major  in  charge  of  the  maxillofacial  unit  at 
Chaumont,  France.  Early  in  his  career  his 
proclivities  for  leadership  were  recognized 
when  he  was  elected  President  of  the  Mem- 
phis and  Shelby  County  Medical  Society  in 
his  early  thirties.  He  was  Chief  of  Staff  of 
the  John  Gaston  Hospital  for  10  years  and 
in  1933  became  Chief  of  Surgery  of  the 
University  of  Tennessee.  Under  his  leader- 
ship rapid  strides  were  made  in  improving 
hospital  service  and  surgical  technics.  He 
pioneered  the  thorough  training  of  young 
surgical  aspirants  and  led  them  through  a 
course  in  general  surgery,  surgical  pathol- 
ogy, physiology  and  internal  medicine.  This 
was  followed  by  a minimum  of  three  years 
of  general  surgical  training.  This  program 
was  begun  in  1925.  Under  his  encourage- 
ment the  University  of  Tennessee  gave  the 
first  postgraduate  course  in  general  sur- 
gery in  the  Mid-South. 

Dr.  McGehee  was  one  time  Vice-president 
of  the  Southern  Surgical  Association;  he 
was  a senior  Fellow  of  the  American  Col- 
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lege  of  Surgeons;  a member  of  the  South- 
eastern Surgical  Congress;  a Founder  of 
the  American  Board  of  Surgery.  Though  he 
was  a great  raconteur,  he  wasted  no  time  in 
his  lectures  nor  in  his  classes  relating  anec- 
dotes, but  left  many  aphorisms,  which  he 
used  in  teaching.  Probably  two  of  his  best, 
which  could  well  serve  any  surgeon,  were: 
“Do  not  weary  in  well  doing,”  and  “Possess 
your  soul  with  patience.”  Dr.  McGehee 
published  many  papers — a few  are:  “Fascia 
Lata  Repair  of  Incisional  Hernia”;  “Omen- 
tal Grafts  in  Chronic  Intestinal  Obstruc- 
tion”; “Pilonidal  Sinus”;  “Regional  Enteri- 
tis”; “Surgical  Diseases  of  the  Spleen”; 
“Congenital  Duodenal  Osbtruction”;  “Tu- 
berculosis of  The  Breast”;  “Cancer  of  the 
Breast”;  and  “Torula  Infection  in  Man.” 
His  many  treatises  on  acute  appendicitis, 
along  with  clinical  research  on  that  disease, 


were  the  outstanding  ones  of  the  Mid-South 
for  many  years.  Every  student  memorized 
his  Appendiceal  Creed:20 

(1.)  All  deaths  from  appendicitis  are  unneces- 
sary. 

(2.)  Patients  dying  do  not  die  from  appendicitis 
per  se  or  from  the  operation,  but  die  from 
the  complications  of  appendicitis. 

(3.)  In  every  case  of  appendicitis  there  is  a time 
— the  opportune  time,  during  the  course  of 
the  disease,  when  the  removal  of  the  appen- 
dix would  have  resulted  in  recovery  instead 
of  death. 

(4.)  This  opportune  time  precedes  the  develop- 
ment of  complications,  i.e.,  the  cause  of 
death. 

He  retired  as  Chief  of  the  Department  of 
Surgery  in  1948  after  46  years  of  service  to 
the  University.  Dr.  McGehee  died  sudden- 
ly of  “a  heart  attack”  on  February  16,  1949. 
Mrs.  J.  Lucius  McGehee  Sr.,  still  lives  on 
McLean  Blvd.  in  Memphis. 

Harwell  Wilson,  M.D. 

Dr.  Harwell  Wilson  was  born  in  Lincoln, 
Alabama,  May  23,  1908.  Lincoln  is  a small 
town  located  in  the  hill  country  of  Ala- 
bama, east  of  Birmingham.  Dr.  Wilson  re- 
ceived his  secondary  education  in  the  pub- 
lic schools  of  Alabama.  He  entered  Van- 
derbilt University  and  received  an  A.B.  de- 
gree in  1928  at  the  age  of  twenty.  After 
four  years  in  the  Vanderbilt  University 
School  of  Medicine  he  graduated  in  1932 
with  a M.D.  degree.  The  next  7 years  were 
spent  at  the  University  of  Chicago  where 
he  served  his  internship  in  1932-33,  was  a 
Research  Fellow,  1933-34,  Assistant  Resi- 
dent in  Surgery  1934-37,  Resident  in  Surgi- 
cal Pathology,  1937-38,  and  Chief  Resident 
and  Instructor  in  Surgery  in  1938-39. 

In  1939,  Dr.  Wilson  accepted  the  position 
of  Instructor  in  Surgery  at  the  University 
of  Tennessee  College  of  Medicine.  He  held 
this  position  until  1946,  except  during 
World  War  II  when  he  served  with  the 
Armed  Forces  as  a Lieutenant-Colonel, 
Chief  of  Surgery,  225th  Station  Hospital 
Mediterranean  Theater.  During  his  mili- 
tary service  he  also  served  on  the  Surgical 
Consultant  Section,  Mediterranean  Theater 
and  was  decorated  with  the  Legion  of  Merit 
Medal  for  his  service.  In  1946,  Dr.  Wilson 
became  Assistant  Professor  of  Surgery  at 
the  University  of  Tennessee,  and  in  1948 
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was  made  a full  Professor  and  was  appoint- 
ed as  Chief  of  the  Division  of  Surgery,  a 
position  in  which  he  has  continued  to  serve 
until  the  present. 

During  Dr.  Wilson’s  distinguished  career 
he  has  taken  time  from  his  busy  schedule  to 
participate  in  numerous  medical  organiza- 
tions and  has  served  three  of  these  organi- 
zations in  responsible  positions  of  leader- 
ship. He  has  served  as  President  of  the 
Southeastern  Surgical  Congress,  as  Treasur- 
er of  the  American  College  of  Surgeons,  as 
President,  Tennessee  Chapter,  of  the  Amer- 
ican College  of  Surgeons,  and  as  Chairman 
of  the  Surgical  Section  of  the  Southern 
Medical  Association.  In  addition  to  the  or- 
ganizations that  he  has  served  as  an  officer, 
he  is  also  a member  of  the  AO  A,  American 
Medical  Association,  American  Surgical  As- 
sociation, Society  of  University  Surgeons, 
Southern  Surgical  Association,  Society  of 
Clinical  Surgery,  Society  of  Vascular  Sur- 


gery, Society  for  Surgery  of  Alimentary 
Tract,  Excelsior  Surgical  Society,  and  the 
International  Society  of  Surgery.  In  1952, 
Dr.  Wilson  received  the  Distinguished  Serv- 
ice Award  from  the  University  of  Chicago 
Alumni  Association.  Dr.  Wilson’s  other  ac- 
tivities have  included  more  than  one 
hundred  papers  contributed  to  surgical 
literature, — research  articles,  clinical  arti- 
cles, surgical  conferences,  editorials,  exhib- 
its, and  surgical  teaching  motion  pictures. 
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■|The  author  reviews  today’s  methods  in  the  treatment  of  this  syndrome  with  illustrative  case  reports. 

I 

Management  of  Stokes-Adams  Syndrome* 

JOSEPH  E.  ACKER,  JR.,  M.D.,f  Knoxville,  Tenn. 


Common  causes  of  complete  heart  block 
are:  congenital  defects,  myocardial  infarc- 
tion, myocardial  scarring  due  to  coronary 
arteriosclerosis  of  myocarditis,  sarcoidosis, 
digitalis  toxicity,  and  interruption  of  the 
bundle  of  His  during  cardiac  surgery.  As  a 
result  of  complete  heart  block  there  is  a re- 
latively fixed  cardiac  rate  which  may  vary 
from  60  to  70  to  40  beats  per  minute  or  less. 
Cardiac  output  can  then  be  increased  only 
by  decreasing  peripheral  resistance  or  in- 
creasing stroke  volume.  These  mechanisms 
compensate  in  part  for  the  inability  to  in- 
crease cardiac  rate.  Acutely,  in  such  condi- 
tions as  myocardial  infarction  or  heart 
block  following  cardiac  surgery,  an  inade- 
quate cardiac  output  results;  and  the  pa- 
tient may  develop  cardiac  failure,  shock,  or 
cardiac  arrest.  Once  the  patient  has  sur- 
vived the  acute  episode  he  may  be  reasona- 
bly asymptomatic  for  a long  period  of  time. 
Loss  of  consciousness  for  a short  period 
may  also  occur  as  a result  of  a sudden 
change  in  heart  rhythm  from  normal  sinus 
rhythm  to  complete  heart  block,  by  the  de- 
velopment of  ventricular  flutter  or  flutter 
fibrillation,  and  by  periods  of  cardiac  arrest 
presenting  the  picture  of  Stokes-Adams 
syndrome.  Any  of  these  mechanisms  may 
occur  acutely  immediately  following  the  de- 
velopment of  heart  block,  or  may  occur  aft- 
er a long  relatively  asymptomatic  period. 
Once  Stokes-Adams  seizures  occur,  life  ex- 
pectancy without  benefit  of  medical  or  sur- 
gical management  is  of  reasonably  short  du- 
ration. 

The  clinical  picture  of  Stokes-Adams  syn- 
drome presents  as  a loss  of  consciousness 
occasionally  accompanied  by  convulsions, 
usually  for  a few  seconds  and  rarely  longer 
than  of  45  seconds  duration.  It  may  occur 
as  an  isolated  episode  but  more  frequently 
in  repeated  episodes  over  a period  of  days 

*Read  at  the  meeting  of  the  Knoxville  Academy 
of  Medicine,  June  8,  1965,  Knoxville,  Tenn. 

TFrom  the  Knoxville  Cardiovascular  Group, 
Knoxville,  Tenn. 


or  weeks.  An  absent  pulse  due  to  asystole, 
or  ventricular  flutter  fibrillation,  or  an  ab- 
normally slow  pulse  may  reveal  the  cause 
of  the  syncope.  Active  medical  treatment 
may  then  be  carried  out  followed  by  im- 
plantation of  a pacemaker  if  indicated. 

Medical  management  prior  to  1958  was 
totally  unsatisfactory,  and  rarely  altered 
the  progress  of  the  disease  process.  Former- 
ly atropine  for  its  vagal  blocking  action  and 
epinephrine  for  its  sympathomimetic  action 
were  used  for  treatment  of  this  condition 
without  significant  success.  Since  1958  iso- 
proternol  (Isuprel)  and  sustained-action 
isoproternol  (Proternol) 1 have  been  used 
sublingually  and  intravenously  in  order  to 
increase  the  heart  rate  and  thereby  in- 
crease the  cardiac  output.  In  addition, 
chlorothiazides,-  steroids,*  molar  sodium 
lactate,4  and  artificial  external  electrical 
pacemaking5  have  served  for  emergency 
treatment  of  this  serious  condition.  Though 
medical  management  initially  appeared  to 
offer  considerable  chance  for  success,  subse- 
quent experience  has  shown  that  its  effects 
are  often  transient  and  unpredictable  re- 
sulting in  death  of  the  patient  despite  in- 
tensive and  expensive  treatment. 

In  1957,  Lillehei  and  his  co-workers*  in- 
troduced direct  myocardial  stimulation  by 
artificial  external-internal  pacemakers  in 
the  treatment  of  postoperative  heart  block. 
This  method  of  treatment  offered  great 
promise  though  there  were  early  problems 
with  wire  breakage  and  power  failure.  In 
addition,  there  was  a ready  location  for  the 
development  of  infection  along  the  sinus 
tract  of  the  wires.  Chardack78  introduced 
a self-contained  subcutaneously  implanted 
transistorized  pacemaker  which  has  offered 
much  greater  promise.  Complications  aris- 
ing from  the  development  of  this  type  of 
pacemaker  have  been  much  fewer,  though 
there  still  remains  the  problem  of  occasion- 
al wire  breakage  and  power  failure.  The 
life  of  this  pacemaker  was  originally 
thought  to  be  four  or  five  years  but  more 
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recently  certain  authors  have  felt  that  the 
pacemaker  battery  must  be  changed  every 
year  to  18  months.  Attempts  have  been 
made  to  refine  this  pacemaker  which  oper- 
ated with  a fixed  cardiac  rate,  usually 
around  68  to  75  beats  per  minute,  by  utiliz- 
ing atrial  depolarization  to  trigger  the  ven- 
tricular pacemaker.  This  method  also 
offers  promise  though  it  has  not  been  as 
successful  to  date.  Other  experimental 
forms  of  implantable  pacemakers  attempt- 
ing to  eliminate  the  problem  of  battery 
changes  at  fixed  periods  of  time  have 
approached  the  problem  by:  — charging 
through  an  induction  coil,  control  by  radio 
beam,  recharging  by  mechanical  means 
such  as  motion  of  the  aorta  or  the  di- 
aphragm, and  more  recently  by  using  elec- 
al  potential  of  the  cells  within  the  body 
to  act  as  a self-charging  type  of  battery. 

Our  personal  experience  with  electrical 
methods  of  cardiac  pacemaking  began  in 
1958  with  the  use  of  temporary  implantable 
electrodes  and  external  cardiac  pacemaking 
following  open  heart  surgery.  After  this  we 
attempted  cardiac  pacemaking  through  a 
wire  introduced  directly  into  the  myocardi- 
um as  described  by  Lillehei  for  emergency 
use.  This  latter  method  in  our  hands  was 
successful  only  for  24  or  48  hours  following 
which  wire  breakage  occurred  and  com- 
plete heart  block  with  a slow  ventricular 
rate  returned. 

Our  later  experiences  in  11  patients  with 
external-internal  pacemakers,  and  subse- 
quently with  implantable  cardiac  transis- 
torized pacemakers  have  been  much  more 
successful.  The  overall  results  have  been 
quite  favorable.  The  initial  2 patients  died 
with  wire  breakage  and  1 patient  died  due 
to  renal  failure  despite  an  adequate  heart 
rate.  The  remaining  8 patients  are  still  liv- 
ing and  in  reasonably  good  health.  Certain 
problems  have  occurred  in  these  patients. 
In  addition  there  have  been  changes  in  our 
management  of  the  acute  problem.  These 
will  be  illustrated  by  the  following  case  re- 
ports. 

Case  1.  A 76  year  old  white  woman  was  seen  in 
the  home  by  her  family  physician  at  which  time 
he  noted  a heart  rate  of  16  beats  per  minute  and 
frequent  episodes  of  loss  of  consciousness. 

She  was  admitted  to  St.  Mary’s  Memorial  Hos- 
pital on  April  28,  1961  and  when  first  seen  had  a 


heart  rate  of  25.  While  a “cutdown”  was  being 
done,  external  electrical  pacing  for  interruption 
of  Stokes-Adams  seizures  was  necessary  on  3 oc- 
casions. Following  this  she  was  treated  by  con- 
tinuous isoproternol  intravenously  for  2V2  weeks 
to  maintain  the  heart  rate  between  50  and  60 
beats  per  minute.  Normal  sinus  rhythm  re- 
turned after  isoproternol  intravenously,  chlorothi- 
azide, prednisone,  and  isoproternol  sublingually. 

The  patient  was  returned  home  and  the  medi- 
cation was  gradually  decreased  in  amount,  though 
heart  block  returned.  She  was  subsequently  ad- 
mitted to  University  of  Tennessee  Memorial  Re- 
search Center  and  Hospital  during  July  1961  and 
an  internal-external  electronic  pacemaker  was 
implanted.  Her  postoperative  course  was  stormy 
due  to  Pseudomonas  infection  and  poor  general 
condition  of  the  patient,  but  she  returned  home 
with  a rate  of  68  beats  per  minute.  Approximate- 
ly 2 weeks  later  her  rate  dropped  to  40  beats  per 
minute  and  she  expired  within  48  hours. 

Comment:  This  case  illustrates  how  one 
may  occasionally  revert  complete  heart 
block  to  a normal  sinus  rhythm  by  means  of 
drugs  and  the  unpredictable  nature  of  med- 
ical management.  Early  treatment  with  in- 
ternal-external pacemakers  resulted  fre- 
quently in  wire  breakage,  sudden  return  of 
complete  heart  block  and  subsequent  death 
in  many  patients  as  described  above. 

Case  2.  A 62  year  old  white  woman  was  first 
seen  on  Mar.  25,  1964  with  a history  of  repeated 
Stokes-Adams  seizures  of  one  year’s  duration, 
and  treated  unsuccessfully  by  medical  means. 
There  had  been  a 1 cm.  increase  in  heart  size 
during  the  past  year.  EKG.  revealed  complete 
heart  block.  A catheter  electrode  was  introduced 
through  the  right  jugular  vein  and  removed  after 
a cardiac  pacemaker  was  implanted  on  Mar.  31. 

She  remained  asymptomatic  until  suddenly,  on 
Apr.  7,  1965  she  noted  a feeling  of  faintness.  Sev- 
eral similiar  episodes  occurred  during  the  stay 
and  she  was  re-admitted  to  the  hospital  with  a 
heart  rate  of  40  beats  per  minute.  A new  pace- 
maker was  implanted  on  Mar.  11  and  her  course 
has  been  uneventful  since. 

Battery  failure  accounted  for  this  lady’s 
difficulty  approximately  one  year  after  her  origi- 
nal pacemaker  was  implanted.  She  also  illus- 
trates the  value  of  daily  observation  of  the  pulse. 
She  had  failed  to  take  her  pulse  during  the  past 
month.  This  simple  precaution  would  have  re- 
vealed an  increase  in  heart  rate  as  a signal  of  im- 
pending battery  failure  or  cardiac  irregularities 
prior  to  actual  failure  of  the  pacemaker. 

Case  3.  A 76  year  old  white  man  was  admitted 
to  St.  Mary’s  Memorial  Hospital  on  Apr.  2,  1964. 
He  gave  a history  of  having  had  Strokes-Adams 
seizures  12  years  previously,  being  treated  by  a 
physician  in  New  York  State  with  intermittent 
subcutaneous  epinphrine  for  12  to  24  hours.  Fol- 
lowing this  his  Stokes-Adams  seizures  disap- 
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peared  and  he  had  been  quite  vigorous. 

Retired,  he  was  on  a vacation  in  Florida  where 
he  had  been  playing  golf  daily  prior  to  returning 
to  his  home  in  Dayton,  Ohio.  Before  reaching 
home,  however,  he  began  having  repeated  epi- 
sodes of  Stokes-Adams  seizures  and  was  hospital- 
ized here  in  Knoxville.  Examination  of  his  EKG. 
revealed  complete  heart  block  with  a ventricular 
rate  of  17  beats  per  minute.  The  patient  was 
conscious  despite  the  slow  heart  rate  but  would 
suddenly  lose  consciousness  when  he  had  runs  of 
ventricular  flutter  fibrillation.  Isoproternol  intra- 
venously was  immediately  started  and  the  follow- 
ing morning  a catheter  electrode  was  introduced 
through  the  right  external  jugular  vein  into  the 
right  ventricle.  Pacing  at  a rate  of  75  beats  per 
minute  was  carried  out,  and  on  the  following  day 
an  implantable  cardiac  pacemaker  was  installed. 
The  patient  was  discharged  on  Apr.  25,  1964,  and 
has  had  an  uneventful  course  since. 

Comment:  This  case  illustrates  the  intra- 
venous use  of  isoproternol  for  emergency 
management  of  Stokes-Adams  seizures  fol- 
lowed by  better  control  by  a catheter  elec- 
trode pacemaker.  This  latter  permits  the 
operating  surgeon  to  carry  out  his  proce- 
dure more  deliberately  and  much  more 
safely.9 

While  all  of  our  8 remaining  patients  are 
healthy  and  living,  there  have  been  2 in- 
stances of  wire  breakage  and  2 instances  of 
battery  or  power  failure  occurring  within 
a year  following  implantation  of  the  pace- 
maker. These  have  all  been  corrected  by 
replacement  of  the  wire  or  the  pacemaker, 
but  do  illustrate  the  problems  which  can 
arise  from  the  use  of  this  method  of  treat- 
ment. 

Discussion 

At  present  it  is  our  policy  to  treat  the  pa- 
tient with  Stokes-Adams  syndrome  as  an 
emergency  measure  with  Isuprel  intrave- 
nously, chlorothiazides  orally,  and  steroids 
until  more  permanent  arrangements  can  be 
made.  Shortly  thereafter,  if  it  is  thought 
the  patient’s  condition  will  tolerate  possible 
surgical  procedure,  a catheter  electrode  is 
inserted  into  the  right  ventricle.  Immediate- 
ly the  patient’s  general  condition  improves, 
his  color  is  better,  his  blood  pressure  is  ade- 
quate, his  cerebral  function  improves,  and 
the  azotemia  if  present  will  lessen.  As  soon 
as  is  feasible  a cardiac  pacemaker  is  then 
implanted. 


It  is  our  belief  that  the  patient  who  de- 
velopes  Stokes-Adams  syndrome  should 
have  this  method  of  treatment  which  in  al- 
most all  instances  will  be  life-saving.  There 
are  certain  limitations  to  the  implanted 
pacemaker,  but  treatment  by  this  means 
may  offer  years  of  near  normal  life  for  the 
patient  with  Stokes-Adams  syndrome. 

Summary 

A discussion  of  the  etiology,  clinical  pic- 
ture, medical  and  surgical  treatment  of 
Stokes-Adams  syndrome  has  been  present- 
ed. Several  case  reports  illustrate  earlier 
and  present  management  of  this  difficult 
problem.  Emergency  treatment  of  Stokes- 
Adams  syndrome  by  isoproternol  intrave- 
nously, catheter  electrode  pacemaking,  and 
implantable  transistorized  cardiac  pacemak- 
er offers  great  hope  in  the  treatment  of 
Stokes-Adams  syndrome. 
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Manifestations  and  Surgical  Considerations  in 
Subclavian  Arterial  Occlusive  Disease* 

WILLIAM  H.  EDWARDS,  M.D.,f  Nashville,  Tenn. 


Extranial  arterial  occlusive  disease  is  a 
well  recognized  cause  of  cerebral  insuffi- 
ciency. This  occurs  most  frequently  in  the 
carotid  arteries,  at  the  bifurcation  of  the 
internal  and  external  carotid  arteries.  The 
clinical  picture  is  one  of  contralateral  mo- 
tor-sensory  changes  involving  the  extremi- 
ties, ipsilateral  visual  disturbances,  and 
aphasia  if  the  dominate  hemisphere  is  in- 
volved. 

Vertebrobasilar  insufficiency  is  much  less 
clearly  defined.  The  basilar  artery  is  a 
mid-line  vessel  supplying  the  pons,  thala- 
mus, mid-brain,  and  tempero-occipital  por- 
tions of  the  cerebral  hemisphere.  Both  pyr- 
amidal tracts,  the  long  sensory  tracts,  and 
the  III  through  XI  cranial  nerves  can  be 
effected.  In  1960,  Contorni1  was  the  first  to 


*Presented  at  the  meeting  of  the  Tennessee 
Chapter  of  the  American  College  of  Surgeons, 
April  13,  1965,  Chattanooga,  Tenn. 

fFrom  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine,  and  the  Edwards- 
Eve  Clinic,  Nashville,  Tenn. 


observe  that  the  vertebral  artery  could 
serve  as  a source  of  collateral  supply  to  the 
arm,  if  reversal  of  blood  flow  occurred  in 
the  vertebral  artery.  Reivich  and  associates2 
observed  reversal  of  blood  flow  in  2 pa- 
tients with  symptons  of  vertebrobasilar 
insufficiency,  and  coined  the  term  “sub- 
clavian steal.” 

The  subclavian  steal  results  when  proxi- 
mal occlusion  of  the  subclavian  artery 
places  an  increased  demand  on  the  collater- 
al circulation  to  the  arm.  Atherosclerotic 
plaques  are  the  usual  etiologic  agent  in- 
volved in  the  arterial  occlusion.  In  addition 
to  the  vertebral  artery,  the  rich  anastomot- 
ic channels  to  the  arm  are  supplied  through 
the  thyrocervical  trunks,  the  internal  mam- 
mary and  the  aortic  intercostal  arteries. 
Manifestations  of  arterial  insufficiency  to 
the  arm  may  at  times  be  very  minimal  or 
may  consist  of  fatigue  on  exercise.  True 
claudication  is  unusual  and  ischemic 
changes  occur  infrequently  because  of  the 


Fig.  1.  A short  segment  of  the  left  subclavian  fills  without  distal  filling  of  vessel. 
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excellent  collateral  blood  supply.  Signs  and 
symptoms  of  cerebral  insufficiency  may  oc- 
cur with  reversal  of  blood  flow  in  the  verte- 
bral artery.  Table  1 lists  the  manifesta- 
tions which  may  occur  singly  or  in  various 
combinations. 

Table  I 

Symptoms  Associated  with  Vertebrobasilar 
Insufficiency 

Motor-sensory  Loss  (one  or  more  extremities) 

Diplopia 

Vertigo 

Dysarthria 

Dysphagia 

Homonymous  Hemianopsia 

Blurring  Vision 

Headache 

Ataxia 

Dizziness 


Fig.  2.  Filling  is  demonstrated 


Recognition  that  well  localized  arterio- 
sclerotic occlusive  disease  occurs  in  the 
proximal  subclavian  artery  lead  to  the  di- 
agnosis in  7 patients  with  sumptoms  of 
insufficiency  in  the  arm,  some  of  whom 
demonstrated  the  typical  radiographic  and 
clinical  picture  of  the  subclavian  steal. 

Case  1.  A 62  year  old  man  was  found  on  a rou- 
tine physical  examination  to  have  a B.P.  50  mm. 
of  Hg.  lower  in  the  left  arm  than  in  the  right. 
The  radial  and  brachial  pulses  were  markedly  di- 
minished. The  patient  denied  any  associated 
symptoms  and  his  physician  deferred  further  in- 
vestigation. 

One  year  later  when  re-examined,  he  com- 


plained of  dizziness  and  blurring  of  vision.  The 
findings  of  diminished  circulation  to  the  left  arm 
were  re-confirmed  and  a retrograde  aortagram 
performed.  (Fig.  1.)  Film  No.  1 in  the  series  re- 
vealed a blockage  about  2 cm.  from  the  origin  of 
the  left  subclavian  artery  with  no  filling  of  the 
distal  vessel.  Film  No.  6 revealed  opacification  of 
the  vertebral  artery  with  filling  of  the  distal  sub- 
clavian artery.  (Fig.  2.) 

Utilizing  a sternal  splitting  incision,  an  endarte- 
rectomy with  application  of  a patch  graft  re- 
stored normal  flow  to  the  left  arm.  The  patient 
was  relieved  of  symptoms. 

Comment:  This  patient  exhibited  both 
the  clinical  and  radiographic  findings  of  the 
subclavian  steal. 

Case  2.  A 49  year  old,  white  male,  bus  driver 
was  examined  for  pain  in  the  left  shoulder. 


FILLING 


via  retrograde  vertebral  flow. 

About  10  days  prior  to  the  onset  of  pain,  the  pa- 
tient had  an  upper  respiratory  infection  following 
which  he  noted  some  pain  and  stiffness  in  the  lat- 
eral aspect  of  his  neck  followed  by  aching  pain 
in  the  left  shoulder.  At  the  same  time  he  had 
become  aware  of  some  aching  in  the  forearm  and 
wrist  but  had  not  been  aware  of  any  muscle 
weakness.  Examination  at  this  time  revealed 
some  restriction  of  extension  of  the  arm,  with  ac- 
tive reflexs,  no  sensory  changes,  no  evidence  of 
disease  of  the  shoulder  joint  and  negative  x-ray 
examination  of  the  joint.  Blood  pressure  was  not 
taken  in  the  left  arm  at  this  time. 

The  patient  was  placed  on  Butazolidin  and 
warm  soaks;  he  returned  in  one  week  because  of 
persistence  of  pain,  and  at  this  time,  the  B.P.  was 
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Fig.  3.  A short  nub  of  the 


Fig.  4.  Opacification  of  the  distal 


found  to  be  140/90  in  the  right  arm  and  a weak 
100/70  in  the  left  arm.  The  diagnosis  became 
more  obvious  and  on  further  questioning,  he  gave 
a history  of  fatigue  and  weakness  of  the  left  arm 
which  had  progressed  to  the  point  that  he  used 
his  left  arm  very  little  in  driving. 

Retrograde  aortagram  (Fig.  3)  revealed  a 
filling  defect  in  the  proximal  portion  of  the  left 
subclavian  artery  with  distal  filling  of  the  vessels 
on  serial  radiography,  presumably  due  to  reversal 


left  subclavian  is  visible. 


subclavian  is  barely  perceptible. 

of  flow  in  the  vertebral  artery.  (Fig.  4.) 

The  subclavian  artery  was  approached  through 
a left  thoracotomy  incision.  The  vessel  distal  to 
the  site  of  obstruction  was  normal  in  consistency. 
An  endarterectomy  was  performed  with  restora- 
tion of  normal  flow  into  the  arm.  The  patient’s 
postoperative  course  was  uncomplicated  and  he 
subsequently  returned  to  his  former  occupation  as 
a driver  with  no  further  symptoms. 

Comment:  Arteriography  demonstrated 
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Fig.  5.  Filling  defect  evident  at  origin  of  left  subclavian. 


reversal  of  flow  in  the  left  vertebral  artery 
in  spite  of  the  absence  of  symptoms  of  ver- 
tebrobasilar insufficiency. 

Case  3.  A 50  year  old  widow  was  first  seen  in 


gram  revealed  almost  complete  occlusion  of  the 
first  portion  of  the  left  subclavian  artery  and 
filling  of  the  distal  vessel.  (Fig.  5.)  The  origin  of 
the  right  vertebral  was  not  well  visualized  at  this 
time. 


Fig.  6.  By-pass  graft  is  visualized;  stenosis  of  right  vertebral  is  evident. 


December  1960  with  a 4 month  history  of  pain,  Surgical  correction  was  achieved  by  an  aorto- 
weakness  and  numbness  of  the  left  arm  and  subclavian  by-pass  graft  as  shown  by  this  aor- 
“blackout”  spells.  She  had  also  noted  ataxia  with  togram  performed  18  months  later.  (Fig.  6.)  The 

falling  to  the  left.  Physical  examination  revealed  aortogram  was  performed  because  of  a recurrence 

bruits  over  the  right  carotid  and  in  the  left  of  symptoms  which  was  attributed  to  stenosis  of 

supraclavicular  area.  BP.  in  the  right  arm  was  the  origin  of  the  right  vertebral  artery.  An  endar- 

180/120  and  in  the  left  120/80.  Retrograde  aorta-  tectomy  with  application  of  a patch  graft  restored 
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flow  through  the  right  vertebral  with  relief  of  Case  4.  A 44  year  old  minister  was  examined 
symptoms.  for  headaches,  blurring  of  vision  and  weakness  in 

Comment:  Prior  to  surgical  intervention  the  left  arm  of  about  one  year’s  duration.  Physi- 
the  use  of  anticoagulants  and  vasodilators  cal  examination  revealed  a bruit  over  the  right 


Fig.  7.  Only  a short  0.5  cm.  segment  of  subclavian  is  filled. 


produced  no  amelioration  of  symptoms.  Res-  carotid  artery,  absence  of  the  radial  pulse  on  the 
toration  of  a normal  flow  beyond  the  site  of  left  and  diminished  blood  pressure  in  the  left 
obstruction  afforded  relief.  arm.  Transfemoral  retrograde  aortogram  revealed 
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only  a small  nubbin  of  the  origin  of  the  left  sub- 
clavian filling  with  no  opacification  of  the  distal 
vessel.  (Fig.  7.) 

Exploration  was  undertaken  through  a postero- 
lateral thoracotomy  incision  at  which  time  the 
site  of  obstruction  in  the  vessel  was  found  to  be 
well  localized  to  the  first  1.5  cm.  of  the  vessel 
with  patency  distal  to  this  point.  Endarectomy 
and  application  of  a patch  graft  restored  circula- 
tion to  the  arm  and  symptoms  were  relieved. 

Comment:  Radiographically,  this  patient 
did  not  show  the  picture  of  reversal  of  flow 
down  the  vertebral  artery  and  in  none  of 
the  series  of  films  was  filling  of  the  distal 
subclavian  evident.  Clinically,  symptoms 
of  vertebro-basilar  insufficiency  were  pres- 
ent and  correction  of  the  obstructing  le- 
sion relieved  the  symptoms. 

Case  5.  A 57  year  old  farmer  presented  with  a 
2 month  history  of  dizziness,  diplopia,  blurring  of 
vision,  and  weakness  of  the  left  arm.  His  physi- 
cian had  heard  bruits  over  both  carotid  arteries 
and  noted  a gradient  of  50  mm.  of  mercury  be- 


Comment:  Symptoms  of  cerebral 

insufficiency  were  thought  to  be  the  result 
of  an  obstructing  atheromatous  plaque  in 
the  first  portion  of  the  subclavian  artery. 
There  was  failure,  however,  to  demonstrate 
by  arteriography  the  presence  of  reversal 
of  flow  in  the  left  vertebral. 

Case  6.  This  53  year  old  white  man  was  exam- 
ined for  pain,  fatigue,  and  claudication  in  both 
lower  extremities  of  several  months  duration.  In 
addition  to  diminished  pulses  in  the  lower  ex- 
tremities, he  was  found  to  have  absence  of  the 
radial  and  brachial  pulses  in  the  left  arm  with  a 
B.P.  of  90/60  mm.  Hg.  (right  arm  130/90).  Further 
questioning  revealed  that  he  had  noted  fatigue  of 
the  left  arm,  particularly  on  use  of  the  arm  above 
the  head.  The  patient  denied  any  suggestion  of 
vertebrobasilar  insufficiency. 

Following  aortofemoral  by-pass  graft  for  the 
arteriosclerotic  occlusive  disease  of  the  aorto-iliac 
arteries,  a retrograde  brachial  arteriogram  re- 
vealed the  site  of  obstruction  in  the  proximal 
portion  of  the  left  subclavian  artery.  (Fig.  9.) 


Fig.  9.  Obstruction  is  in  the 

tween  the  blood  pressure  in  his  right  and  left  arm 
with  the  left  being  lower.  A retrograde  arch  aor- 
togram  revealed  an  occlusive  lesion  at  the  origin 
of  the  left  subclavian  artery.  (Fig.  8.)  Filling  of 
the  distal  subclavian  artery  occurred  in  the  early 
films  so  a demonstration  of  the  subclavian  steal 
was  not  possible.  Surgical  correction  of  the  ob- 
structing lesion  relieved  the  symptoms  of  cerebral 
insufficiency  as  well  as  the  arm  symptoms  and 
the  patient  was  able  to  resume  his  farming. 


proximal  left  subclavian. 

Restoration  of  circulation  to  the  left  arm  was  ac- 
complished by  a left  thoracotomy  incision  and  en- 
darterectomy with  application  of  a patch  graft. 
The  blood  pressure  in  the  left  arm  returned  to  a 
normal  level  and  symptoms  were  relieved. 

Comment:  This  patient  presented  none  of 
the  clinical  manifestations  of  reversal  of 
flow  in  the  left  vertebral,  and  due  to  the 
technic  of  a retrograde  brachial  arterio- 
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Fig.  10.  Retrograde  right  brachial  arteriogram  demonstrates  innominate  occlusion. 


gram,  no  radiographic  evidence  of  such 
flow  was  obtained. 

Case  7.  A 65  year  old  railroader  was  found,  at 
the  time  of  his  annual  physical  examination,  to 
have  an  absence  of  blood  pressure  in  his  right 
arm  with  only  a weakly  palpable  radial  pulse. 
The  patient  denied  any  symptoms  referable  to  the 
arm,  nor  was  he  aware  of  any  suggestion  of  cere- 
bral insufficiency. 

Retrograde  brachial  arteriogram  revealed  com- 
plete occlusion  of  the  innominate  artery  at  its  ori- 
gin from  the  arch  of  the  aorta.  (Fig.  10.)  The  le- 
sion was  approached  through  a right  anterior  tho- 
racotomy with  surgical  correction  possible. 

Comment:  The  innominate  artery  was  in- 
volved in  only  one  of  the  7 cases  encoun- 
tered in  this  series,  and  in  this  instance  no 
symptoms  due  to  the  obstruction  were 
found. 

Discussion 

In  1908,  Takayashu3  described  a peculiar 
form  of  arteritis  involving  the  aortic  arch 
and  its  major  branches  and  seen  primarily 
in  young  women.  Continued  advances  in 
methods  of  diagnosis  in  arterial  occlusive 
disease,  and  the  awareness  of  the  relation- 
ship of  subclavian  occlusion  and  cerebral 
insufficiency  has  lead  to  the  recognition 
that  athrosclerosis  is  probably  the  most 
common  cause  in  arterial  occlusion  at  this 
level.  The  distribution  of  the  atherosclerot- 
ic lesion  must,  in  some  way,  be  related  to 


hemodynamic  changes  and  turbulence  of 
blood  flow.  The  exact  cause  for  the  devel- 
opment of  atherosclerotic  plaques  at  the 
site  of  origin  of  major  vessels  still  remains 
unanswered.  The  predominance  of  lesions 
in  the  left  subclavian  artery  as  opposed  to 
the  innominate  artery  is  borne  out  in  this 
small  series  as  well  as  in  other  reported  se- 
ries.4-5 

Treatment  should  be  directed  toward  the 
obstructing  lesion  and  relief  of  the  symp- 
toms being  produced.  Rob6  reported  relief 
of  symptoms  in  a patient  with  the  subclavi- 
an steal  by  ligation  of  the  vertebral  artery 
on  the  involved  side.  Direct  surgical  cor- 
rection of  the  obstruction  by  an  endartecto- 
my  or  utilization  of  the  by-pass  graft  tech- 
nic offers  a more  physiologic  solution  and 
one  which  should  lead  to  better  long  term 
results. 

The  highly  selective  nature  of  the  arte- 
riosclerotic lesions  producing  obstruction  of 
the  subclavian  artery  and  the  short  seg- 
ment of  the  vessel  involved,  lend  them- 
selves to  the  use  of  thrombendarterectomy. 
The  by-pass  graft  technic  is  technically  a 
little  more  difficult  to  achieve  at  this  arteri- 
al level. 

The  surgical  approach  can  be  a supracla- 
vicular incision  carried  down  over  the  ster- 
num and  laterally  over  the  left  chest  at 
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about  the  level  of  the  fourth  interspace. 
The  sternum  must  be  split  in  order  to  ade- 
quately control  the  aorta  and  the  first  por- 
tion of  the  subclavian  artery.  This  gives  ex- 
cellent surgical  exposure,  but  can  be  asso- 
ciated with  a certain  amount  of  morbidity 
related  to  the  splitting  of  the  sternum.  An 
alternate  method  which  likewise  gives  ex- 
cellent exposure  and  is  thought  to  be  asso- 
ciated with  less  morbidity  is  a standard 
posterolateral  thoracotomy  incision.  This 
affords  excellent  exposure  and  control  of 
the  aorta  and  subclavian  artery  and  is  not 
associated  with  the  problems  of  healing  of 
the  sternum.  Figure  11  shows  the  method 


Fig.  11.  Technic  of  control  of  vessel  during  endar- 
terectomy. 

of  occlusion  of  the  distal  subclavian  artery 
and  partial  occlusion  of  the  aorta  during 
the  period  of  time  necessary  to  perform  an 
endarterectomy.  Primary  closure  of  the  art- 
ery or  the  use  of  a patch  graft  to  prevent 
constriction  of  the  lumen  can  be  performed. 

Anticoagulants  are  not  used  in  the  treat- 
ment of  atherosclerotic  obstructive  lesions 


of  the  subclavian  artery.  The  problems  of 
infection  associated  with  postoperative  he- 
matomas preclude  the  use  of  heparin  fol- 
lowing operation. 

Not  all  patients  with  occlusion  of  the  in- 
nominate or  subclavian  arteries  demon- 
strate the  clinical  or  radiographic  picture  of 
the  subclavian  steal.  Some  have  manifesta- 
tions of  decreased  circulation  to  the  arm 
with  no  signs  of  cerebral  insufficiency.  Oth- 
ers demonstrate  both  findings  clinically,  but 
may  not  show  radiographic  evidence  of  re- 
versal of  flow  in  the  vertebral  artery.  This 
should  well  be  a timing  factor  in  obtaining 
the  films  and  would  be  shown  with  proper 
adjustments. 

Summary 

A small  series  of  interesting  patients  with 
subclavian  and  innominate  atherosclerotic 
occlusive  disease  have  been  presented.  Sur- 
gical correction  of  the  well  localized  lesions 
yields  excellent  results  with  minimal  risk 
to  the  patient. 
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John  Gaston  Hospital* 

Zollinger-Ellison  Syndrome 

DR.  HARWELL  WILSON:  Since  this  is  a 
complicated  case,  it  will  be  presented  from 
a chronologic  point  of  view.  Dr.  Johnson, 
tell  us  about  the  previous  hospital  admis- 
sions. 

DR.  RICHARD  JOHNSON:  W.  R.,  a 21  year  old 
colored  man,  was  first  admitted  to  a hospital  in 
another  city  in  June,  1963,  and  treated  symptoma- 
tically for  abdominal  pain,  vomiting  and  hema- 
temesis.  The  patient  did  not  know  the  diagnosis 
on  discharge. 

He  was  first  admitted  to  the  surgical  service  of 
the  John  Gaston  Hospital  on  Nov.  2,  1963.  He  gave 
a 5 day  history  of  severe  epigastric  pain  and  pro- 
fuse vomiting,  precipitated  by  the  ingestion  of  as- 
pirin. On  physical  examination  he  was  found  to  be 
mildly  dehydrated,  and  minimal  tenderness  was 
present  in  the  epigastrium. 

A tentative  diagnosis  of  peptic  ulcer  was  made, 
and  treatment  consisting  of  nasogastric  suction 
and  fluid  replacement  intravenously  was  begun. 
During  the  first  4 days  of  hospitalization  an  aver- 
age of  3500  cc.  of  coffee-ground  fluid  was  aspirat- 
ed from  his  stomach  each  24  hour  period.  An  up- 
per gastrointestinal  series  revealed  a deformity  of 
the  duodenal  bulb,  spasm  of  the  post-bulbar  area, 
and  prominent  gastric  rugae.  Basic  acid  output 
was  6.25  mEq./hour,  augmented  to  9.3  mEq./hour 
with  histamine.  The  MAO  ratio  was  calculated  to 
be  67.1%.  The  patient  improved  symptomatically 
and  was  placed  on  a medical  ulcer  regimen.  At  a 
combined  medical-surgical  gastrointestinal  confer- 
ence this  case  was  presented  and  the  diagnosis  of 
Zollinger-Ellison  syndrome  entertained.  It  was 
thought  that  repeated  acid  levels  were  not  consis- 
tently high  enough  to  make  the  diagnosis.  The  pa- 
tient was  then  transferred  to  the  medical  service 
for  intensive  therapy  and  further  evaluation. 
However,  he  signed  out  against  medical  advice  on 
Nov.  19. 

His  3rd  admission  was  to  another  hospital  in 
March  1964,  for  hematemesis  and  melena.  Surgery 
was  recommended  but  the  patient  refused,  and 
he  was  discharged  on  medical  therapy. 

One  month  later,  on  April  28,  he  was  readmitted 
to  the  John  Gaston  Hospital  complaining  of  a 20 
pound  weight  loss  and  protracted  vomiting.  Elec- 
trolyte studies  revealed  a hypokalemic  hypo- 
chloremic alkalosis  with  a chloride  of  91  mEq./L., 
potassium  of  3.1  mEq./L.,  and  a bicarbonate  of  33 
mEq./L.  Basal  acid  output  was  17  mEq./hour  aug- 
mented to  37  mEq./hour,  with  a MAO  ratio  of 
49%.  Nasogastric  output  ranged  up  to  5700  cc.  per 


*From  the  Department  of  Surgery,  University 
of  Tennessee  College  of  Medicine,  Memphis,  Tenn. 


24  hours,  requiring  as  much  as  240  mEq.  KCL  per 
24  hours  to  correct  the  alkalosis.  With  these  find- 
ings and  x-ray  evidence  of  obstruction  to  the  gas- 
tric outlet  the  patient  was  taken  to  surgery  on  the 
6th  of  May.  An  obstructing  ulcer,  3 cm.  in  diam- 
eter, was  found  on  the  posterior  surface  of  the 
first  portion  of  the  duodenum.  The  pancreas  was 
palpated  but  no  abnormalities  detected.  A bi- 
lateral vagotomy  and  retrocolic  posterior  gastro- 
enterostomy were  then  performed.  Pathologists 
reported  receiving  sections  of  two  nerves.  The 
patient  had  an  uneventful  course  and  he  was  dis- 
charged on  the  10th  postoperative  day. 

He  was  readmitted  to  the  John  Gaston  Hospital 
on  Sept.  21,  with  a one  month  history  of  epigastric 
pain,  further  weight  loss  and  hematemesis.  Upper 
gastrointestinal  series  suggested  the  presence  of  a 
marginal  ulcer.  Upper  gastrointestinal  hemor- 
rhage required  5 units  of  blood  replacement. 
Again  the  Zollinger-Ellison  syndrome  was  sus- 
pected but  the  possibility  of  an  incomplete  vag- 
otomy was  considered.  A second  operation  was 
performed  on  Oct.  9.  1964.  An  active  duodenal 
ulcer  was  present  but  there  was  no  evidence  of  a 
marginal  ulcer.  The  spleen  and  tail  of  the  pan- 
creas was  removed  because  of  nodularity  of  the 
tail  of  the  pancreas.  On  microscopic  examination 
no  tumors  or  hyperplasia  of  islet  cells  were  pres- 
ent. Further  sections  of  the  vagus  nerves  were 
taken,  and  a 75%  gastric  resection,  with  Billroth 
II,  anterior  Hofmeister  anastamosis  performed. 
The  postoperative  course  was  marked  by  epigas- 
tric pain  which  gradually  subsided  and  the  patient 
was  discharged  on  the  15th  postoperative  day. 

DR.  WILSON:  This  patient  has  been  pre- 
sented twice  in  the  past  on  Surgical  Grand 
Rounds.  Each  time  the  possibility  of  the 
patient  having  the  Zollinger-Ellison  syn- 
drome was  discussed,  but  the  evidence  was 
not  strong  enough  to  warrant  more  radical 
surgery.  Two  negative  explorations  of  the 
pancreas  tended  to  support  the  more  con- 
servative handling  of  the  case.  Dr.  Duncan, 
tell  us  about  the  patient’s  current  admis- 
sion. 

DR.  LLOYD  DUNCAN:  On  the  10th  of  May, 
1965,  the  patient  was  readmitted  to  the  John  Gas- 
ton Hospital,  with  a 4 month  history  of  epigastric 
pain,  weakness,  weight  loss,  and  frequent  vomit- 
ing without  hematemesis.  One  week  prior  to  ad- 
mission the  pain  localized  in  the  epigastrium  and 
left  upper  quadrant.  Two  days  prior  to  admission 
he  became  very  weak  and  fainted. 

On  physical  examination  the  mucous  mem- 
branes were  pale,  excursions  of  the  left  chest  wall 
were  decreased,  rales  were  present  in  the  left  low- 
er lung  fields,  and  there  was  marked  tenderness  to 
palpation  at  the  7th  and  8th  intercostal  spaces  in 
the  left  midaxillary  line.  The  WBC.  was  28,500 
with  92%  segmented  neutrophils.  After  adequate 
hydration  the  HCT.  dropped  from  22  to  15%.  Aspi- 
ration of  the  stomach  yielded  grossly  bloody  fluid. 


342 


STAFF  CONFERENCE 


October,  1965 


Gastric  aspirate  was  too  bloody  to  obtain  acid  lev- 
els, but  acid  was  definitely  present.  Gastroscopic 
examination  was  unsuccessful.  The  patient  was 
treated  with  nasogastric  suction,  blood  replace- 
ment, intravenous  fluids  and  antibiotics.  The 
impression  on  this  admission  was  Zollinger-Elli- 
son  syndrome  with  a bleeding,  penetrating  margi- 
nal ulcer. 

DR.  WILSON : This  patient’s  clinical 

course  has  been  fairly  typical  of  the  natu- 
ral history  of  the  Zollinger-Ellison  syn- 
drome. This  syndrome,  first  described  in 
1955,  consists  of  the  following  items:  — (1)  a 
fulminating  ulcer  diathesis  associated  with 
gastric  hypersecretion  and  hyperacidity, 
(2)  frequently  atypically  located  peptic  ul- 
ceration, and  (3)  the  presence  of  a non- 
beta islet  cell  tumor  of  the  pancreas.  Dr. 
Sherman,  as  staff  surgeon,  what  did  you 
consider  to  be  the  essential  points  in  the  es- 
tablishment of  this  diagnosis? 

DR.  ROGER  SHERMAN:  We  strongly 
entertained  the  diagnosis  of  Zollinger-Elli- 
son Syndrome  on  the  patient’s  first  admis- 
sion to  this  hospital.  The  most  significant 
finding  at  that  time,  and  in  retrospect,  was 
the  tremendously  increased  amount  of  naso- 
gastric output — up  to  4500  cc.  in  a 24  hour 
period.  On  that  admission  he  had  very  high 
levels  of  acid  and,  as  Dr.  Johnson  pointed 
out,  his  MAO  ratio  was  calculated  to  be 
67.1%  on  one  occasion.  During  subsequent 
admissions  we  realized  that  the  patient  did 
have  an  unusually  severe  ulcer  diathesis. 
Finally,  we  witnessed  progression  of  his  dis- 
ease after  two  operations  that  ordinarily 
should  have  been  sufficient  to  control  it. 

DR.  RODNEY  WOLF:  Dr.  Wilson,  I 

think  it  is  significant  that  the  patient  never 
gave  a history  of  diarrhea.  It  was  recog- 
nized in  1957  that  diarrhea  is  a major  fea- 
ture of  this  syndrome.  Thirty-six  per  cent 
of  patients  complain  of  profuse  watery 
bowel  movements  and  in  7%  of  the  cases 
diarrhea  exists  without  peptic  ulceration. 

DR.  WILSON:  Thank  you,  Dr.  Wolf.  Dr. 
Johnson,  you  referred  several  times  to  the 
“MAO  ratio.”  What  exactly  is  this  ratio 
and  what  does  it  mean? 

DR.  JOHNSON:  MAO  stands  for  “maxi- 
mum acid  output.”  The  ratio  is  determined 
by  comparing  the  basal  acid  production 
with  the  augmented  histamine  level.  In  a 
person  without  an  islet  cell  tumor  the  basal 


level  is  low  and  is  greatly  increased  by  the 
administration  of  histamine.  The  ratio  is 
therefore  low.  A person  with  Zollinger-El- 
lison syndrome,  however,  is  constantly  pro- 
ducing high  levels  of  acid,  day  and  night. 
Since  acid  is  already  being  produced  at  a 
near  maximal  level,  further  stimulation 
with  histamine  cannot  raise  the  acid  level 
relatively  as  much.  The  person  with  the 
syndrome  has  a high  MAO  ratio.  Supposed- 
ly a MAO  ratio  of  65%  or  higher  is  diag- 
nostic of  this  syndrome. 

DR.  WILSON:  Dr.  Sherman,  before  we 
continue  with  the  case  presentation,  will 
you  briefly  discuss  the  pathogenesis  of  this 
disease. 

DR.  SHERMAN:  Gregory  and  his  asso- 
ciates in  England,  in  1960,  isolated  gastrin 
from  the  islet  cell  tumors.  Actually  two 
gastrins  are  produced,  designated  as  gastrin 
1 and  gastrin  2.  They  are  chemically  al- 
most identical.  Recently  Gregory  and  his 
group  have  succeeded  in  synthesizing  these 
hormones.  Secretion  of  gastrin  results  in 
near  maximal,  constant  stimulation  of  the 
parietal  cells  of  the  gastric  mucosa  to  pro- 
duce hydrochloric  acid.  The  material  is 
1000  times  more  powerful  by  weight  than 
histamine.  The  increased  acid  output  is  the 
cause  of  the  severe  ulcer  disease.  The  diar- 
rhea is  thought  to  be  caused  by  any,  or  all, 
of  the  following  factors:  (1)  the  excessive 
amount  of  gastric  secretion,  (2)  the  inacti- 
vation of  digestive  enzymes  by  the  in- 
creased acidity,  and  (3)  the  direct  stimulat- 
ing effect  of  gastrin  on  the  small  bowel  it- 
self. 

DR.  WILSON:  The  patient  was  taken 
back  to  surgery  for  a third  time  on  May  24, 
1965.  Dr.  Duncan,  tell  us  what  was  found 
at  exploration. 

DR.  DUNCAN:  There  was  marked  scar- 
ring, and  an  intense  acute  inflammatory 
reaction  in  the  epigastrium  and  left  upper 
quadrant.  Dense  adhesions  bound  the  colon 
to  the  parietal  peritoneium  and  to  loops  of 
small  bowel.  A 6 by  6 by  4 cm.  penetrat- 
ing, marginal  ulcer  had  practically  eroded 
through  the  anterior  abdominal  wall. 

By  palpating  through  the  wall  of  the 
third  portion  of  the  duodenum,  two  discrete 
masses  were  detected  in  the  head  of  the 
pancreas.  A Kocher  maneuver  was  done, 
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and  the  two  1 by  2 cm.  masses  shelled  out 
of  surrounding  pancreatic  tissue.  Frozen 
section  established  the  diagnosis  of  islet  cell 
tumor  of  the  pancreas.  Then  with  consid- 
erable difficulty,  through  a thoraco-abdomi- 
nal  incision,  the  remaining  portion  of  the 
stomach  was  removed.  A jejunal  pouch 
was  created,  and  an  esophagojejunostomy 
Roux-en-Y  jejunojejunal  anastamosis  per- 
formed. Postoperatively  the  patient  did 
well  and  was  discharged  in  2 weeks  on  a 
regular  diet. 

DR.  WILSON:  What  was  the  final  patho- 
logic report  in  this  case,  Dr.  Duncan? 

DR.  DUNCAN:  At  least  one  of  the  tumors 
removed  from  the  head  of  the  pancreas  was 
a lymph  node  that  had  been  almost  entirely 
replaced  by  neoplasm.  There  was  further 


evidence  of  lymphatic  and  vascular  inva- 
sion. 

DR.  SHERMAN:  Dr.  Wilson,  in  a recent 
report  by  Ellison,  60%  of  such  tumors  are 
malignant  and  44%  of  all  the  patients  had 
evidence  of  metastasis  when  first  diagnosed. 
Spread  is  usually  to  the  regional  nodes  or 
liver  and  rarely  to  the  lungs. 

DR.  WILSON:  I think  it  is  well  recog- 
nized now  that  total  gastric  resection  is  the 
treatment  of  choice.  The  fact  that  multiple 
tumors  may  be  present,  that  they  are  often 
malignant,  and  that  they  may  be  found  in 
ectopic  locations  frequently  makes  total  ex- 
tirpation of  all  tumor  masses  impossible.  At 
least  the  parietal  cells  can  be  excised  and 
the  serious  threats  of  gastric  hemorrhage, 
obstruction  and  perforation  be  removed. 
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THE  CALL  TO  DUTY 

Of  all  the  words  applied  to  the  high  calling  of  medicine  as  a 
profession,  none  is  more  descriptive  or  germane  than  the  word 
“duty.”  It  may  not  be  the  most  popular  word  used  to  describe  a 
physician’s  life,  but  it  is  certainly  one  of  the  most  applicable. 
The  dedicated  physician  recognizes  the  call  to  duty  and  makes 
this  moral  responsibility  a part  of  his  very  existence. 

Duty  refers  literally  to  something  that  we  owe.  It  is  an  obliga- 
tion laid  upon  us  and  this  is  not  a compulsion  made  exclusively 
upon  the  medical  profession.  All  of  us  have  a duty  to  ourselves, 
a duty  to  others,  a duty  to  our  country,  and  to  our  God. 

Now  it  seems  to  me  that  today  we  face  a situation  in  our  world  where  many  peo- 
ple virtually  refuse  to  admit  that  they  owe  anyone  anything  at  all.  They  recognize  no 
duties.  Many  prevalent  philosophies  of  our  time  stress  the  attitude,  “I  couldn’t  care 
less.,”  “Let  George  do  it.,”  “I  didn’t  ask  to  be  born.,”  “What’s  in  it  for  me?,”  “Include 
me  out.”  It  would  seem  from  these  attitudes  that  we  are  in  danger  of  becoming  a race 
which  never  admits  a debt  to  anyone  or  anything.  This  is  not  an  indictment  of  any 
particular  age  group,  it  concerns  us  all.  We  have  so  stressed  the  idea  of  human  rights 
that  we  tend  to  forget  that  no  one  can  claim  rights  who  does  not  admit  responsibility. 

If  I claim  the  right  to  live  in  comfort  and  to  walk  unmolested  on  the  streets  of 

my  city  or  any  city,  and  to  go  where  I please  and  be  accepted  as  an  equal  to  all  others 
who  would  enjoy  these  rights,  then  I must  admit  my  duty  and  contribute  to  the  up- 
keep of  the  law  and  order  of  that  locality  in  which  I claim  these  rights.  If  we  claim 
the  rights  of  free  citizens  of  a democratic  country,  we  must  recognize  our  duties  to 

take  at  least  an  elementary  interest  in  its  government  that  is  implied  by  voting  in 

its  elections.  If  a child  claims  a right  to  education  at  public  expense,  surely  he  should 
be  taught  the  corresponding  duty  of  service  to  the  community. 

There  can  be  no  rights  without  corresponding  duties,  yet  how  often  do  we  hear 
of  rights  today  and  how  seldom  of  duties.  If  a generation  were  to  arise  who  refused 
to  admit  that  anything  was  owed  by  them,  who  acknowledged  no  duties,  we  would 
be  approaching  the  end  of  our  civilization.  Such  an  attitude  is  more  subversive  than 
any  purely  political  ideology  and  more  menacing  than  any  external  foe. 

Physicians  above  all  other  individuals  must  hear  and  respond  to  the  call  to  duty, 
in  whatever  realm  it  is  issued. 


President 
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THE  MEDICARE  ACT— CALLED 
SESSION  OF  HOUSE  OF  DELEGATES 

The  Bylaws  of  the  AMA  provide  that 
special  sessions  of  its  House  shall  he  called 
on  the  written  request  of  25  or  more  dele- 
gates representing  one-third  or  more  of  the 
state  medical  associations. 

In  response  to  the  written  request  of  37 
delegates  representing  18  state  medical  as- 
sociations the  Speaker  needed  to  call  the 
sixth  Special  Session  of  the  House  in  the 
more  than  a century’s  history  of  the  AMA, 
to  consider  Medicare. 

Again  as  after  last  June’s  meeting  of  the 
AMA  House  of  Delegates , it  seems  fitting 
that  the  membership  of  TMA  have  an  eye- 
witness account  of  this  Special  Session, 
thereby  needing  to  depend,  upon  neither  the 
possibly  untrustworthy  news  media  nor 
other  sources  of  “ slanted ” news.  Our  Ex- 
ecutive Secretary  has  provided  this  report- 
ing for  us. — Editor. 


On  October  1st,  members  of  the  AMA 
House  of  Delegates,  Officers,  and  staff,  to- 
gether with  representatives  from  all  state 
medical  associations,  met  in  Chicago  at  the 
LaSalle  Hotel  for  an  orientation  conference 
on  Public  Law  89-97,  the  Medicare  Act.  The 
meeting  was  presented  by  the  AMA  Advi- 
sory Committee  to  the  Department  of 
Health  Education  and  Welfare;  in  atten- 
dance with  the  Committee  were  top  echelon 
representatives  from  the  Department  of 
HEW.  These  included  the  Commissioner  of 
HEW,  Mr.  John  W.  Gardner,  Mr.  Arthur  E. 
Hess,  Director  of  the  Bureau  of  Disability 
and  Health  Insurance  of  the  Social  Securi- 
ty Administration,  and  Dr.  Philip  R.  Lee, 
Deputy  Assistant  Secretary  of  Health  and 
Medical  Affairs  for  the  Health,  Education 
and  Welfare  Department.  They  are  key 
government  officials  who  will  administer  P. 
L.  89-97. 

Those  attending  the  conference  heard  the 
speakers  present  such  subjects  as  The  Gov- 
ernment’s Role,  The  Carrier’s  Role,  and  oth- 
er important  aspects  of  the  Medicare  Law. 

The  AMA  Advisory  Committee  is  func- 
tioning as  consultants  to  HEW  officials  on 
putting  together  the  regulations  that  will 
determine  the  administration  of  Public  Law 
89-97. 

In  addition  to  AMA  and  HEW  officials, 
there  were  present  top  policy-making  rep- 
resentatives from  Blue  Cross-Blue  Shield, 
the  National  Association  of  Blue  Shield 
Plans,  the  health  insurance  industry,  the 
American  Hospital  Association,  and  others. 
The  informative  session  lasted  from  9:30 
A.M.  until  6:00  P.M.  The  last  two  hours 
represented  a conference  with  the  members 
of  the  AMA  Advisory  Committee  for  a rap- 
id question-answer  session  on  the  day’s  dis- 
cussions and  problems  confronting  doctors. 

The  conference  was  a prelude  to  the  spe- 
cial called  session  of  the  House  of  Delegates 
of  AMA  which  convened  in  the  Palmer 
House  in  Chicago  on  October  2-3. 

The  special  session  of  the  House  heard 
stirring  speeches  from  Dr.  James  Z.  Appel, 
President  of  the  AMA;  Dr.  Percy  E.  Hop- 
kins, Chairman  of  the  Board  of  Trustees, 
who  gave  a chronologic  review  of  AMA  ac- 
tions on  the  Medicare  Act  since  the  annual 
meeting  of  the  House  of  Delegates  in  June, 
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1965.  Forty-three  resolutions  were  present- 
ed to  the  House  in  the  forenoon,  after 
which,  an  AMA  Reference  Committee  on 
Legislation  and  Public  Relations  conducted 
hearings  on  the  business  presented  to  the 
House. 

The  Reference  Committee  heard  125  wit- 
nesses speak  to  twenty  separate  subjects 
during  seven  and  one-half  hours  of  testimo- 
ny. Each  witness  spoke  earnestly,  forceful- 
ly, temperately,  and  with  personal  concern 
for  the  welfare  of  the  patients  in  the  Unit- 
ed States. 

Because  of  the  special  nature  of  the  sub- 
jects presented  to  the  Special  Convention 
and  the  interrelationship  of  the  resolutions 
considered,  the  Reference  Committee,  in 
lieu  of  dealing  with  each  resolution  separ- 
ately, considered  the  intent  and  the  lan- 
guage of  all  of  the  resolutions.  The  Ref- 
erence Committee  felt  that  it  was  more  ex- 
pedient and  practical  to  present  for  adop- 
tion by  the  House  of  Delegates  a series  of 
numbered  comments,  principles  and  policies 
which  would  express  the  position  of  the 
American  Medical  Association  on  the  issues 
under  consideration. 

The  Reference  Committee  endeavored  to 
evaluate  carefully  and  objectively  the  mat- 
ters before  it  and  the  testimony  presented. 
The  Committee  presented  the  following  rec- 
ommendations to  the  House  of  Delegates 
on  October  3rd: 

I.  Physician-Patient  Relationship.  Public 
Law  89-97  affects  the  legal,  traditional,  and 
ethical  concepts  of  the  physician-patient  re- 
lationship. 

Legal  counsel  for  the  American  Medical 
Association  has  stated  that  an  individual 
physician  acting  independently  and  not  in 
concert  with  others  can  lawfully  refuse  to 
accept  any  person  as  a patient  who  is  a 
beneficiary  under  the  Medicare  program,  or 
he  may  elect  to  treat  such  persons. 

This  statement  of  policy  was  adopted. 

The  Judicial  Council  of  AMA  had  pre- 
viously presented  a set  of  principles  of 
medical  ethics  and  the  Reference  Commit- 
tee adopted  the  following  pertaining  to  this 
subject: 

Principles  of  Medical  Ethics.  The  Princi- 
ples of  Medical  Ethics  are  applicable  to 
physicians  when  they  engage  in  group  ac- 


tion as  well  as  when  they  act  individually. 
Section  4 calls  upon  physicians  to  observe 
all  laws.  Accordingly,  medical  organiza- 
tions must  be  mindful  of  the  possible  conse- 
quences of  the  actions  they  propose,  engage 
in  or  encourage.  The  individual  physician, 
acting  independently,  is  ethically  free  to 
select  his  patients,  (a)  He  may  decline  to 
render  medical  services  to  persons  covered 
by  the  “Health  Insurance  for  the  Aged 
Act.”  (b)  He  may  choose  to  treat  such 
persons  without  charge,  (c)  He  may  treat 
patients  with  the  advance  understanding 
that  he  will  look  to  them  exclusively  for 
payment  and  that  he  will  or  will  not  in  any 
way  help  them  in  obtaining  reimbursement 
for  the  cost  of  his  services  or  the  cost  of  as- 
sociated services. 

The  statement  continued  that,  however, 
under  some  circumstances,  the  physician’s 
freedom  to  select  his  patients  may  be  cir- 
cumscribed by  overriding  ethical  considera- 
tions. 

If,  after  regulations  are  promulgated  and 
the  Medicare  law  becomes  effective,  the  in- 
dividual physician  acting  independently 
and  not  in  concert  with  others  finds  it  does 
tend  to  impair  the  free  and  complete  exer- 
cise of  his  medical  judgment  and  skill  or  to 
cause  a deterioration  of  the  quality  of  medi- 
cal care,  the  individual  physician  would  be 
justified  under  this  Principle  in  not  partici- 
pating under  the  law.  The  above  gener- 
alized statements  were  included  in  the  in- 
formation presented  by  the  Judicial  Council 
and  was  recommended  for  acceptance  as  in- 
formation to  the  House  of  Delegates. 

The  Reference  Committee  stated  that  it 
believed  it  desirable  for  the  House  to  adopt 
a statement  of  policy  regarding  the  tradi- 
tional physician-patient  relationship  as  it 
relates  to  Public  Law  89-97.  The  following 
statement  was  adopted:  “The  American 
Medical  Association  opposes  any  program 
of  dictation,  interference,  or  coercion, 
whether  direct  or  indirect,  affecting  the 
freedom  of  choice  of  the  physician  to  deter- 
mine for  himself  the  extent  and  manner  of 
participation  or  financial  arrangement  un- 
der which  he  shall  provide  medical  care  to 
patients  under  Public  Law  89-97.” 

Further  policy  statements  adopted  were: 

Regulations  Under  Public  Law  89-97.  It 
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was  clear  from  the  testimony  received  by 
the  Reference  Committee  that  the  medical 
profession  has  a vital  interest  in  the  regula- 
tions which  are  to  be  promulgated  under 
Public  Law  89-97.  Hastily  drawn,  unrealis- 
tic regulations  could  aggravate  even  fur- 
ther the  undesirable  effects  of  the  law.  The 
Reference  Committee  recommended  the 
adoption  of  the  following  statement  as  the 
present  position  and  policy  of  the  American 
Medical  Association: 

(a)  The  American  Medical  Association 
shall  continue  to  meet  with  representatives 
of  agencies  and  departments  of  the  Federal 
Government,  to  participate  in  such  advisory 
committees  which  are  created,  and  to  con- 
tribute whatever  advice  and  suggestions 
are  deemed  advisable  and  necessary  in  the 
formulation  and  revision  of  regulations 
which  will  help  it  achieve  Medicine’s  objec- 
tives on  behalf  of  the  public  and  the  profes- 
sion. (b)  The  American  Medical  Association 
urges  every  physician,  regardless  of  the  ex- 
tent of  his  involvement,  to  render  whatever 
advice  and  assistance  he  can  so  that  regula- 
tory changes  and/or  legislative  modifica- 
tions may  be  suggested  or  sponsored  by  the 
American  Medical  Association  in  order  that 
the  best  interest  of  the  public  and  the  pro- 
fession may  be  protected  in  the  provision 
of  medical  care,  (c)  The  House  of  Dele- 
gates expresses  confidence  in  the  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion, its  Advisory  Committee  and  the  three- 
man  consultant  committee  on  Public  Law 
89-97  for  their  continuing  efforts  to  secure 
regulations  which  are  in  the  best  interests 
of  good  patient  care.  This  policy  statement 
was  adopted. 

Certification  by  Physicians.  Current  prac- 
tices and  customary  procedures  with  respect 
to  certification  for  hospital  admission  and 
care  shall  be  continued  under  Public  Law 
89-97.  The  AMA  Advisory  Committee  and 
the  Association’s  Representatives  to  the 
technical  advisory  committees  are  advised 
to  seek  to  accomplish  this  objective.  This 
policy  statement  was  adopted. 

Blue  Shield  as  Intermediary.  Blue 
Shield  has,  in  many  areas,  demonstrated  its 
ability  to  provide  a competent  insurance 
program.  However,  the  AMA  should  leave 
to  the  state  or  appropriate  local  medical  so- 


ciety, as  the  case  may  be,  the  expression  of 
any  preference  for  selection  of  a carrier. 
This  policy  statement  was  adopted. 

Reasonable  fees.  In  the  event  of  a dis- 
pute between  physicians  and  carriers  with 
respect  to  reasonable,  customary,  or  usual 
fees,  such  dispute  shall  be  resolved  with 
the  participation  of  the  appropriate  local 
medical  society.  This  policy  statement  was 
adopted. 

Utilization  Review.  Hospital  utilization 
review  committees  shall  be  composed  of 
practicing  physicians.  This  policy  state- 
ment was  adopted. 

Compensation  for  Medical  Services.  The 
Reference  Committee  stated  its  belief  that 
the  physician  should  be  informed  fully  as 
to  the  merits  and  limitations  of  billing  pa- 
tients directly  for  services,  or  accepting  an 
assignment  to  enable  payment  by  a federal 
designated  fiscal  intermediary,  so  that  the 
physician  can  decide  for  himself  in  each 
instance  the  method  of  compensation  which 
he  prefers.  It  was  recommended  that  the 
Association  take  appropriate  action  to  in- 
form physicians  regarding  the  options  of 
payment  for  services  available  to  them  un- 
der the  law  and  its  regulations.  This  policy 
statement  was  adopted. 

Legal  Opinion  of  AMA  Counsel.  The  Ref- 
erence Committee  stated  its  belief  that  the 
remarks  of  the  Legal  Counsel  for  the  Amer- 
ican Medical  Association  should  be  made 
available  to  all  constituent  associations  for 
their  information  and  study.  It  was  stated 
that  such  action  will  engender  a better  un- 
derstanding of  the  legal  limitations  which 
face  all  medical  organizations  and  the  medi- 
cal profession.  The  statements  of  the  AMA 
Legal  Counsel  were  recommended  for  dis- 
tribution to  the  various  state  medical  asso- 
ciations. 

On  the  subject  “Non-Discrimination  Un- 
der Federally  Assisted  Health  Care  Pro- 
grams,” the  Reference  Committee’s  recom- 
mendations were  not  adopted  and  the 
House  amended  the  recommendation  to  sub- 
stitute Resolution  No.  1 presented  by  the 
Ohio  Delegation  for  a pledge  of  non-discrim- 
ination. This  resolution  resolved  that  all 
physicians  are  to  be  informed  that  the  re- 
fusal to  sign  such  an  oath  does  not  flout  the 
law  and  it  was  further  resolved  that  the 
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House  of  Delegates  direct  the  Board  of 
Trustees  and  the  Officers  of  the  AMA  to  op- 
pose actively  and  forcefully  this  and  any 
future  attempts  by  HEW  or  any  other  fed- 
eral agencies  to  impose  conditions  and 
pledges  upon  the  medical  profession. 

Separation  of  Professional  Fees  and  Hos- 
pital Charges.  Hospital-based  medical  spe- 
cialists are  engaged  in  the  practice  of  medi- 
cine. The  fees  for  the  services  of  such 
specialists  should  not  be  merged  with  hospi- 
tal charges.  The  charges  for  the  services  of 
such  specialists  should  be  established, 
billed,  and  collected  by  the  medical  spe- 
cialist in  the  same  manner  as  are  the  fees 
of  other  physicians.  This  policy  statement 
was  adopted.  This  statement  was  amended 
by  adding  that  the  AMA  will  oppose  spe- 
cialists to  be  brought  under  Part  A of  Pub- 
lic Law  89-97,  which  deals  with  hospitals. 

There  are  many  heated  debates  on  the 
entire  matter  involved  with  the  Medicare 
law,  but  at  the  conclusion  of  the  conference 
and  the  two-day  special  session  of  the 
House  of  Delegates,  many  leaders  believed 
that  a much  clearer  understanding  and  val- 
uable information  had  been  presented  to 
clarify  in  the  minds  of  many  physicians,  the 
policy  to  be  followed  by  the  American  Med- 
ical Association,  and  physicians,  regarding 
Public  Law  89-97. 

ADOLESCENCE:  A SUBCULTURE  IN 
UNITED  STATES  SOCIETY 

A recent  paper  on  adolescence  is  thought- 
provoking  not  only  for  all  physicians  but 
especially  for  those  who  also  happen  to  be 
fathers. 

Although  adolescence  is  a well  recog- 
nized entity,  it  did  not  achieve  its  status  as 
a subculture  in  United  States  society  until 
about  1950.  Adolescent  culture  is  based 
upon  affluence  and  leisure.  Only  a rela- 
tively wealthy  society  can  maintain  a large 
segment  of  its  population  without  requiring 
it  to  be  productive.  The  adolescent  who 
participates  in  this  subculture  is  a youth 
between  the  ages  of  12  and  21  who  is  in 
school  or  unemployed.  As  soon  as  he  ob- 
tains full  time  employment  of  the  adult 
type  or  marries,  he  is  no  longer  a full- 
fledged  participant  in  the  teen-age  culture, 
although  he  may  continue  to  retain  some  of 


his  adolescent  values  and  attitudes. 

This  adolescent  subculture  can  be  iden- 
tified by  means  of  a variety  of  distinguish- 
ing characteritics.  Its  adherents  have  a 
distinctive  style  of  dress,  a specialized  vo- 
cabulary, their  own  leisure  activities,  their 
own  periodicals  and  their  special  entertain- 
ment idols  as  well  as  radio  and  television 
stations  that  program  largely  for  adoles- 
cents. Great  value  is  placed  upon  fun,  lei- 
sure and  material  possessions.  Their  major 
goal  is  happiness  and  what  they  do  is  often 
measured  by  how  much  it  will  contribute  to 
or  detract  from  happiness.  Group  confor- 
mance and  group  acceptance  are  so  impor- 
tant that  they  are  frequently  achieved  at  a 
cost  in  individuality.  Simultaneously  there 
is  a rejection  of  adult  values,  standards 
and  authority.  The  subjective  teenage  at- 
titude is  characterized  by  restlessness,  bore- 
dom and  a desire  for  excitement. 

The  development  of  this  subculture  can 
be  traced  to  various  conditions  in  United 
States  society.  These  include  the  special 
needs  of  the  adolescent  as  well  as  the  psy- 
chologic conditions  that  confront  him  as  he 
makes  his  way  to  adulthood.  The  adoles- 
cent has  vast  reservoirs  of  physical  and 
mental  energy  that  demand  activity,  excite- 
ment and  experimentation. 

In  addition,  special  features  of  the  adult 
society  help  to  account  for  youth  culture. 
Certain  commercial  interests  of  this  adult 
society  cater  to  and  indeed  work  to  foster 
the  discretionary  spending  and  unique  buy- 
ing habits  of  the  young  people.  The  adoles- 
cent subculture  results  in  the  spending  of 
$11  billion  and  is  the  object  of  vast  manu- 
facturing and  advertising  interests. 

Two  other  interrelated  features  of  the 
general  social  structure  that  foster  the  ado- 
lescent subculture  are:  First,  the  lack  in 
our  times  of  a society-serving  role  for 
youth,  and  second,  the  rapidly  changing  so- 
cial scene  that  has  altered  the  former  au- 
thoritarian role  of  parents.  Yesterday, 
adults  were  certain,  in  an  unchanging 
world,  that  their  values  were  sound  and 
their  predictions  safe.  Today,  in  our  rapid- 
ly changing,  technical,  urban,  nuclear 
world,  parents  cannot  predict  with  convic- 
tion. Thus,  their  guidance  is  hesitant  and 
uncertain. 
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There  are  certain  elements  in  the  United 
States  society  that  can  be  designated  as 
deleterious.  These  result  from  changes  in 
this  society.  This  has  become  an  age  of 
commercialism  and  realism  as  contrasted 
with  the  religious  and  puritan  ethic  atti- 
tudes long  held  in  this  country.  Leisure  and 
spending  have  supplanted  our  previous  ide- 
als of  work  and  saving.  Out  educational 
system  has  not  evolved  fast  enough  to  keep 
pace  with  technologic  advances  rapidly 
changing  the  complexion  of  society.  Anoth- 
er pathogenic  element  in  the  society  is  the 
popularization  and  embracing  of  the  Freud- 
ian ethic  with  its  peculiarly  United  States 
emphasis  on  permissiveness  and  sexuality 
as  the  means  to  a fully  realized  and  fully 
integrated  personality.  Finally,  there  has 
been  a general  abdication  of  adults  from  as- 
suming the  responsibilities  and  accepting 
the  uncertainties  of  guiding  the  young. 

Society  is  not  static.  The  individual 
must  be  aware  of  changing  processes,  em- 
erging trends  and  new  directions.  One  such 
trend  is  the  earlier  entrance  of  children 
into  this  culture.  Another  is  the  new  sex- 
ual code.  The  time-honored  tradition  of  the 
double  standard  and  chastity  for  girls  has 
given  way  under  the  impact  of  the  Freud- 
ian ethic,  the  idea  of  equality  for  women, 
the  custom  of  unchaperoned  and  steady 
dating,  the  efficiency  of  contraceptives  and 
the  availability  of  the  automobile.  The  new 
code  proclaims  sex  to  be  desirable  as  a ma- 
turing experience  and  as  a prelude  to  mar- 
riage. Inadvertent  pregnancy  is  not  the 
stigma  it  once  was,  especially  if  it  leads  to 
marriage,  which  seems  to  be  the  primary 
goal  of  many  of  the  girls.  In  fact,  pregnan- 
cy is  now  used  by  middle-class  girls  as  it 
has  long  been  used  in  some  peasant  socie- 
ties, to  precipitate  marriage.  Associated 
with  the  new  sexual  freedom  is  a trend  to- 
ward increasingly  younger  age  at  marriage 
and  as  a result  a shortened  contact  with 
our  educational  system. 

Inevitably  an  examination  of  the  adoles- 
cent subculture  raises  an  insistent  question. 
Should  not  the  concerned  adult  sector  play 
a more  active  role  in  shaping  the  adoles- 
cent’s experience  so  that  the  needs  of  the 
whole  society  are  better  met?  If  current 
trends  are  deemed  irreversible,  then  one 


must  passively  accept  the  probability  of  so- 
cial decay.  If,  on  the  other  hand,  one  be- 
lieves that  the  adult  sector  can  affect  the 
destiny  of  a society  through  its  child-rear- 
ing practices,  then  twenty  or  more  centu- 
ries of  experience  can  be  drawn  upon  for 
precedents  in  the  shaping  of  a vigorous  and 
viable  society.  Young  people  must  be  ac- 
tively guided  and  molded;  must  learn  to 
combine  freedom  with  regard  for  others; 
must  accept  personal  responsibility  for  the 
consequences  of  their  actions;  must  be  sub- 
jected to  the  most  rigorous  intellectual  dis- 
cipline of  which  they  are  capable;  must  be 
vigorously  challenged;  must  have  adult 
love  and  support  and  closeness  during  the 
growing-up  years;  must  learn  to  derive  sat- 
isfaction from  such  intangibles  as  accom- 
plishment and  integrity  and  service  and 
self-respect;  and  must  be  convinced  of  the 
importance  of  love  and  compassion  and  a 
reverence  for  life.  Finally,  and  most  im- 
portant, intimate  contact  with  significant 
adults  throughout  adolescence  can  counter- 
balance the  one-sided  influence  of  the  teen- 
age culture  and  provide  the  continuity  that 
is  necessary  for  the  effective  transmission 
of  a culture.  A.  B.  S. 
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Dr.  Jewell  E.  Clark,  83,  Forrest  Hill,  died  Septem- 
ber 10th. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Roane-Anderson  County  Medical  Society 

Dr.  Walter  E.  Nance,  associate  professor 
of  medicine  at  Vanderbilt  University,  was 
guest  speaker  at  the  meeting  of  the  Roane- 
Anderson  County  Medical  Society  on  Au- 
gust 31st.  Dr.  Nance’s  subject  was  “Medi- 
cal Genetics:  A century  After  Mendel.” 

At  the  meeting  of  the  Society  on  Septem- 
ber 21st,  the  scientific  program,  entitled 
“Newer  Trends  in  the  Treatment  of  Coro- 
nary Artery  Disease”  was  presented  by  Dr. 
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Joseph  E.  Acker,  Jr.  of  Knoxville.  The 
meetings  were  held  in  the  cafeteria  of  the 
Oak  Ridge  Hospital. 

Knoxville  Academy  of  Medicine 

The  September  14th  meeting  of  the  Aca- 
demy was  held  in  the  auditorium  of  the 
University  of  Tennessee  Hospital.  The  So- 
ciety’s Committee  on  Religion  and  Health 
sponsored  the  program  and  ministers  of  the 
Knoxville  area  were  invited  to  hear  a pres- 
entation by  Dr.  John  H.  Burkhart,  entitled 
“Religion  and  Medicine”  with  discussion  by 
The  Reverend  Paul  Dennington. 

Memphis-Shelby  County  Medical  Society 

The  Society  met  in  regular  session  in  the 
auditorium  of  the  Institute  of  Pathology  on 
September  7th.  The  scientific  program,  en- 
titled “Allergy”  was  presented  by  Dr.  Ber- 
nard Zussman. 

On  September  12th,  a thirty  minute  tele- 
vision program,  presented  by  the  Society’s 
Committee  on  Medicine  and  Religion,  was 
taped.  This  is  the  first  of  a series  of  pro- 
grams sponsored  by  the  Memphis  and  Shel- 
by County  Medical  Society.  The  programs 
will  consist  of  question-answer  discussions 
with  the  station  announcer  as  moderator 
and  three  panelists.  Two  physicians  and  a 
hospital  chaplain  will  comprise  the  panel. 
The  chaplain  chosen  for  the  panel  is  chair- 
man of  a committee  working  toward  estab- 
lishment of  a Pastoral  Training  Institute 
in  the  local  medical  center.  The  Chairman 
of  the  Committee  on  Medicine  and  Religion, 
Dr.  Fontaine  S.  Hill,  stated  that  the  com- 
mittee is  investigating  the  possibility  of  the 
tape  being  made  available  to  other  areas  of 
the  state. 

Consolidated  Medical  Assembly  of 
West  Tennessee 

The  Society  met  on  the  evening  of  Sep- 
tember 7th.  in  the  New  Southern  Hotel  at 
Jackson.  There  were  more  than  65  physi- 
cians present  for  dinner  and  the  program. 
Dr.  Baker  Hubbard,  Jackson,  introduced  the 
speaker,  Mr.  J.  E.  Ballentine,  Executive  Di- 
rector of  the  Tennessee  Medical  Associa- 
tion. Mr.  Ballentine  informed  the  members 
of  activities  occurring  in  the  state  associa- 


tion. He  spoke  on  the  forthcoming  regula- 
tions in  implementing  the  new  Medicare 
law  and  the  proposed  legislation  in  the 
heart,  cancer,  stroke  bill  (H.  R.  3140).  Fol- 
lowing the  presentation,  a film  entitled  the 
“Critical  Dimension,”  was  shown.  The  film 
was  informational,  showing  the  activities  in 
which  the  American  Medical  Association  is 
engaged. 
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The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

Despite  the  flood  of  major  health  meas- 
ures approved  by  Congress  this  year,  Presi- 
dent Johnson  apparently  plans  to  propose 
more  important  health  legislation  next 
year.  Health  has  been  given  No.  1 priority 
on  the  “great  society”  program,  it  appears. 

Johnson  has  been  telling  Congressmen  to 
think  in  terms  of  even  greater  strides  next 
year.  To  lay  the  groundwork  for  new  leg- 
islation, he  has  called  a White  House  Con- 
ference on  Health  November  3-4. 

Johnson  recently  took  the  occasion  of 
signing  two  health  bills  to  outline  his 
health  goals: 

— An  increase  in  the  average  life  expec- 
tancy from  the  present  70  years  to  75  years. 

— A reduction  in  infant  mortality  from 
the  present  rate  of  25  deaths  per  1,000 
births  to  16  per  1,000. 

— Virtual  elimination  of  polio,  diptheria 
and  typhoid  fever  and  an  end  to  tuberculo- 
sis, measles  and  whooping  cough. 

— A reduction  of  20  percent  in  deaths 
from  heart  disease,  cancer  and  stroke — the 
so-called  “killer  diseases”  that  now  account 
for  one-third  of  all  U.S.  deaths. 

— Elimination  of  death  and  disability 
among  children  caused  by  rheumatic  fever 
and  rheumatic  heart  disease. 

— Eradication  of  malaria  and  cholera 
from  the  entire  world. 

One  of  these  two  health  bills  he  signed 
into  law  authorizes  a three-year,  $280  mil- 
lion extension  of  the  Health  Research  Fa- 
cilities Act.  It  also  authorizes  three  addi- 
tional Assistant  Secretaries  of  HEW.  one 
for  Health  and  Medical  Affairs.  A special 
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assistant  to  the  secretary  had  been  the  top 
official  for  Health  and  Medical  Affairs. 

The  other  bill  amends  the  Vaccination 
Assistance  Act  and  extends  it  for  five 
years.  It  authorizes  Federal  expenditures  of 
$8  million  a year,  broadens  the  program  to 
include  measles  and  any  other  disease  des- 
ignated by  the  Surgeon  General  of  the 
Public  Health  Service  and  makes  the  im- 
munization program  a continuing  one,  rath- 
er than  “an  intensive  community  vaccina- 
tion (program)  of  limited  duration.” 
Expenditure  of  $45  million  during  the  next 
five  years  also  is  authorized  for  family 
health  clinics  for  migratory  workers. 

Neither  the  chairman  nor  the  vice  chair- 
man of  the  White  House  Conference  on 
Health  is  a physician.  However,  five  of  the 
nine  members  of  the  executive  committee  to 
plan  for  the  conference  are  physicians.  All 
were  appointed  by  Johnson. 

George  Beadle,  Ph.D.,  president  of  the 
University  of  Chicago,  will  be  chairman 
and  Boisfeuillet  Jones,  former  special  as- 
sistant to  the  HEW  Secretary,  vice  chair- 
man. 

Physicians  on  the  executive  committee 
are  Dwight  L.  Wilbur  of  San  Francisco,  a 
member  of  the  Board  of  Trustees  of  AMA; 
George  James,  New  York  health  commis- 
sioner; Lowell  T.  Coggeshall,  trustee  and 
former  dean  of  the  Medical  School,  Univer- 
sity of  Chicago;  Montague  Cobb,  professor 
of  anatomy,  Howard  University  Medical 
School  and  former  president  of  the  National 
Medical  Association,  and  Michael  E.  DeBak- 
ey,  professor  of  surgery,  Baylor  University. 

The  chief  executive  said  the  purpose  of 
the  conference  is  to  bring  together  “the 
best  minds  and  the  boldest  ideas  to  deal 
with  the  pressing  health  needs  of  the  na- 
tion.” He  said  he  hopes  the  conference  will 
develop  “creative  programs  that  will  bring 
better  health  to  every  American.” 

* 

The  Food  and  Drug  Administration  issued 
two  proposals  designed  to  eliminate  possi- 
ble causes  of  illness.  One  called  for  a re- 
duction in  the  amount  of  vitamin  D added 
to  food  products  and  the  other  for  pasteuri- 
zation of  commercial  egg  products. 


Last  November  Dr.  Robert  Cooke  of  Johns 
Hopkins  University  expressed  concern  that 
the  ingestion  of  excessive  amounts  of  vitam- 
in D was  a possible  cause  of  infantile 
hypercalcemia.  FDA  Commissioner  George 
P.  Larrick  then  invited  the  Committee  on 
Nutrition  of  the  American  Academy  of 
Pediatrics  and  a joint  committee  of  the 
Council  on  Foods  and  Nutrition  and  the 
Council  on  Drugs  of  the  American  Medical 
Association  to  look  into  this  problem. 

Both  committees  recommended  that, 
while  there  has  been  no  positive  demonstra- 
tion of  a cause  and  effect  relationship  of  vi- 
tamin D to  this  disease,  there  should  be  re- 
strictions on  the  marketing  of  foods  con- 
taining added  vitamin  D. 

The  committee  made  clear  that  there  is 
abundant  scientific  evidence  to  demonstrate 
that  an  excessive  intake  of  vitamin  D is  of 
no  value  and  that  400  USP  units  per  day 
will  meet  the  full  requirements  of  infants, 
children  and  nursing  mothers. 

Larrick  concluded  that  “prudence”  called 
on  limiting  the  amount  of  the  vitamin  add- 
ed to  foods. 

The  proposal  would  permit  the  continued 
addition  of  vitamin  D to  such  foods  as  milk, 
milk  products  and  infant  formulas  at  a lev- 
el of  400  USP  units  per  quart.  Over  the 
counter  vitamin  D preparations  would  be 
limited  to  a dosage  of  400  USP  units  of  vi- 
tamin D per  day.  Vitamin  D preparations 
containing  over  400  USP  units  per  day 
would  be  sold  only  on  prescription.  The 
proposal  would  deny  authority  for  the  addi- 
tion of  vitamin  D to  standardized  foods  such 
as  enriched  flour,  enriched  corn  meal,  en- 
riched rice,  enriched  macaroni  products,  en- 
riched bread  and  margarine. 

Requiring  pasteruization  of  commercial 
egg  products  was  aimed  at  eliminating  pos- 
sible hazards  to  consumers  from  Salmonella 
bacteria  in  foods  that  contain  eggs.  During 
the  past  fiscal  year,  220,150  pounds  of  egg 
products  were  seized  for  Salmonella  con- 
tamination. Such  products  are  used  as  in- 
gredients in  many  other  foods,  including 
premixed  and  ready-to-eat  foods  that  the 
house  wife  uses.  Egg  products  containing 
Salmonella  have  been  implicated  in  cases  of 
illness  caused  by  food. 
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Tennessee  Valley  Medical  Assembly 

The  13th  annual  Tennessee  Valley  Medi- 
cal Assembly,  sponsored  by  the  Chattanoo- 
ga and  Hamilton  County  Medical  Society, 
was  held  on  September  27-28.  Outstanding 
physicians  who  presented  papers  at  the 
meeting  were: 

Denton  A.  Colley,  M.D.,  Houston,  “Occlusive 
and  Aneurysmal  Disease  of  Major  Arteries.” 

R.  K.  Gilchrist,  M.D.,  Chicago,  “Principles  of 
Surgical  Treatment  of  Cancer  of  the  Colon  and 
Rectum.” 

Carl  V.  Moore,  M.D.,  St.  Louis,  “Immune 
Mechanisms  and  Their  Practical  Implications  in 
Hematologic  Disorders.” 

Joseph  F.  Artusio,  M.D.,  New  York,  “The  Mod- 
ern Era  of  Anesthesia.” 

E.  W.  Hefferson,  M.D.,  Boston,  “The  Medical 
Aspects  of  Gallbladder  Disease.” 

Alton  Ochsner,  M.D.,  New  Orleans,  “Treatment 
of  Melanoma.” 

Paul  Teschan,  M.D.,  Washington,  D.  C.,  “Clini- 
cal Assessment  of  Electrolyte  Balance  Problems.” 
George  Crile,  Jr.,  M.D.,  Cleveland,  “The  Factors 
Influencing  the  Metastasis  of  Cancer.” 

SYMPOSIUM:  John  W.  Hope,  M.D.  and  C.  Ev- 
erett Koop,  M.D.,  Philadelphia,  “Abdominal  Tu- 
mors in  Childhood.” 

Bernard  Lown,  M.D.,  Boston  “Cardioversion  of 
Arrhythmias.” 

Robert  Patterson,  M.  D.,  New  York,  “Fractures 
of  the  Neck  of  the  Humerus.” 

Amos  N.  Johnson,  M.D.,  Garland,  N.  C.,  “Prac- 
tical Office  Treatment  (Management)  of  Arthri- 
tis.” 

Claude  Welch,  M.D.,  Boston,  “Diverticulitis  of 
the  Colon.” 

David  P.  Boyd,  M.D.,  Boston,  “Hiatus  Hernia.” 
Leighton  Cluff,  M.D.,  Baltimore,  “A  Cricique  of 
Antibiotic  Therapy.” 

C.  Walton  Lillehei,  M.D.,  Minneapolis,  “Prog- 
ress in  Surgical  Treatment  of  Cardiac  Disease  in 
Adults.” 

Clifford  J.  Barborka,  M.D.,  Chicago,  “Diagnosis 
and  Treatment  of  Gastric  Ulcers.” 

Robert  H.  Barter,  M.D.,  Washington,  D.  C., 
“Management  of  Multiple  Gestation.” 

Ralph  T.  Overman,  Ph.D.,  Oak  Ridge,  “Fun- 
damental Problems  in  Isotopes  and  Scanning.” 

Two  lunchroom  symposia  were  held  each 
day  entitled,  “Management  of  Renal  Fail- 
ure”; “Neoplastic  and  Inflammatory  Lesions 
of  the  Colon”;  “Abnormal  Uterine  Bleed- 
ing”; and  “Recent  Advances  in  Treatment 
of  Cardiovascular  Disease.” 

A highlight  of  the  meeting  was  the  an- 


nual banquet  on  Monday  evening,  Septem- 
ber 27th.  Mr.  Edmund  H.  Harding  of 
Washington,  North  Carolina,  was  the  ban- 
quet speaker  and  chose  as  his  subject: 
“Come  Alive.” 

Automobile  Crash  Injury 
Research  Project 

Tennessee  is  the  30th  state  to  become  a 
participant  in  the  Automobile  Crash  Injury 
Research  Project  being  conducted  by  the 
Cornell  University  Aeronautical  Laborato- 
ry. The  program  has  been  endorsed  by  the 
Tennessee  Highway  Patrol,  State  Depart- 
ment of  Public  Health,  the  Tennessee  Hos- 
pital Association  and  the  Tennessee  Medi- 
cal Association. 

In  collecting  data  for  the  research  pro- 
gram, troopers  of  the  Tennessee  Highway 
Patrol  will  take  photographs  at  the  scene  of 
any  auto  accident  resulting  in  injury  and 
involving  a car  no  older  than  six  years. 
Doctors  and  hospitals  will  make  detailed  re- 
ports on  such  injuries,  and  the  Health  De- 
partment will  gather  these  facts  for  for- 
warding to  Cornell. 

The  study  will  move  about  the  Highway 
Patrol's  eight  districts  for  the  next  four 
years  and  will  be  in  each  district  for  at 
least  six  months.  Counties  included  in  the 
first  “six-month”  phase  of  the  Tennessee 
Program  are  Cheatham,  Davidson,  Dickson, 
Houston,  Humphreys,  Montgomery,  Robert- 
son, Rutherford,  Stewart,  Sumner,  William- 
son and  Wilson. 

Results  of  the  Crash  research  study  will 
be  available  to  all  state  agencies,  auto  man- 
ufacturing firms,  and  others  who  are  inter- 
ested in  Tennessee  highway  safety. 

New  Chapter  of  TAGP  Organized 

Approximately  50  doctors  from  a 15-coun- 
ty area  met  in  Shelbyville  on  August  26th 
to  organize  the  South  Central  Tennessee 
Chapter  of  the  Tennessee  Academy  of  Gen- 
eral Practice,  a unit  of  the  American  Acad- 
emy. Counties  represented  included  Coffee, 
Lincoln,  Bedford,  Moore,  Franklin,  Giles, 
Maury,  Marshall,  Hickman,  Humphreys, 
Lawrence,  Lewis,  Perry  and  Wayne. 

A feature  of  the  meeting  was  a seminar 
conducted  by  a panel  of  four  specialists 
who  are  members  of  the  faculty  at  Vander- 
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bilt  University  School  of  Medicine:  Drs.  R. 
H.  Kampmeier,  Harrison  Shull,  Eugene  M. 
Regen  and  Frank  E.  Whitacre. 

University  of  Tennessee 
College  of  Medicine 

The  UT  Medical  Units  have  added  facul- 
ty members  in  the  departments  of  medicine, 
pediatrics  and  neurology.  Dr.  Jason  L. 
Starr,  a graduate  of  the  Harvard  Universi- 
ty School  of  Medicine,  has  joined  the  De- 
partment of  Medicine;  Dr.  J.  T.  Jabbour 
and  Dr.  Phillip  George  have  been  named 
assistant  professor  in  the  Department  of 
Pediatrics,  and  Dr.  Hershel  P.  Wall  has 
been  appointed  instructor;  Dr.  Charles 
Cape,  a graduate  of  Bowman-Gray  School 
of  Medicine,  Chapel  Hill,  N.  C.,  has  been 
appointed  assistant  professor  in  the  Divi- 
sion of  Neurology. 

* 

Dr.  Nicholas  R.  Di  Luzio  has  been  named 
chairman  of  the  Department  of  Physiology 
and  Biophysics  after  approximately  a year 
as  acting  chairman. 

Vanderbilt  University 
School  of  Medicine 

Dr.  Vernon  H.  Reynolds,  assistant  profes- 
sor of  surgery  at  Vanderbilt  Medical 
School,  has  received  a $9,670  grant  from  the 
American  Cancer  Society  for  research  on 
the  possible  relationship  between  thyroid 
deficiency  and  breast  cancer.  The  grant  will 
finance  Dr.  Reynold’s  work  from  September 
1 through  February,  1967.  Dr.  Reynolds  is 
director  of  the  Cancer  Chemotherapy  Clinic 
at  Vanderbilt  Hospital. 

* 

Promotions  among  the  faculty  have  been 
the  following: 

To  Professor:  Rue  L.  Cromwell,  Ph.D., 
Psychiatry;  Leon  Cunningham,  Ph.D., 
Biochemistry,  and  William  J.  Darby,  M.D., 
Professor  of  Nutrition  in  Medicine. 

To  Associate  Professor:  Dr.  Norman 

Ende,  Pathology;  Dr.  William  D.  Salmon, 
Medicine,  B.  V.  Rama  Sastry,  Ph.D.,  Phar- 
macology; Dr.  John  Sawyers,  Surgery;  Dr. 
Charles  Zukoski,  Surgery;  Dr.  Joseph  H. 
Allen,  Radiology  and  Dr.  John  A.  Oates, 
Pharmacology  and  Medicine. 

To  Associate  Clinical  Professor:  Dr. 
George  W.  Bounds,  Jr.,  Opthalmology,  and 


Dr.  Bernard  Weinstein,  Surgery. 

To  Assistant  Professor:  Dr.  William  Fleet, 
Pediatrics;  Dr.  David  E.  Jenkins,  Medicine, 
and  Dr.  Kopecky,  Physiology. 

To  Assistant  Clinical  Professor:  Dr.  Abra- 
ham P.  Cheji,  Ophthalmology;  Dr.  Wallace 
H.  Faulk,  Jr.,  Ophthalmology;  Dr.  Jackson 
Harris,  Surgery;  Dr.  Charles  J.  Ladd,  Dental 
Surgery;  Dr.  Malcolm  R.  Lewis,  Surgery, 
and  Dr.  Jack  C.  Schmitt,  Dental  Surgery. 
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Dr.  McChesney  Goodall,  Jr.,  research  professor 
at  the  UT  Memorial  Research  Center,  Knoxville, 
since  1958  and  medical  director  of  the  Research 
Center  and  University  Hospital  from  1961  until 
1964,  has  been  named  to  a double  medical  and  re- 
search post  at  the  University  of  Texas  branch  at 
Galveston.  Dr.  Goodall  has  been  jointly  named  di- 
rector of  research  for  Shriners  Burn  Institute  and 
professor  of  surgical  research  at  the  University  of 
Texas  Medical  Branch. 

Dr.  Curtis  C.  Sexton  opened  his  office  in  the 
Lake  City  Hospital  September  1st  and  will  be  as- 
sociated with  Dr.  John  S.  Burrell  in  the  practice 
of  medicine. 

Dr.  Julius  G.  Parker,  formerly  associated  with 
the  Earl  Campbell  Clinic,  Chattanooga,  has  been 
named  chief  of  the  Department  of  Gastroenterolo- 
gy at  Montefiore  Hospital  in  New  York  City. 

Dr.  Alexander  F.  Russell,  Clarksville,  has  been 
appointed  director  of  student  health  services  at 
Austin  Peay  State  College  effective  September  1. 
Dr.  Russell  succeeds  Dr.  Edward  P.  Cutter  who 
resigned  to  pursue  a master’s  degree  in  public 
health  at  Johns  Hopkins  University. 

Dr.  Terresa  L.  Stallworth,  graduate  of  the  Uni- 
versity of  Tennessee  Medical  School  and  a Knox- 
ville native,  has  been  appointed  staff  physician  at 
Eastern  State  Hospital. 

Dr.  Thomas  White,  formerly  of  Lynch,  Ken- 
tucky, is  now  associated  with  Dr.  Frank  T.  Ruth- 
erford, Jr.  at  the  Rutherford  Clinic  in  Carthage. 

Dr.  Kirkland  Todd,  Jr.,  Nashville,  has  been  ap- 
pointed by  Governor  Clement  to  the  State  Public 
Health  Council.  Reappointed  to  the  Council  were: 
Dr.  William  H.  Oliver,  Nashville,  Dr.  Moore 
Moore,  Jr.,  Memphis,  and  Dr.  Louis  A.  Killeffer  of 
Harriman.  Dr.  James  W.  Hays  has  joined  Dr. 
Arthur  G.  Bond,  Nashville,  in  the  practice  of  neu- 
rological surgery. 

Dr.  Newton  B.  Griffin  has  joined  Dr.  Houston 
Sarratt,  Nashville  for  the  practice  of  gynecology 
and  obstetrics. 

Dr.  James  Hicks  Corey,  Jr.  and  Dr.  Millard  Roy 
Perrin,  Chattanooga,  have  announced  their  asso- 
ciation in  the  practice  of  pediatrics  at  4601  Brain- 
erd  Road. 

Dr.  Charles  R.  Moore,  a native  of  Houston,  Tex- 
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as,  plans  to  practice  medicine  in  McMinn  County 
after  December  1st  when  he  completes  his  service 
with  the  U.  S.  Army  Air  Corps  in  Viet  Nam.  He 
will  be  associated  with  Dr.  James  F.  Cleveland  at 
the  Cleveland  Clinic  in  Englewood. 

The  Federal  Aviation  Agency  has  awarded  a 
certificate  of  commendation  for  outstanding  serv- 
ice in  aviation  accident  investigation  to  Dr.  Robert 
F.,  Lash  of  Knoxville. 

Dr.  Paul  E.  Hawkins,  general,  surgeon,  has  an- 
nounced the  opening  of  his  office  at  the  Suburban 
Hospital  in  Hixson. 

Dr.  R.  H.  Kampmeier,  Nashville,  was  the  guest 
lecturer  at  St.  Joseph’s  Infirmary  of  Atlanta  on 
September  7th  and  8th. 

Dr.  William  Harrison,  director  of  the  Depart- 
ment of  Pathology  at  Holston  Valley  Community 
Hospital,  was  a guest  speaker  at  the  meeting  of 
the  local  section  of  the  Institute  of  Electrical  and 
Electronic  Engineers  on  September  9th. 

Five  physician  volunteers — the  first  to  arrive  in 
a group  for  PROJECT  VIET  NAM  service — landed 
September  5th  in  Saigon.  Dr.  Joe  F.  Bryant,  Leb- 
anon, surgeon,  is  one  of  the  five  physicians,  who 
will  serve  two  months  in  this  project. 

Dr.  William  C.  Alford,  Jr.  announces  the  open- 
ing of  his  office  in  Nashville  for  the  practice  of 
general  and  thoracic  surgery. 

Dr.  James  M.  High  has  joined  Doctors  Card  and 
Hagan,  Nashville  in  the  practice  of  internal  medi- 
cine. 

Dr.  Willard  O.  Tirrill,  III,  Nashville  has  opened 
his  office  for  the  practice  of  ophthalmology. 


BOOK  REVIEW 


Cellular  Injury.  Ciba  Foundation  Symposium. 
Edited  by  A.  V.  A.  De  Reuck,  M.Sc.,  and  Julie 
Knight,  B.A.  386  pages,  81  illustrations.  Bos- 
ton: Little,  Brown  and  Company,  1964.  Price 
$12.00. 

This  diverse  volume,  a sequel  to  the  Ciba  Foun- 
dation symposium  on  lysosomes,  presents  a fur- 
ther series  of  papers  on  the  cellular  and  biochemi- 
cal events  associated  with  lysosomal  action  espe- 
cially as  it  relates  to  cellular  damage  and  cellular 
pathology.  As  such,  it  is  of  primary  interest  to 
biochemists,  pathologists,  and  those  pursuing  basic 
studies  on  host-parasite  interaction.  As  usual, 
the  volume  is  well  printed,  the  illustrations  are 
exceptionally  well  produced,  and  the  extensive  in- 
clusion of  the  discussion  of  papers  often  provides 
the  most  illuminating  text. 


Calendar  of  Meetings,  1965-1966 

State 

Nov.  3-5  Tennessee  Academy  of  General 

Practice,  17th  Annual  Scientific 
Assembly  and  Congress  of 


Delegates,  and  East  Tennessee 
Heart  Association,  Annual 
Scientific  Symposium  (Novem- 
ber 5),  Gatlinburg  Auditorium, 
Gatlinburg,  Tennessee 

Feb.  27,  1966  State  and  County  Society 
Officers  Conference  of  the  Ten- 
n e s s e e Medical  Association, 
Hermitage  Hotel,  Nashville 


Regional 


Nov.  1-4 

Southern  Medical  Association, 
Houston,  Texas 

Nov.  4-6 

Southwestern  Medical  Associa- 
tion, 47th  Annual  Meeting, 
Sheraton  Motor  Inn,  El  Paso, 
Texas 

Nov.  15-17 

Medical  Society  of  District  of 
Columbia,  Washington-Hilton 
Hotel,  Washington,  D.C. 

Nov.  18-20 

Western  Surgical  Association, 
Homestead,  Hot  Springs,  Va. 

Jan.  28-30,  1966 

Southern  Radiological  Confer- 
ence, Grand  Hotel,  Point  Clear, 
Alabama 

Feb.  9-10 

Mid-South  Postgraduate  Medi- 
cal Assembly,  Memphis,  Ten- 
nessee 

Feb.  28 — Mar.  3 

Southeastern  Surgical  Con- 
gress, Marriott  Motor  Hotel, 
Atlanta 

National 

Oct.  18-22 

American  College  of  Surgeons, 
Annual  Clinical  Congress,  Den- 
nis Hotel,  Atlantic  City,  N.J. 

Oct.  23-28 

American  Academy  of  Pediat- 
rics, Palmer  House,  Chicago 

Oct.  24-27 

American  College  of  Gastroen- 
terology, Americana  Hotel,  Bal 
Harbour,  Fla. 

Oct.  27-29 

American  Cancer  Society,  Bilt- 
more  Hotel,  New  York 

Nov.  28 — Dec.  1 

American  Medical  Association, 
Clinical  Meeting,  Philadelphia 

Dec.  4-9 

American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 

Jan. 13-15,  1966 

American  College  of  Surgeons 
(sectional  meeting),  Americana 
Hotel,  Bal  Harbour,  Fla. 

Jan. 21-22 

American  Society  for  Surgery 
of  the  Hand,  Palmer  House, 
Chicago 

Jan. 22-27 

American  Academy  of  Ortho- 
paedic Surgeons  (members  and 
invited  guests  only),  Palmer 
House,  Chicago 

Jan.  31 — Feb.  2 

American  College  of  Surgeons 
(sectional  meeting),  Sheraton 
Lincoln  Hotel,  Houston,  Texas 

Feb.  2-6 

American  College  of  Cardiolo- 
gy, Conrad  Hilton  Hotel,  Chica- 
go 

Feb.  3-9 

Congress  on  Medical  Education. 
Palmer  House,  Chicago 

Feb.  8-12 

American  College  of  Radiology 
(members  only),  Drake  Hotel, 
Chicago 

Feb. 19-23 

American  Academy  of  Allergy 
(22nd  Annual  Meeting),  Ameri- 
cana Hotel,  New  York 
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accu - 
d to 

diagnosis  only 
the  develop- 
the  ven- 
pattern 

the  cranium.  The  reasons  for 


hormonal  im- 


are  not  clear. 


Since  Quincke’s  description  of  “Serous 
Meningitis”  in  1897,  over  500  cases  have 
been  reported  with  the  syndrome  of  in- 
creased intracranial  pressure  without  evi- 
dence of  a mass  lesion  or  definitive  neuro- 
logic disease.  To  support  this  definition  of 
pseudotumor  cerebri,  the  criteria  for  diag- 
nosis must  include  the  four  factors  shown 
in  table  1. 


Table  I 

Diagnostic  Criteria 

(1)  Papilledema 

(2)  Normal  C.S.F.  except  for  a high  manometric 
pressure 

(3)  Normal  diagnostic  studies:  ventriculography, 
pneumoencephalography,  angiography 

(4)  Absence  of  neurologic  deficits  not  produced 
solely  by  pressure 


The  essential  feature  in  the  diagnosis  of 
pseudotumor  cerebri  is  the  radiologic  dem- 
onstration of  a nondilated  and  normally 
situated  ventricular  system  despite  the  ob- 
jective clinical  manifestation  of  increased 
intracranial  pressure.  One  can  readily  ap- 
preciate that  prior  to  ventriculography 
(Dandy  1918)  this  diagnosis  would  have 
been  on  clinical  evidence  alone.  Except  for 
the  cases  with  overt  dural  sinus  thrombosis 
seen  with  otitis  or  mastoiditis,  many  of  the 
early  reported  cases  would  probably  not 
withstand  the  scrutiny  of  our  current  diag- 
nostic procedures.  However,  the  number 
reported  prior  to  the  use  of  ventriculogra- 
phy is  small,  and  the  increasing  use  of  air 
studies  on  patients  with  this  diagnostic 
problem  has  expanded  the  reported  cases  to 
its  present  number.  Pneumoencephalogra- 
phy in  the  face  of  intracranial  hypertension 
has  for  obvious  reasons  been  rarely  per- 
formed. Angiography  has  served  to  exclude 
early  mass  lesions  and  most  assuredly  has 
added  diagnostic  stability  and  reassurance 
to  the  inquiring  physician  when  this  syn- 
drome is  suspected. 

Table  2 depicts  the  source  and  date  of 


Patients  should  be  excluded  if  they  have 
an  obvious  extracranial  etiology  for  their 
intracranial  hypertension — i.e.,  mediastinal 
obstruction,  emphysema,  congestive  heart 
failure,  systemic  arterial  hypertension,  and 
patients  with  embarrassed  venous  drainage 
from  the  cranium  that  may  follow  a radical 
neck  dissection. 

*From  the  Division  of  Neurological  Surgery, 
Department  of  Surgery,  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tenn. 

The  opinions  expressed  are  those  of  the  authors 
and  not  necessarily  those  of  the  U.  S.  Navy  De- 
partment. 


Table  2 

Serous  meningitis Quincke,  1897 

* Pseudotumor  cerebri Nonne,  1904 

Tumor  equivalent Bailey,  1920 

Otitic  hydrocephalus Symonds,  1931 

Toxic  hydrocephalus McAlpine,  1937 

Hypertensive  meningeal 

hydrops Davidoff  & Dyke,  1936 

Intracranial  pressure  without 

brain  tumor Dandy,  1937 

Intracranial  pressure  of 

unknown  cause Sahs  & Hyndman,  1939 

Papilledema  of 

indeterminate  etiology Yaskin,  1949 

**Benign  intracranial 

hypertension  Symonds,  1956 

Greer,  1963 

""American 
**  British 
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many  of  the  diagnostic  titles  applied  to  this 
confusing  syndrome.  The  earliest  known 
reference  to  this  problem  was  in  Taylor’s 
textbook,  A Manual  of  the  Practice  of  Med- 
icine (1890) , in  which  he  noted  that  the 
presence  of  double  optic  neuritis  seen  in 
mastoid  suppuration  without  meningitis  or 
abscess  would  subside  satisfactorily  follow- 
ing simple  trephination  of  the  involved 
mastoid.  Quincke1  concluded  in  his  first  re- 
port of  patients  with  serous  meningitis  that 
an  excess  of  cerebrospinal  fluid  existed 
secondary  to  hypersecretion  of  the  choroid 
plexus.  In  1931,  Symonds,  2 noting  the  as- 
sociation with  infection  of  the  middle  ear, 
entitled  it  “otitic  hydrocephalus.”  He  pro- 
posed that  an  accumulation  of  cerebrospinal 
fluid  existed  secondary  to  hypersecretion  of 
the  choroid  plexus  or  to  a reduced  absorp- 
tion at  the  arachnoid  villi  secondary  to 
inflammatory  involvement.  In  1937,  Sy- 
monds1 added  5 cases  to  the  literature  in- 
criminating thrombophlebitis  with  thrombo- 
sis of  the  lateral  dural  sinus  or  cerebral 
veins,  again  secondary  to  otitis  media  and 
mastoiditis.  In  his  third  report  on  this  syn- 
drome (1956),  he  criticized  his  original 
term,  “otitic  hydrocephalus,”  and  requested 
it  be  supplanted  by  “benign  intracranial 
hypertension”  because  ventricular  dilata- 
tion was  not  a feature  of  the  syndrome.  He 
again  pointed  out  the  association  with  aural 
infections  and  cited  an  80%  incidence  of 
sixth  nerve  palsies.  The  etiologic  relation- 
ship of  thrombosis  of  the  dural  sinuses 
secondary  to  infections  of  the  ear  and  up- 
per respiratory  tract  became  established 
early  in  this  syndrome.  We  would  proba- 
bly see  more  similar  cases  currently  except 
for  the  use  of  antibiotics  with  the  resultant 
lower  incidence  of  otitis  media,  mastoiditis 
and  sinusitis. 

Dandy4  published  the  first  substantial 
clinical  series  in  1937  and  from  22  cases 
made  several  notable  conclusions:  (1)  fe- 
male predominance — 3.7:1)  (2)  rapid  fluct- 
uations of  pressure  and  the  presence  of  an 
excess  of  cerebrospinal  fluid  found  in  the  su- 
barachnoid space  at  the  time  of  subtempo- 
ral decompression,  the  procedure  he  used  to 
alleviate  the  longstanding  papilledema  and 
its  associated  optic  atrophy.  Penfield  sug- 
gested that  the  excess  fluid  could  have  been 


an  inflammatory  effusion  in  the  subdural 
space,  but  Dandy  unequivocally  refuted 
this.  A good  prognosis  was  assigned  to  this 
syndrome  though  Dandy  warned  that  when 
intracranial  hypertension  was  equivocal  in 
the  face  of  papilledema,  optic  neuritis  must 
be  considered. 

Additional  reports  continued  to  demon- 
strate a group  of  patients  distinct  from 
those  with  dural  sinus  thrombosis  and  to 
substantiate  the  female  predominance  and 
benign  and  self-limiting  course  without  se- 
quelae except  optic  atrophy  if  the  papil- 
ledema was  longstanding.  Women  with 
this  syndrome  were  commonly  obese,  in  the 
young  child-bearing  age  range,  and  encum- 
bered with  menstrual  irregularities  and  re- 
lative infertility. 

Zuidema  and  Cohen  (1954) 3 restudied  12 
of  Dandy’s  original  22  patients  and  added 
58  cases  of  their  own.  Two  of  the  early 
group  had  died  with  other  neurologic  enti- 
ties, namely, — saccular  aneurysm  and  mul- 
tiple sclerosis,  but  only  after  15  and  8 years 
respectively.  Of  the  58  new  cases,  19  pa- 
tients were  found  ultimately  to  have  other 
disorders  including  4 intracranial  tumors. 
This  established  a tumor  error  rate  of  6.8% 
in  dealing  with  this  syndrome.  The  re- 
maining 39  patients  with  well  documented 
pseudotumor  cerebri  contributed  the  fol- 
lowing data: — 44%  were  between  the  ages 
of  20  and  30;  3:1  female  predominance;  and 
frequent  association  with  abnormal  menses. 
One  case  from  both  the  original  and  later 
groups  appeared  in  early  pregnancy.  The 
prognosis  appeared  good  with  an  overall 
survival  rate  of  87  per  cent.  The  treatment 
included  repeated  lumbar  punctures  and 
subtemporal  decompression,  without  demon- 
strable effect  on  the  prognosis  except  in  re- 
gard to  the  prevention  of  optic  atrophy.5 

An  endocrinologic  factor  was  suggested 
in  1933,  by  Thomas,  and  again  in  1941,  by 
McCullagh,6  in  their  reports  of  premen- 
strual edema  associated  with  intracranial 
hypertension.  In  1952,  Walsh,"  and  several 
years  later  Jefferson8  reported  a clinical 
correlation  between  encephalopathy  with 
papilledema  and  Addison’s  disease,  relating 
the  cerebral  edema  to  suprarenal  insuffi- 
ciency. A disturbance  of  water  metabol- 
ism or  thrombosis  of  a dural  sinus  as  a 
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feature  of  Addison’s  disease  was  suspected, 
but  no  evidence  was  found  to  support  this 
at  autopsy.  Dees  and  McKay9  reported  3 
cases  of  pseudotumor  cerebri  after  a reduc- 
tion ' or  termination  of  steroid  therapy. 
These  were  asthmatic  children  in  whom  a 
change  in  therapy  was  dictated  by  the  de- 
velopment of  Cushing’s  syndrome.  Paterson, 
DePasquale  and  Mann,10  in  1961,  reported 
the  syndrome  occurring  in  pregnancy,  Ad- 
dison’s disease,  stress  situations,  in  obese 
children  and  in  young  women  with  men- 
strual dysfunction,  suggesting  a common 
state  of  functional  hyperpituitarism. 

Greer’s11  1963  reports  included  11  pediat- 
ric cases  with  probable  dural  sinus  throm- 
bosis, 5 with  papilledema  following  a reduc- 
tion or  cessation  of  steroid  therapy,  7 in  the 
first  four  months  of  pregnancy,  10  young 
girls  with  a transient  self-limiting  syn- 
drome associated  with  menarche,  and  7 
young  obese  women  with  menstrual  irregu- 
larities and  infertility.  He  suggested  a 
state  of  relative  adrenal  insufficiency  possi- 
bly related  to  the  high  estrogen  state  com- 
mon in  several  of  these  categories.  He  was 
unable  to  document  laboratory  abnormali- 
ties in  electrolytes  or  steroid  excretion,  and 
therefore,  no  consistent  medical  therapy 
was  attempted.  In  1964,  Walker12  added  4 
cases  to  the  24  reported  cases  of  pseudotu- 
mor cerebri  associated  with  prolonged  cort- 
icosteroid therapy,  noting  that  the  syn- 
drome appeared  usually  after  a reduction  of 
dosage  or  change  in  type  of  steroid. 

It  is  intriguing  to  seek  a common  etiologic 
theme  for  all  the  categories  and  the  chal- 
lenge is  encouraged  by  information  attest- 
ing to:  steroid  fluctuations  in  relation  to  es- 
trogen, tissue  response  to  steroids,  potassi- 
um shift  and  edema  secondary  to  steroids,13 
steroid  excretion  rate  in  obese  children,14 
and  the  endocrinologic  basis  for  thrombo- 
phlebitis and  thrombosis.13’ 16  There  is  an 
etiologic  connotation  to  the  therapeutic  use 
of  steroids  which  evolved  from  well  docu- 
mented but  poorly  understood  experimental 
success.17  Currently  steroids  are  used  to 
combat  cerebral  edema  secondary  to  neo- 
plasm, trauma,  ischemia,  operative  manipu- 
lation and  the  idiopathic  states.  More  par- 
ticularly obvious  is  the  iatrogenic  pseudotu- 
mor syndrome  seen  when  we  reduce  or  ter- 


minate such  therapy  abruptly.  We  there- 
fore are  faced  with  a strong  supposition, 
without  definitive  laboratory  evidence,  that 
a common  endocrine  imbalance  in  the  pitui- 
tary-adrenal-ovarian complex  may  be  the 
basis  for  this  syndrome. 

Clinical  Material 

With  this  background  the  cases  of  pseu- 
dotumor cerebri  from  the  Vanderbilt  Uni- 
versity Hospital  were  reviewed.  This  data 
was  derived  from  a survey  of  the  clinical 
records  of  this  institution  since  1925,  which 
included  all  the  previously  mentioned  diag- 
nostic titles,  plus  a large  number  coded  sim- 
ply as  “suspected  intracranial  tumor.” 
Thirty-four  cases  met  the  absolute  criteria 
for  pseudotumor  cerebri  as  given  in  the 
opening  remarks.  These  were  then  cate- 
gorized into  possible  etiologic  groups  as  fol- 
lows: 

I.  (15  cases.)  Women  between  the  ages  of  16 
and  29,  commonly  with  a history  of  menstrual 
irregularities  and  obesity  (1  case  in  early  preg- 
nancy). (Table  3.) 

II.  (4  cases.)  Peripubertal  females,  ages  11  to 
16,  transient  syndromes  without  sequelae.  Three 
with  documented  secondary  sex  characteristics 
without  menses,  indicating  imminent  menarche, 
and  1 case  dating  menarche  to  the  month  prior 
to  her  evaluation  for  symptoms  which  had  been 
present  3 months.  (Table  4.) 

III.  (10  cases.)  Eight  were  males  ranging  in 
age  from  2 to  12.  Two  cases  secondary  to  with- 
drawal from  steroids,  4 with  a history  of  otitis 
media  or  respiratory  tract  infections  prior  to  their 
intracranial  hypertensive  syndrome,  2 patients 
who  had  received  Terramycin  for  several  days 
prior  to  symptoms  and  papilledema.  Increased 
intracranial  pressure  secondary  to  this  drug  has 
been  documented.  Two  cases  of  obesity  in  chil- 
dren. (Table  5.) 

IV.  (6  cases.)  Adults  over  35  years  of  age,  in- 
cluding 5 women  with  histories  indicating  im- 
minent or  recent  menopause.  The  only  adult 
male  (Case  16)  is  included  herein,  the  fallacy  of 
which  becomes  obvious  later.  (Table  6.) 

Followup  data  was  compiled  from  out-pa- 
tient records,  subsequent  hospitalization 
charts,  mailed  questionnaires  and  records  of 
the  State  Vital  Statistics  Office  and  includ- 
ed information  on  31  of  the  34  patients, 
with  followup  from  6 months  to  30  years. 
Over  80%  were  followed  for  at  least  a year. 
When  one  considers  a slowly  growing  neo- 
plasm of  either  the  magnitude  or  strategic 
location  to  incite  papilledema,  even  the  less 
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than  one  year  period  of  observation  would 
seem  to  be  of  value,  albeit  not  adequate. 

Our  primary  interest  was  to  establish  our 
rate  of  diagnostic  error.  Three  patients 
(8.8%)  proceeded  to  develop  a distinct  neu- 
rologic disease.  Case  9,  diagnosed  as  pseu- 


dotumor cerebri  on  sound  clinical  and  diag- 
nostic evidence,  had  exacerbations  of  her 
syndrome  despite  steroid  therapy,  lumbar 
punctures  and  a spinoperitoneal  shunt.  Six 
months  later  she  entered  a neighboring  hos- 
pital, comatose,  and  had  a four  month  pro- 
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gressive  course  to  death.  Postmortem  ex- 
amination revealed  a glioblastoma  multi- 
forme of  the  corpus  callosum,  infiltrating 
extensively  into  both  hemispheres.  The  pa- 
tient in  Case  4 entered  another  hospital  one 


month  following  the  diagnosis  of  pseudotu- 
mor cerebri,  and  during  a frontal  approach 
for  a ventriculogram  a large  chronic  subdu- 
ral hematoma  was  entered  and  evacuated. 
In  Case  16  of  the  only  adult  male  in  our  se- 
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ries,  the  patient  manifested  ventricular  di- 
latation and  a filling  defect  on  his  third  re- 
evaluation,  18  months  after  his  original  di- 
agnosis. This  permitted  the  successful  re- 
section of  a papilloma  of  the  choroid  plexus 
and  the  abatement  of  his  syndrome. 

This  8.8%  overall  diagnostic  error  rate 
and  5.8%  tumor  error  rate  is  frustrating.  A 
close  scrutiny  of  the  data  reveals  several 
valuable  lessons.  In  Case  16  obviously  dis- 
tinguishes itself  by  the  sex  and  one  should 
probably  not  accept  this  diagnosis  for  an 
adult  male  in  view  of  the  probability  of  se- 
rious error.  Case  4 is  unique  in  the  female 
category  by  virtue  of  normal  menses  and 
weight.  The  error  resulted,  however,  from 
unsatisfactory  diagnostic  evaluation  based 
on  an  angiogram  which,  due  to  a subintimal 
injection  of  the  left  carotid,  and  a technical 
x-ray  failure  during  the  series  on  the  right, 
resulted  in  no  anteroposterior  visualization 
of  either  internal  carotid  intracranially. 
The  normal  menses  and  weight  should  have 
indicated  the  need  for  absolute  diagnostic 
data  before  labeling  this  case  pseudotumor 
cerebri.  In  Case  9 the  patient  was  obese 
but  had  normal  menses.  Her  original  diag- 
nostic evaluation  appeared  normal  and  ade- 
quate. This  one  case  probably  represents 
the  inevitable  tumor  error  rate  for  our  se- 
ries of  3.1  per  cent.  This  points  out  the  in- 
security of  the  diagnosis  and  the  absolute 
necessity  of  adequate  early  followup. 

A 17.6%  occurrence  of  optic  atrophy  with 
permanent  uncorrectable  loss  of  visual  acu- 
ity substantiates  the  need  of  early  and 
sufficient  therapy.  The  main-stay  current- 
ly, on  essentially  an  empiric  basis,  is  the 
use  of  steroids  (dexamethasone)  in  ade- 
quate amounts  for  as  long  as  necessary,  and 
then  tapering  it  off  very  slowly  after  the 
papilledema  and  symptoms  abate.  Subtem- 
poral decompression  has  not  been  used  in 
the  past  10  years  at  Vanderbilt  University 
Hospital  for  this  syndrome.  One  lumbar- 
peritoneal  shunt  is  recorded,  but  unfortu- 
nately was  a futile  effort  in  Case  9. 

Extracting  the  diagnostic  errors,  the  re- 
currence rate  was  only  6.4%  and  such  a 
course  should  alert  one  to  the  possibility  of 
error.  No  familial  or  racial  tendency  was 
found  and  our  data  revealed  no  evidence  of 
related  systemic  diseases.  There  were  no 


overt  endocrinopathies  of  the  classical  clini- 
cal variants  in  our  series.  (Table  7) . 

Table  7 

Follow-up  data 
31  of  34  Patients 

80%  Followed  for  one  .year  or  more 
Diagnostic  errors  (Nos.  4,  9 & 16)  8.8% 
Tumor  errors  (Nos.  9 & 16)  5.8% 

Optic  atrophy,  17.6% 

Recurrence  rate,  6.4% 

Conclusions 

1.  The  syndrome  of  pseudotumor  cerebri 
seems  to  develop  in  some  individuals  who 
have  an  alteration  in  their  pituitary-adre- 
nal relationship,  by  a mechanism  that  is  yet 
unknown. 

2.  Pseudotumor  cerebri  may  occur  as  a 
reflection  of  occlusion  of  the  dural  venous 
sinus  secondary  to  aural  infections. 

3.  The  diagnosis  of  pseudotumor  cerebri 
should  not  be  made  without  a detailed 
study  to  rule  out  intracranical  space-taking 
lesions  and  an  adequate,  long-term  follow- 
up. 

4.  The  premature  adoption  of  this  diag- 
nosis may  result  in  a serious  clinical  misad- 
venture. 

5.  Further  studies  regarding  the  hormon- 
al aspects  of  this  disorder  are  indicated. 
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Acute  Myocardial  Infarction  in  258  Cases  of  Dia- 
betes, Immediate  Mortality  and  Five-Year  Sur- 
vival. Partamian,  Jean  O.  and  Bradley,  Robert 
F.:  New  England  J.  Med.  273:455,  1965. 

Two  hundred  and  fifty-eight  hospitalized  dia- 
betic patients,  who  had  had  an  acute  myocardial 
infarction,  were  studied  with  reference  to  the  im- 
mediate mortality,  associated  prognostic  factors 
and  five-year  survival.  The  mortality  results 
were  compared  with  similar  studies  of  diabetic 
patients  and  with  mortality  figures  involving  the 
general  population.  The  patients  were  all  admit- 
ted to  the  Joslin  Clinic  Service  of  the  New  Eng- 
land Deaconess  Hospital  in  Boston  from  1954  to 
1958.  One  hundred  and  fourteen  men  and  144 
women  with  a mean  age  of  61.9  years  were  in- 
cluded in  the  study.  The  mean  duration  of  dia- 
betes was  15.3  years;  53  of  the  patients  had  sur- 
vived one  or  more  previous  infarctions.  Immedi- 
ate mortality  was  defined  as  death  occurring 
within  two  months  of  the  acute  infarction. 

Among  the  patients  with  an  initial  myocardial 
infarction,  38%  died  within  two  months.  Those 
with  previous  infarctions  had  a mortality  rate  of 
54.7  percent.  The  immediate  mortality  rate  in 
other  reported  series  of  diabetic  patients  varied 
from  30.8  to  60.8%,  and  in  the  general  population 
the  mortality  rates  reported  varied  from  15  to  47 
percent. 


The  five-year  survival  rate  was  37.8%  for  pa- 
tients having  single  infarctions  and  25%  for  those 
with  previous  myocardial  injury.  The  cause  of 
death  was  overwhelmingly  recurrent  myocardial 
infarctions. 

Immediate  mortality  was  increased  among  the 
diabetic  patients  with  advanced  age,  long  dura- 
tion of  diabetes  and  the  presence  of  either  shock, 
azotemia,  ketosis  or  congestive  heart  failure.  Fac- 
tors such  as  obesity,  hypertension,  previous  con- 
gestive heart  failure,  angina,  peripheral  vascular 
disease  or  diabetic  retinopathy  did  not  affect  the 
immediate  mortality  rate. 

All  factors  previously  mentioned  increased  the 
five-year  mortality  rate  except  obesity,  previous 
congestive  heart  failure,  angina  and  diabetic  reti- 
nopathy. The  location  of  the  infarction  made  no 
prognostic  difference  except  for  a slightly  better 
five-year  survival  in  the  group  with  inferior  in- 
farctions. 

Other  factors  noted  in  the  study  were:  (1.)  the 
low  incidence  of  thrombo-embolism  (16  out  of 
205),  (2.)  increased  incidence  of  “painless’  infarc- 
tion (21.4%),  (3.)  increased  incidence  of  post- 
operative infarctions  (8.9%),  (4.)  low  incidence 
of  hypoglycemia  at  time  of  infarction  among  pa- 
tients on  insulin  (one  out  of  224).  (Abstracted 
for  the  Middle  Tennessee  Heart  Association  by 
James  M.  Hudgins,  M.D.,  Nashville.) 
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The  author  reviews  problems  in  giving  anesthetics  to  infants  and  children,  and  makes  suggestions 

for  their  safe  use. 

Pediatric  Anesthesia* 


JAMES  H.  PRICE,  M.D.,f  Birmingham,  Ala. 


Many  anesthesiologists  view  pediatric  an- 
esthesia as  a frightening  experience  which 
is  only  related  to  adult  anesthesia  in  a rath- 
er remote  way.  There  are  certainly  some 
differences,  but  these  are  not  radical  depar- 
tures from  the  sound  physiologic  and  phar- 
macologic principles  on  which  modern  an- 
esthesiology is  based.  The  differences  are 
related  to  the  small  size  of  the  patient  and 
the  need  for  anesthetic  equipment  which  is 
designed  to  meet  the  needs  of  these  smaller 
patients.  Some  well-known  anatomic  and 
physiologic  differences  between  the  child 
and  the  adult  dictate  the  special  require- 
ments for  anesthesia  for  these  patients. 
Most  of  our  problems  arise  in  the  child 
weighing  less  that  30  pounds  who  is  under 
3 years  of  age.  The  smaller  the  child,  the 
greater  is  the  risk  of  making  an  error  in 
clinical  judgment  concerning  the  anesthetic 
management  of  the  child.  Safe  anesthesia 
for  the  pediatric  patient  is  administered  by 
the  alert  clinician  who  understands  the 
physiology  of  children;  who  constantly  ex- 
pects trouble;  and  who  makes  plans  by 
which  to  avoid  the  anticipated  mishaps. 

For  the  purposes  of  this  discussion,  a neo- 
nate is  a new-born  infant  or  an  infant 
weighing  less  than  10  pounds.  An  infant  is 
a child  who  weighs  less  than  30  pounds.  A 
child  is  considered  as  being  any  person 
weighing  between  30  and  60  pounds,  while 
patients  who  weigh  more  than  60  pounds 
can  generally  be  handled  as  are  adult  pa- 
tients, quite  safely.  The  availability  of  an- 
esthetic equipment  which  is  specifically  de- 

*Read before  the  Section  on  Anesthesiology, 
Southern  Medical  Association,  Nov.  16-19,  1964, 
Memphis,  Tenn. 

tFrom  the  Department  of  Anesthesiology,  Uni- 
versity of  Tennessee,  College  of  Medicine,  Mem- 
phis, Tenn. 

Dr.  Price  is  now  in  the  Department  of  Anes- 
thesiology, The  University  of  Alabama  Medical 
Center,  Birmingham,  Ala. 


signed  for  pediatric  use,  newer  anesthetic 
agents  and  better  use  of  older  anesthetic 
agents,  and  particularly  the  increasing 
numbers  of  adequately  trained  anesthesiol- 
ogists have  eliminated  much  of  the  danger 
associated  with  pediatric  anesthesia.  While 
the  safety  of  administering  anesthesia  to  in- 
fants and  children  has  increased  remarka- 
bly, there  is  still  a somewhat  greater  risk 
involved  when  administering  anesthesia  to 
a healthy  neonate  or  infant  than  there 
would  be  for  performing  a similar  proce- 
dure for  a healthy  adult.  This  is  primarily 
because  of  the  anatomic  and  physiologic 
differences  involving  the  respiratory  sys- 
tem, the  cardiovascular  system,  and  the 
temperature  regulating  mechanism. 

Before  an  anesthetic  is  administered  to  a 
pediatric  patient,  we  must  become  com- 
pletely informed  about  both  the  physical 
and  the  emotional  state  of  the  patient.  A 
definite  plan  of  anesthesia,  including  agents 
and  technics,  should  be  formulated  and  fol- 
lowed. Alternate  plans  must  also  be  prep- 
ared so  the  anesthesiologist  can  change  the 
anesthetic  or  the  method  of  administration 
if  necessary.  The  presence  of  a properly 
functioning  suction  apparatus  with  suitable 
sizes  of  suction  catheters  is  even  more 
essential  than  for  the  adult  patient.  Intra- 
venous fluids  are  not  necessary  in  all  cases, 
but  if  they  are  needed  an  intravenous  pipe- 
line must  be  established  utilizing  a needle, 
an  intracath,  or  a venous  cut-down.  Many 
people  wait  until  the  child  is  anesthetized 
before  securing  an  intravenous  route  as 
this  is  more  pleasant  for  the  child  and  is 
easier  to  accomplish  because  of  the  venous 
dilatation  which  follows  general  anesthesia. 
The  rapidity  of  the  onset  of  intramuscular 
succinylcholine,  in  the  event  of  severe  la- 
ryngospasm,  makes  it  reasonably  safe  to 
wait  until  the  patient  is  asleep  before  per- 
forming the  venipuncture. 
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All  of  the  drugs  which  might  be  used,  in- 
cluding anesthetic  agents,  should  be  in  the 
operating  area  where  they  are  immediately 
available.  The  anesthetic  machine  should 
be  checked  to  insure  proper  functioning 
and  to  verify  the  presence  of  an  adequate 
oxygen  supply.  Equipment  should  be 
available  with  which  to  secure  an  airway 
and  to  ventilate  the  patient  under  all  cir- 
cumstances. It  is  important  to  monitor  the 
temperature  of  neonates  and  infants  and  to 
have  some  method  of  warming  these  pa- 
tients in  the  event  of  unintentional  hypo- 
thermia. Occasionally  it  is  necessary  to  cool 
a patient  during  the  operation  to  avoid 
hyperpyrexia  and  the  associated  increase  in 
metabolism  and  the  tendency  toward  acido- 
sis which  accompany  this.  It  is  generally 
true  that  the  fewer  drugs  used,  the  sim- 
plest technics  which  are  feasible,  and  the 
absence  of  unnecessary  equipment  make  for 
more  satisfactory  pediatric  anesthesia.  All 
anesthetic  equipment,  agents,  and  technics 
are  chosen  on  the  basis  of  what  is  safest  for 
the  patient  and  secondarily  on  the  needs  of 
the  surgeon  and  the  anesthesiologist. 

Useful  Pediatric  Equipment 

Concerted  efforts  by  anestheiologists 
throughout  the  medical  world  resulted  in 
the  development  of  excellent  equipment 
which  is  well  designed  and  adapted  for  use 
on  children.  The  single  most  significant  ad- 
vance has  been  the  development  of  the  low- 
resistance  infant  circle  that  allows  closed 
systems  of  anesthesia  to  be  safely  adminis- 
tered to  children.  This  opened  the  way 
for  the  use  of  cyclopropane,  which  is  one  of 
the  more  useful  agents  in  pediatric  anesthe- 
sia. For  years,  because  good  pediatric 
equipment  was  not  available,  most  pediatric 
anesthesia  consisted  of  open  “drop”  or 
insufflation  administration  of  diethyl  ether. 
It  is  no  longer  true  that  open  “drop”  ether 
is  the  safest  method  for  anesthetizing  a 
child.  Advances  in  pediatric  anesthesiology, 
and  these  advances  in  anesthesia  were 
needed  in  order  that  pediatric  surgery 
could  be  developed  fully.  It  is  desirable 
that  the  equipment  used  for  pediatric  pa- 
tients have  minimal  dead  space  and  as  lit- 
tle internal  resistance  as  possible  to  prevent 
an  accumulation  of  carbon  dioxide  with  its 
well-known  dangers. 


A mask  for  open  “drop”  anesthesia 
should  be  small  enough  to  minimize  carbon 
dioxide  “build-up.”  When  anesthesia  is  ad- 
ministered by  the  open  “drop”  technic,  it  is 
desirable  to  administer  oxygen  under  the 
mask  by  a catheter  or  by  a direct  connec- 
tion to  the  mask  itself  to  prevent  hypoxia. 
Open  “drop”  anesthesia  for  the  pediatric 
patient  is  probably  a less  desirable  method 
of  anesthesia  because  of  the  following  rea- 
sons: (1)  the  anesthesiologist  does  not  have 
close  control  over  the  delivered  concentra- 
tion of  the  agent;  (2)  there  is  increased 
dead  space  which  tends  to  allow  carbon 
dioxide  to  accumulate  under  the  mask;  (3) 
there  is  a tendency  for  hypoxia  to  develop 
unless  supplementary  oxygen  is  added;  (4) 
equipment  must  be  at  hand  which  would 
enable  the  anesthesiologist  to  either  assist 
or  control  respiration  should  this  become 
necessary;  (5)  the  open  “drop”  administra- 
tion of  the  diethyl  ether  tends  to  cause  a 
drop  in  body  temperature,  especially  in  the 
neonate  and  infant;  and  (6)  the  respiratory 
mucusa  becomes  dehydrated.  The  open 
“drop”  technics  in  anesthesia  have  been  re- 
placed by  non-rebreathing  technics  in  many 
centers.  The  Ayre’s  T-tube  is  quite  useful 
in  patients  who  are  intubated  and  the  non- 
rebreathing valves  (Leigh,  Stephen-Slater, 
Fink,  Rubin,  etc.)  are  used  with  either  a 
mask  or  endotracheal  catheter.  The  carbon 
dioxide  circle  absorption  systems  are  of 
small  size,  have  a minimal  dead  space,  and 
light  weight  valves  which  offer  very  little 
resistance.  The  small  resistance,  inherent  in 
any  valve,  is  easily  overcome  by  assisting 
respirations.  The  circle  absorption  system 
decreases  the  amount  of  anesthetic  agent 
which  is  used  because  the  agent  is  returned 
to  the  patient  after  the  carbon  dioxide  is 
absorbed.  The  inspired  gases  remain  in  a 
fairly  stable  state,  relative  to  water  vapor 
tension  and  temperature,  so  the  child  is  not 
dehydrated  and  neither  heated  nor  cooled. 
There  have  been  several  efficient  pediatric 
circle  absorption  systems  which  have  been 
widely  used.  The  first  was  designed  by 
Doctor  Leigh  and  later  modified  and  im- 
proved. The  two  most  widely  used  circle 
absorption  systems  at  the  present  time  are 
the  Ohio  infant  circle  (Fig.  1)  and  the 
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Bloomquist  infant  circle  (Fig.  2) . 


The  “to-and-fro”  technic  of  administering 
pediatric  anesthesia  is  steadily  falling  into 
disuse.  This  technic  avoids  the  use  of  valves 
within  the  anesthetic  circuit  and  therefore 
offers  very  little  internal  resistance.  This 
advantage  is  offset  by  the  awkwardness  of 
the  system,  by  the  tendency  for  carbon 
dioxide  to  accumulate  after  the  canister  is 
used  for  a short  time,  by  the  tendency  for 
heat  to  accumulate  and  be  transferred  to 
the  patient,  and  by  the  possibility  of  the  in- 
halation of  soda  lime  dust  into  the  respira- 
tory tract  of  the  patient.  Most  anesthesiol- 
ogists feel  the  disadvantages  more  than  out- 


weigh the  advantages  of  this  technic. 

Regulation  of  temperature  during  opera- 
tion is  most  important  for  the  neonate  and 
the  infant  but  also  to  a lesser  degree  for 
the  child  and  the  adult.  Temperatures  are 
very  easily  monitored  during  operation  by 
the  use  of  a thermister  thermometer  which 
may  be  placed  either  rectally  or  in  the 
esophagus.  If  a thermister  thermometer  is 
not  available,  the  temperature  of  the  patient 
can  be  monitored  using  a stubby  glass-stem 
mercury  thermometer  in  the  pharynx,  the 
nose,  or  in  the  axilla  during  the  operation. 
In  most  instances,  readings  of  the  rectal 
temperature  is  quite  satisfactory  but  the 
esophageal  temperature  is  a more  desirable 
guide  if  moderate  to  deep  hypothermia  is  to 
be  employed.  It  is  quite  possible  for  a neo- 
nate or  infant  to  have  a decrease  of  body 
temperature  of  5 or  6°  C.  during  the  prep- 
aration of  the  skin  and  draping  of  the  sur- 
gical field.  It  is  equally  important,  though 
infrequent,  that  an  elevation  of  tempera- 
ture be  detected  and  corrected  by  the  use 
of  ice-bags  or  hypothermia  blanket,  and  hy- 
perventilation with  little  or  no  rebreathing. 
A very  sophisticated  unit  which  is  capable 
of  both  heating  and  cooling  a patient  auto- 
matically is  available  for  use  in  the  operat- 
ing room  (Fig.  3).  This  unit  is  not  explo- 
sion-proof and  must  be  mounted  above  a 
five-foot  level  if  explosive  agents  are  in  use. 
If  nonflammable  drugs  are  to  be  used  for 
the  anesthesia,  a simple  heating  pad  which 
is  well  padded  to  prevent  burns  of  the  in- 
fant is  efficient  and  quite  safe.  When  flam- 
mable substances  are  to  be  used  we  fre- 
quently place  one  or  two  hot  water  bottles 
beneath  an  inverted  padded  instrument 
tray  or  directly  under  the  patient.  This  is 
not  only  effective  in  maintaining  body  tem- 
perature and  not  creating  an  explosion  haz- 
ard but  has  the  additional  advantage  of 
being  readily  available  and  inexpensive. 
The  elaborateness  of  the  temperature  moni- 
tors and  of  the  devices  used  to  correct  any 
changes  noted  is  not  important.  It  is  the  an- 
esthesiologist who  ultimately  must  act  upon 
these  changes  and  return  the  patient  to  the 
desired  range  of  temperature.  Hypothermia 
in  itself  depresses  respiration,  reduces  body 
metabolism  thereby  decreasing  oxygen  re- 
quirements and  carbon  dioxide  production. 
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Fig.  3.  Aquamatic  K-thermia  Unit.  Pads  are 
placed  around  the  patient  and  the  machine  uti- 
lized to  control  the  body  temperature.  A monitor 
probe  is  inserted  into  the  esophagus  through  the 
right  nostril.  This  unit  can  be  used  for  continuous 
heating,  continuous  cooling,  or  to  heat  and/or 
cool  according  to  the  temperature  of  the  patient. 


depresses  blood  pressure  and  pulse  rate 
after  an  initial  rise,  and  alters  the  action  of 
the  muscle  relaxants.  Hypothermia  antag- 
onizes the  action  of  curare  whereas  it  po- 
tentiates the  action  of  succinylcholine. 

Before  beginning  any  anesthetic,  whether 
in  the  adult  patient  or  the  pediatric  patient, 
we  must  have  facilities  for  maintaining  an 
airway  under  all  circumstances.  This 
means  that  we  must  have  good  suction 
equipment  available  as  well  as  oropharyn- 
geal airways  and  nasal  airways.  We  must 
have  all  equipment  available  to  perform  im- 
mediate endotracheal  intubation  if  this  is 
needed.  Because  of  the  small  size  of  the  en- 
dotracheal lumen  of  the  neonate  and  of  the 
infant,  we  perform  endotracheal  intuba- 
tions with  thin-walled  non-cuffed  endotra- 
cheal tubes  unless  the  head  is  to  be  manip- 
ulated in  such  a way  as  to  endanger  the 
stability  of  the  airway.  It  is  possible  to  de- 
crease the  size  of  the  lumen  significantly  by 
placing  the  endotracheal  tube  on  a smaller 
size  connector.  To  avoid  this  we  attempt 
to  intubate  the  patient  with  the  largest 
tube  that  does  not  traumatize  the  vocal 


cords  or  the  cricord  constriction  and  then 
eliminate  anything  from  the  system  which 
has  a smaller  cross  sectional  area  than  the 
endotracheal  tube  itself.  Infants  tolerate 
endotracheal  intubation  very  well  and  are 
intubated  without  hesitation  whenever  it  is 
felt  to  be  needed.  Indications  for  infant 
endotracheal  intubation  are  the  same  as  for 
adult  intubation. 

Monitoring  needs  for  pediatric  anesthesia 
are  generally  met  by  the  use  of  modest 
equipment.  Depth  of  anesthesia  can  be  fol- 
lowed very  well  using  respiration,  muscle 
tone,  and  the  eye  signs.  The  cardiovascu- 
lar system  is  monitored  by  use  of  a precor- 
dial stethoscope  (which  may  be  replaced  by 
a stethoscope  on  the  left  posterior  chest 
wall  or  in  the  esophagus)  and  a blood  pres- 
sure cuff.  This  information  is  augmented 
by  observation  of  the  color  of  the  patient, 
capillary  circulation,  and  the  appearance  of 
the  blood  in  the  surgical  field.  In  a few  pa- 
tients we  require  an  electrocardiographic 
monitor  and  occasionally  record  a venous  or 
direct  arterial  pressure.  Only  rarely  do  we 
believe  it  necessary  to  monitor  by  an  elec- 
troencephalogram to  evaluate  cerebral  cir- 
culation as  well  as  depth  of  anesthesia.  We 
do  think  that  it  is  important  to  monitor  the 
temperature  of  the  patient  as  mentioned 
earlier.  The  respiratory  system  can  be  satis- 
factorily monitored  by  observation  of  chest 
expansion,  breath  sounds  as  heard  with  the 
stethoscope  and  the  color  of  the  blood  in 
the  wound.  We  find  it  necessary  to  check 
the  arterial  oxygen  saturation,  the  pCOo, 
and  pH.  of  the  blood  in  some  of  the  patients 
who  require  extracorporeal  circulation  or 
moderately  deep  hypothermia. 

Pediatric  Anatomic  Differences 

The  very  obvious  differences  between  the 
child  and  the  adult  are  those  of  size,  but 
there  are  other  variations.  The  infant  has 
a head  that  is  proportionately  much  larger 
than  that  of  the  adult  and,  because  of  the 
weakness  of  the  muscles,  the  head  appears 
to  be  supported  poorly.  The  large  head 
causes  acute  flexation  of  the  neck  and  leads 
to  obstruction  of  the  upper  respiratory 
tract.  This  is  frequently  overcome  by  plac- 
ing a small  pad  under  the  shoulders  to  les- 
sen the  acute  angulation,  but  if  the  pad  is 
not  removed  before  intubation  is  attempted 
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it  makes  the  job  more  difficult.  A few 
adults  have  a “bull”  neck  (one  that  is  short 
and  thick)  but  this  is  characteristic  of  the 
neonatal  and  infant  neck.  The  shoulders 
and  chest  of  the  adult  are  generally  larger 
than  that  of  the  abdomen  whereas  the  re- 
verse is  true  in  smaller  patients.  The  larger 
and  more  protuberant  abdomen  of  the  neo- 
nate and  infant  tend  to  embarrass  respira- 
tion somewhat  by  restricting  diaphragmatic 
movement.  In  comparing  the  child  with 
the  adult,  a relationship  to  body  surface 
area  is  probably  more  accurate  than  is  a re- 
lationship based  upon  age,  weight,  or 
length  of  the  body. 

Central  Nervous  System.  The  cerebral 
cortex  of  the  neonate  and  infant  is  relative- 
ly underdeveloped  in  that  there  is  a sparsi- 
ty of  cellular  structures.  The  cellular  de- 
velopment has  increased  markedly  by  the 
time  the  infant  is  6 months  old.  Myelination 
of  all  nerve  fibers  is  incomplete  at  birth 
and  the  myelination  of  the  larger  motor 
nerve  fibers  is  not  completed  until  the  child 
is  about  2 years  of  age.  The  spinal  cord  is 
relatively  long  in  infant  as  compared  to  the 
adult,  and  extends  one  and  one-half  to  two 
vertebra  lower  in  the  child  than  in  the 
adult.  This  means  that  in  the  infant  the  spi- 
nal cord  may  extend  to  the  lower  part  of 
the  body  of  the  third  lumbar  vertebra. 

Body  structure.  Bone  development  is,  of 
course,  incomplete  in  the  infant  and  in  fact 
many  of  the  bones  have  not  begun  to  ossify. 
The  bony  structure  that  is  present  is  gener- 
ally soft  and  flexible.  The  newborn  infant 
apparently  has  all  of  the  muscle  fibers  it 
will  ever  have,  but  these  fibers  are  very 
weak  and  under-developed.  The  flabby 
muscles  offer  very  poor  support  to  the  in- 
fant and,  in  fact,  fatigue  very  easily.  The 
easy  fatigability  of  the  muscles  in  an  in- 
fant explains  why  a small  child  cannot  tol- 
erate partial  obstruction  to  an  airway.  The 
infant  can  work  harder  to  ventilate  himself 
for  only  a short  period  of  time,  after  which 
the  muscles  become  fatigued  and  it  becomes 
impossible  for  the  child  to  adequately  oxy- 
genate himself. 

Thoracic  Cage.  The  thorax  of  the  infant 
and  the  neonate  is  small.  This  smallness  in 
size  is  both  relative  and  absolute.  The  chest 
is  shaped  like  an  inverted  funnel,  the  upper 


part  of  the  thoracic  cage  is  quite  narrow  as 
compared  to  the  shape  of  the  thoracic  cage 
of  an  adult.  The  wider  part  of  the  thoracic 
cage,  the  lower  part,  is  not  used  because 
the  diaphragm  is  pushed  up  by  the  abdomi- 
nal contents.  The  ribs  themselves  are  soft 
and  flexible  and  therefore  do  not  expand 
the  chest  easily.  The  ribs  are  in  an  almost 
horizontal  position  in  the  infant  and  neona- 
tal child  so  that  contraction  of  the  accesso- 
ry muscles  of  respiration  does  not  increase 
the  antero-posterior  diameter  of  the  chest. 
This  is  compounded  by  the  fact  that  the 
muscles  themselves  are  very  weak  and  are 
ineffectual  in  increasing  the  size  of  the 
thoracic  cavity.  All  of  these  items  combine 
to  make  the  thoracic  cage  relatively  smaller 
than  would  be  desirable.  The  lungs  are 
restricted  by  the  small  size  of  the  thorax 
and  this  results  in  a very  small  tidal  vol- 
ume of  respiration. 

Upper  Respiratory  Tract.  In  the  neonate 
and  infant  this  differs  in  several  interesting 
ways  from  that  of  the  adult.  The  nares  and 
nasal  passages  are  comparatively  smaller 
than  those  of  the  adult,  and  there  is  fre- 
quently enlargement  of  the  tonsils  and  ade- 
noids. Because  of  this  many  infants  are 
“mouth-breathers.”  The  tongue  is  quite 
large  and  tends  to  obstruct  the  upper  respi- 
ratory tract  if  it  is  permitted  to  fall  back 
into  the  pharynx,  or  if  it  is  pushed  up 
against  the  hard  palate  because  of  pressure 
under  the  chin.  When  the  chin  is  support- 
ed it  must  be  through  the  use  of  pressure  at 
the  angles  of  the  mandible  or  at  the  tip  of 
the  mandible  rather  than  the  soft  tissue  in 
the  submental  area.  The  glottis  in  the 
child  is  higher  and  more  anterior  than  in 
the  adult.  The  epiglottis  often  is  long  and 
narrow  and  the  cartilagenous  support  is 
usually  poor  giving  it  a “floppy”  appear- 
ance or  consistancy.  The  epiglottis  very 
easily  becomes  edematous  and  this  can  be 
precipitated  by  very  slight  trauma  during 
intubation  or  from  simple  overhydration  of 
the  patient.  The  vocal  cords  slant  upward 
and  posteriorly  from  their  anterior  attach- 
ment on  the  thyroid  cartilage.  This  causes 
the  larynx  to  appear  smaller  than  it  actual- 
ly is  and  can  permit  an  endotracheal  tube 
to  “hang-up”  at  the  anterior  commissure. 
The  cricoid  cartilage  may  be  the  narrowest 
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part  of  the  glottis  in  children.  It  is  not  at 
all  unusual  to  pass  an  endotracheal  tube 
past  the  vocal  cords  only  to  find  that  it  will 
not  pass  the  cricoid  cartilage.  Because  of 
the  possible  narrowing  at  the  cricoid  carti- 
lage, the  infant’s  larynx  is  frequently  de- 
scribed as  being  funnel-shaped. 

Lower  Respiratory  Tract.  The  entire 
lower  respiratory  tract  has  a relatively 
small  lumen.  The  cartilagenous  support  is 
weak  and  the  trachea  has  been  known  to 
collapse  rather  easily.  The  trachea  of  the 
neonate  may  be  as  short  as  4 cm.  measuring 
from  the  cords  to  the  carina.  After  the  en- 
dotracheal tube  passes  the  cricoid  cartilage, 
it  can  only  be  advanced  2.5  to  3 cm.  before 
passing  into  one  of  the  main  stem  bronchi. 
The  angles  of  bifurcation  of  the  trachea  in 
the  infants  are  equal,  being  approximately 
60  degrees.  After  the  child  is  about  3 years 
of  age,  the  right  main  stem  bronchus  comes 
off  at  an  angle  of  approximately  25  degrees 
while  the  left  comes  off  at  an  angle  of 
about  45  degrees.  If  an  endotracheal  tube 
is  advanced  too  far  in  the  infant  or  younger 
child,  the  tip  of  the  catheter  will  enter  the 
left  bronchus  almost  as  often  as  it  will  the 
right.  With  the  older  child  or  an  adult,  the 
catheter  almost  always  enters  the  right 
main  stem  bronchus  because  of  the  more 
acute  angle  of  bifurcation  and  the  smaller 
size  of  the  left  main  stem  bronchus.  The 
dead  space  of  the  respiratory  tract  of  the 
infant  is  approximately  1 cc.  per  pound  of 
body  weight.  This  relationship  to  dead 
space  remains  constant  throughout  life. 

Kidneys.  At  birth  the  kidney  appears  to 
be  fully  developed,  but  the  glomeruli  and 
tubules  do  not  mature  functionally  for  sev- 
eral months.  In  the  premature  infant  the 
kidney  is  histalogically  immature  and  func- 
tion is  restricted.  The  neonate  can  survive 
if  dehydration  or  overhydration  is  avoided. 
It  may  require  as  much  as  20  to  24  months 
before  the  kidney  is  functioning  well 
enough  to  tolerate  injury. 

Thymus.  This  is  relatively  large  in  the 
newborn  infant.  It  is  possible  that  the 
large  size  of  the  thymus  may  cause  some 
respiratory  embarrassment  by  pressure 
upon  the  trachea.  It  is  not  thought  that  an 
enlarged  thymus  can  cause  complete  respi- 


ratory obstruction  as  was  accepted  at  one 
time. 

Physiologic  Characteristics  of  Pediatric  Patients 

Physiologic  processes  in  the  infant  and 
child  are  generally  accelerated  over  similar 
processes  in  the  adult.  Some  activities  are 
slow  to  develop  in  the  neonate,  particularly 
activity  of  the  central  nervous  system  and 
renal  function.  Basal  oxygen  requirement 
for  the  neonate  is  approximately  6 cc.  per 
kg.  per  minute  and  is  even  more  in  the  two 
to  three  year  old  child.  By  comparison,  the 
requirement  for  the  adult  patient  is  approx- 
imately 4 cc.  per  kg.  per  minute.  These  ox- 
ygen requirements  are  altered  by  tempera- 
ture (1%  per  1°  C.  change),  illness,  physical 
activity,  emotional  upset,  endocrine  imbal- 
ance, etc. 

Central  Nervous  System.  The  outstand- 
ing characteristic  of  the  infant’s  nervous 
system  is  its  instability.  The  neonate  pre- 
sumably has  decreased  irritability  of  the 
nervous  system  as  manifest  by  its  decreased 
response  to  painful  stimuli.  It  has  a high 
pain  threshold  and  generally  responds  more 
to  hunger  than  to  pain.  This  may  be  ex- 
plained by  an  inability  of  the  cortex  to  per- 
ceive pain  or  to  a failure  to  localize  and 
identify  the  stimulation.  Though  the  neo- 
natal central  nervous  system  demonstrates 
decreased  activity  in  the  instance  cited 
above,  it  proceeds  to  confuse  us  by  being 
more  prone  to  show  irritability  (convul- 
sions) of  the  central  nervous  system  than  it 
does  in  the  adult.  This  convulsive  tenden- 
cy in  the  child  may  be  manifest  only  by 
twitching  or  may  progress  to  full-blown 
clonic  convulsive  seizures.  Seizures  are 
frequently  associated  with  hyperthermia, 
dehydration,  electrolyte  imbalance  o r 
hypoxia.  There  is  a clinical  impression  that 
the  neonate  can  tolerate  hypoxia  longer 
than  the  adult  without  detectable  damage 
to  the  central  nervous  system.  This  is  phys- 
iologically unsound  but  appears  to  be  fac- 
tual. It  does  not  mean,  however,  that 
hypoxia  is  less  important  in  the  neonate 
than  in  the  adult  patient.  Activity  of  the 
neonatal  central  nervous  system  is  demon- 
strated by  vagal  slowing  of  the  heart  fol- 
lowing mild  hypoxia  or  very  light  planes  of 
general  anesthesia.  Yet,  the  same  child 
will  tolerate  laryngoscopy  and  endotracheal 
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intubation  while  awake  quite  safely  and 
with  little  or  no  vagal  bradycardia. 

Cardiovascular  System.  Fortunately  for 
all  concerned,  the  pediatric  cardiovascular 
system  is  tough  and  dependable.  It  seldom 
fails  unexpectedly,  but  when  it  does  fail 
the  circulatory  distress  progresses  rapidly 
to  hypoxia.  A child’s  heart  recovers  readi- 
ly from  insults  associated  with  disease, 
hypoxia,  impaired  blood  supply,  or  surgical 
stimulation  if  the  percipatating  cause  is  re- 
moved. The  blood  volume  of  the  neonate  is 
about  85  cc.  per  kg.  of  body  weight,  for  the 
infant  80  to  85  cc.  per  kg.,  for  the  child  75 
to  80  cc.  per  kg.  Healthy  kiddies  will  tol- 
erate a blood  loss  of  10%  of  the  calculated 
blood  volume  without  serious  effect.  If  more 
than  10%  of  the  calculated  blood  volume  is 
lost  they  may  suddenly  go  into  shock.  A 
transfusion  of  10%  of  the  calculated  blood 
volume  is  tolerated  with  very  little  danger 
of  overloading  the  normal  heart.  A fre- 
quently used  formula  for  transfusions  in 
children  is  to  give  10  cc.  of  blood  per  pound 
of  body  weight  plus  the  replacement  of 
known  losses. 

Very  careful  monitoring  of  the  heart  rate 
and  the  blood  pressure  will  usually  give 
the  first  indication  of  impending  shock.  The 
pulse  rate  increases,  the  pulse  pressure  nar- 
rows, the  systolic  pressure  begins  to  drop, 
and  small  artery  pulsations  decrease  per- 
ceptively when  shock  occurs.  We  try  to  re- 
place blood  as  it  is  lost  in  neonates  and  in- 
fants for  shock  occurs  rapidly.  We  estimate 
blood  loss  during  operation  by  observing 
the  surgical  field  and  the  drapes  and  use 
this  estimation  to  adjust  the  known  loss 
which  is  found  by  weighing  the  blood  on 
the  surgical  sponges.  The  sponges  are 
weighed  when  they  are  clean  and  dry  and 
then  weighed  again  after  the  absorption  of 
blood.  From  the  weight  of  the  blood  on  the 
sponges,  we  can  calculate  the  number  of  cc. 
of  blood  which  have  been  absorbed.  If  the 
clinical  signs  indicate  shock  but  the  meas- 
ured blood  loss  has  been  replaced,  addition- 
al blood  is  given  while  watching  carefully 
to  avoid  circulatory  overload.  If  blood  loss 
is  properly  replaced,  shock  can  be  prevent- 
ed. It  is  generally  true  that  less  administra- 
tion of  blood  is  required  to  prevent  shock 
than  is  required  to  treat  shock.  If  as  much 


as  50%  of  the  calculated  blood  volume  is  re- 
placed during  operation,  we  warm  the 
blood  that  is  administered  to  prevent  inad- 
vertent cooling  of  the  child. 

The  hemoglobin  level  is  high  at  birth  and 
then  falls  rapidly  over  a period  of  10  to  14 
days,  until  it  is  slightly  below  adult  levels. 
Monitoring  of  blood  pressure  is  reliable  in  a 
child  and  blood  pressure  is  stable  during 
anesthesia  unless  there  is  a change  in  blood 
volume  excessive  depth  of  anesthesia,  or 
reflexes  which  may  occur  when  the  level  of 
anesthesia  is  too  light.  The  pulse  rate  dur- 
ing anesthesia,  like  the  blood  pressure,  is 
variable  for  the  group  but  reasonably  sta- 
ble for  the  individual.  During  anesthesia 
the  rate  may  range  from  80  to  200  per  min- 
ute. The  pulse  rate  is  carefully  observed 
and  any  change  is  recorded  so  that  tachy- 
cardia or  bradycardia  may  be  detected  ear- 
ly. If  the  base  rate  is  150  beats  per  minute, 
a rate  of  180  per  minute  would  represent 
tachycardia  for  that  patient  and  would 
need  to  be  investigated.  After  a child 
reaches  4 or  5 years  of  age,  the  anesthetized 
heart  rate  is  only  slightly  greater  than  that 
of  the  adult  patient.  Tachycardia  may  be 
the  result  of  an  elevated  pCCb,  beginning 
hypoxia,  low  blood  volume  and  impending 
shock,  or  a light  plane  of  anesthesia.  It  is 
not  unusual  to  observe  sinus  arrhythmia  in 
these  patients  which  will  disappear  after 
the  patient  is  anesthetized  or  after  the  pa- 
tient receives  an  adequate  amount  of  atro- 
pine. Serious  arrythmias  in  children  are 
unusual.  Bradycardia  may  be  present  with 
the  rate  of  100  per  minute  if  the  base  rate 
was  high,  but  does  not  cause  serious  anxie- 
ty for  the  anesthesiologist  unless  the  rate 
drops  to  80  per  minute  or  below. 

Respiratory  System.  The  purpose  of  res- 
piration is  to  provide  oxygen  and  to  re- 
move carbon  dioxide.  It  also  functions  to 
help  maintain  body  temperature,  water  bal- 
ance, and  acid  base  balance.  The  rate  and 
depth  of  respiration  are  controlled  by  the 
respiratory  centers  located  in  the  medulla 
and  pons.  The  respiratory  centers  are  the 
inspiratory  center,  expiratory  center,  pneu- 
motaxic  center,  and  apneustic  center.  The 
individual  centers  are  interconnected  and 
stimulate  or  inhibit  each  other,  but  there 
are  also  other  stimuli  which  act  upon  the 
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respiratory  centers.  Stretch  receptors  in 
the  lungs  are  stimulated  when  the  lung  is 
distended  causing  inhibition  of  the  inspira- 
tory center  and  stimulation  of  the  expirato- 
ry center.  This  is  known  as  the  Hering- 
Breuer  reflex.  The  respiratory  centers  are 
affected  by  alterations  of  the  carbon  diox- 
ide content  of  the  blood  and  of  the  tissues. 
The  neonate  has  a low  pC02  which  does 
not  attain  adult  levels  for  almost  two 
weeks.  Some  investigators  believe  that  the 
pC02  is  not  important  in  initiating  and  con- 
trolling respiration  in  the  newborn  infant, 
but  this  has  not  been  documented.  An  in- 
crease in  the  tissue  pC02  stimulates  the 
respiratory  centers  so  that  both  rate  and 
depth  of  respiration  are  increased.  This  in- 
crease in  ventilation  eliminates  excess  car- 
bon dioxide  and  allows  the  tissue  pC02  to 
return  to  normal.  A sudden  increase  in  the 
blood  and  tissue  pC02  may  not  stimulate 
the  respiratory  center  and  may  even  de- 
press it.  With  a chronically  elevated  pC02 
and  lowered  p02,  the  respiratory  center 
responds  only  to  the  hypoxia  and  apnea 
will  follow  the  administration  of  oxygen. 

The  respiratory  center  is  also  stimulated 
by  a decreased  pH  (increased  hydrogen  ion 
content)  of  the  blood  and  surrounding  tis- 
sues. This  effect  is  independent  of  the  effect 
caused  by  carbon  dioxide  and  the  two  stim- 
uli may  either  neutralize  or  potentiate  each 
other.  The  two  chemical  factors,  the  pC02 
and  pH,  are  most  important  in  the  control 
of  respiration  but  there  is  some  influence 
by  the  blood  oxygen  content.  Hypoxia,  act- 
ing through  the  carotid  and  aortic  bodies, 
can  reflexly  stimulate  the  respiratory  cen- 
ter but  this  stimuli  is  weak  compared  to  the 
direct  stimulation  associated  with  increased 
carbon  dioxide  and  decreased  pH.  The 
respiratory  center  is  also  influenced  by  oth- 
er factors.  A weak  stimulus  arises  reflexly 
from  the  baroreceptors,  particularly  the 
carotid  sinus,  when  hypotension  develops. 
Emotional  factors  (fear,  anger,  etc.) 
influence  the  respiratory  rate  in  patients  of 
all  ages  and  generally  causes  hyperventila- 
tion. Elevated  body  temperature  causes 
some  stimulation  of  the  respiratory  center 
while  a decrease  in  body  temperature  de- 
presses the  respiratory  center.  This  may  be 
due  to  a greater  or  lessor  production  of  car- 


bon dioxide  associated  with  the  increased 
or  decreased  metabolism.  Hypermetabolism 
in  the  neonate  and  child  of  2 to  4 years  of 
age  stimulates  the  respiratory  center 
through  increased  heat  production  and 
through  the  increased  production  of  carbon 
dioxide.  The  respiratory  center  is  also  un- 
der cortical  control  so  that  a person  can 
voluntarily  hyperventilate  or  hypoventilate 
themselves.  Muscular  activity,  presumably 
from  proprioceptive  reflexes,  also  stimulates 
the  respiratory  center.  If  the  muscles  of 
respiration  are  weak,  as  is  frequently  seen 
in  the  neonate,  respiration  will  be  inade- 
quate regardless  of  the  stimuli  from  the 
respiratory  center.  The  respiratory  center 
may  be  depressed  by  narcotic  drugs,  an- 
esthetic agents,  or  central  nervous  system 
injury  or  disease. 

The  respiratory  rate  and  rhythm  of  the 
neonate  and  infant  tends  to  vary  some  dur- 
ing anesthesia  but  a sustained  change  re- 
quires investigation.  Any  prolonged  in- 
crease in  the  rate  and  depth  of  respiration 
fatigues  the  neonate  and  infant  rapidly  so 
that  the  ability  to  maintain  ventilation  is 
impaired.  The  respiratory  rate  may  normal- 
ly be  as  high  as  70  per  minute  for  the  neo- 
nate and  infant  and  as  much  as  40  per  min- 
ute for  the  child.  A look  at  the  Radford 
normogram  comparing  tidal  volumes  at  var- 
ious respiratory  rates  demonstrates  the  de- 
creasing tidal  volume  which  is  expected 
with  an  increased  rate.  This  chart  is  help- 
ful in  estimating  the  needed  minute  volume 
for  a patient  when  a nonrebreathing  tech- 
nic is  used.  With  nonrebreathing  technics, 
one  supplies  a gas-flow  which  is  at  least  one 
and  a half  or  two  times  the  estimated  min- 
ute volume.  Irregular  respiration  can  be  of 
several  types  and  is  of  little  importance. 
Breath-holding  is  frequently  seen  during 
induction  of  anesthesia  and  can  usually  be 
corrected  by  decreasing  the  concentration 
of  the  inhaled  anesthetic  vapor.  Premature 
infants  characteristically  have  irregular  or 
periodic  respiration,  this  is  also  seen  occa- 
sionally in  the  neonate  or  infant.  The  respi- 
ratory movements  of  the  neonate  may  be 
jerky  or  cogwheel  in  character  rather  than 
the  smooth  co-ordinated  respiration  of  the 
older  child  or  adult.  A periodic  sigh  of  a 
sighing  type  of  respiration  is  usually  asso- 
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ciated  with  the  lighter  levels  of  anesthesia. 
Children  who  are  anesthetized  with  ether 
frequently  demonstrate  a sobbing  type  of 
respiration  which  most  often  follows  after  a 
prolonged  induction.  A painful  stimulus  to 
the  awake  patient  or  deeper  levels  of  an- 
esthesia in  the  unconscious  patient  will  fre- 
quently stop  these  respiratory  irregulari- 
ties. The  depressed  respiration  of  deep  an- 
esthesia is  characterized  by  diaphragmatic 
respiration,  loss  of  intercostal  function,  de- 
creased alveolar  ventilation  and  frequently 
by  a tracheal  tug.  Deeper  anesthesia  in  the 
patient  breathing  spontaneously  can  often 
be  identified  by  a quiet,  short  inspiration 
and  a forceful,  longer  expiration.  In  lighter 
levels  of  anesthesia,  one  notes  harsh-sound- 
ing forceful  inspiration  and  easy  expiration. 
If  the  alveolar  ventilation  is  decreased, 
respiration  should  be  either  assisten  or  con- 
trolled. Hiccups  can  become  such  a problem 
that  we  must  use  muscle  relaxants  and  con- 
trol respiration  to  avoid  hypoventilation. 

When  a smaller  child  is  anesthetized,  one 
must  be  constantly  alert  to  prevent  a build- 
up of  carbon  dioxide.  This  can  occur  be- 
cause of  dead  space  in  the  anesthetic  sys- 
tem or  to  resistance  which  is  inherent  in 
any  anesthetic  circuit  utilizing  directional 
valves.  Dead  space  is  minimized  by  using 
small  masks,  but  for  long  operative  proce- 
dures children  should  be  intubated  to  de- 
crease the  dead  space.  High  flows  of  gases 
to  the  patient  help  to  wash  the  carbon  diox- 
ide from  under  the  mask  but  are  not 
efficient  enough  to  prevent  some  elevation 
of  the  carbon  dioxide  content.  The  build-up 
of  carbon  dioxide  can  be  prevented  or  mini- 
mized by  the  proper  use  of  a carbon  dioxide 
absorber  or  the  use  of  a nonrebreathing  an- 
esthetic system  if  the  dead  space  is  con- 
trolled. The  valve  resistance  mentioned 
above  can  be  easily  overcome  by  partially 
assisting  the  patient’s  respiration  or  by  ac- 
tively controlling  respiration.  Tachypnea 
in  the  anesthetized  child  is  most  frequently 
due  to  partial  obstruction  upper  airway  and 
can  be  seen  in  the  child  who  is  intubated. 

Liver  and  Kidney  Function.  Liver  func- 
tion is  probably  somewhat  depressed  in  the 
newborn  infant  for  about  one  week.  After 
this  period  hepatic  function  rapidly  ap- 


proaches that  of  the  adult.  Renal  function, 
on  the  other  hand,  is  barely  adequate  in  the 
newborn  infant.  There  is  very  little  renal 
reserve,  so  dehydration  or  overhydration  in 
the  newborn  infant  is  very  difficult  for  the 
kidney  to  overcome.  In  the  premature  in- 
fant the  kidney  is  not  anatomically  mature 
but  does  appear  to  be  mature  in  the  full 
term  infant.  The  kidneys  appear  to  reach 
functional  compitency  within  several  weeks 
after  birth. 

Endocrine  Function.  The  adrenal  glands 
are  of  a relatively  large  size  in  the  infant 
but  appear  to  have  little  function  for  the 
first  few  weeks  of  life.  After  about  one 
month  of  age  neonate’s  response  to  stress 
appears  to  be  comparable  to  that  of  the 
adult.  If  corticosteroids  are  given  to  the 
neonate,  they  will  cause  sodium  excretion 
rather  than  sodium  retention  which  is 
usual  in  the  adult.  The  thyroid  gland  of 
the  neonate  may  be  affected  by  thyroid 
disorders  in  the  mother  or  from  effects  upon 
the  fetal  thyroid  gland  of  medication  given 
to  the  mother.  Thyroxin  metabolism  is 
greatly  increased  in  the  neonate. 

Summary 

Pediatric  anesthesiology  is  reviewed  from 
several  points  of  observation.  The  availa- 
bility of  equipment  which  is  specifically  de- 
signed to  avoid  or  overcome  pediatric  prob- 
lems has  been  instrumental  in  providing 
safer  pediatric  anesthesia.  Infant  circle  ab- 
sorbers and  non-rebreathing  technics  have 
prevented  or  minimized  carbon  dioxide  re- 
tention in  these  patients  and  have  given  a 
great  boost  to  the  anesthesiologists.  The 
utilization  of  temperature  monitors  and 
devices  used  to  control  a child’s  tempera- 
ture prevent  hypothermia  and  its  problems. 

Anatomic  problems  which  are  pecular  to 
the  child  are  the  size,  shape,  and  position  of 
the  larynx.  The  anatomic  factors  which 
contribute  to  the  ease  of  permitting  respira- 
tory tract  obstruction  are  discussed.  Phys- 
iologic stability  or  instability  is  an  impor- 
tant factor  when  dealing  with  children. 
The  anesthesiologist  must  be  constantly 
alert  for  changes  in  blood  pressure,  pulse, 
or  respiration,  which  indicate  a change  in 
the  depth  of  anesthesia.  Cardiac  arrest  in 


November,  1965 


PEDIATRIC  ANESTHESIA— Price 


371 


the  pediatric  patient,  whose  cardiovascular 
status  was  previously  good,  is  frequently 
associated  with  hypoxia  and/or  hypercarbia 
or  deep  anesthesia.  The  physiology  of  the 


child  is  reviewed  and  its  close  ties  to  an- 
esthesiology are  discussed. 

Note:  The  author  will  furnish  references  for 
further  reading  upon  request. 


Idiopathic  Myocardiopathy  of  the  Puerperium 
(Postpartal  Heart  Disease):  Walsh,  John  J., 
Burch,  George  E.,  Black,  William  C.,  Ferrans, 
Victor  J.,  and  Hibbs,  Richard  G.:  Circulation 
32:19,  1965. 

For  more  than  a century  doctors  have  recog- 
nized a rare  form  of  heart  disease  that  occurs  in 
women  following  child-birth.  The  disease  is  not 
completely  understood  because  it  has  been  defined 
variously  and  its  etiology  is  unknown.  Some  even 
doubt  its  existence. 

The  authors  relate  their  experience  with  15  pa- 
tients with  postpartal  heart  disease.  Criteria  for 
admission  to  the  study  consisted  of  (1)  absence  of 
evident  heart  disease  prior  to  the  puerperium, 
(2)  appearance  of  evident  heart  disease  between 
the  first  and  twentieth  week  of  the  puerperium, 
and  (3)  inability  to  establish  an  etiologic  basis 
for  the  heart  disease. 

All  of  the  patients  are  negro  and  half  of  them 
had  a history  of  arteriosclerotic  or  hypertensive 
heart  disease  in  one  or  both  parents.  The  nutri- 
tional background  was,  uniformly,  extremely 
deficient  and  this  was  coupled  with  numerous, 
frequently  almost  sequential  pregnancies. 

Orthopnea,  paroxysmal  nocturnal  dyspnea,  ede- 
ma and  cough  were  experienced  by  practically  all 
patients  during  the  evolution  of  their  illness.  Car- 
diomegally  was  uniformly  present  and  most  of 
them  had  an  accentuated  P2,  gallop  rhythm  and 
hepatomegaly.  All  patients  had  electrocardio- 


graphic changes  of  left  ventricular  hypertrophy, 
but  conduction  defects  were  not  observed. 

The  mainstay  of  treatment  was  prolonged,  com- 
plete bed  rest,  in  some  instances  for  more  than  a 
year.  Other  measures  were  bedside  commode, 
bedside  nursing  care  and  occupational  therapy. 
Mercurial  diuretics  and  digitalis  were  also  used. 

The  symptoms  of  heart  failure  disappeared, 
usually  after  a few  weeks  of  bed  rest.  The  physi- 
cal signs  of  heart  failure  were  somewhat  slower 
to  respond.  Nine  of  the  15  patients  died,  4 
within  a month  of  admission  and  the  remaining  5 
within  14  months  of  hospitalization,  and  the  other 
3 improved  clinically  but  continued  to  show  car- 
diomegaly. 

Post  mortem  examination  was  performed  in 
five  cases.  Grossly  the  heart  was  pale  and  flabby. 
The  coronary  arteries  were  normal  and  valvular 
measurements  were  normal.  On  routine  histolog- 
ic examination  these  patients  could  not  be 
differentiated  from  patients  with  alcoholic  myocar- 
diopathy, but  they  showed  distinctive  features  by 
histochemical  studies. 

This  study  did  not  uncover  an  unequivocal 
etiology  for  this  uncommon  disease,  but  malnutri- 
tion seemed  to  be  an  important  factor.  Therapy 
remains  unsatisfactory  also,  but  the  merit  of  pro- 
longed bed  rest  in  such  patients  was  emphasized. 

(Abstracted  for  the  Middle  Tennessee  Heart 
Association  by  Ronald  A.  Weaver,  M.D.,  Nash- 
ville) 
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CASE  REPORT 

Nasopharyngeal  Teratoma* 

Jerrall  P.  Crook,  M.D.,  Nashville,  Tenn. 

Teratomas  are  tumors  containing  multiple 
tissues  of  kinds  foreign  to  the  region  where 
found.  Many  instances  of  teratomas  are  re- 
ported in  the  literature,  but  the  etiology 
and  pathogenesis  of  these  tumors  remains, 
for  the  most  part,  speculation  and  theory. 
Needham,1  in  1942,  stated  that  the  literature 
devoted  to  teratomas  is  marked  by  an  un- 
usual degree  of  unscientific  speculation,  in- 
accurate description  and  logical  mistakes. 

Teratomas  appear  to  originate  in  unused 
blastomeres  segregated  at  a very  early  peri- 
od from  the  cell  complex  that  goes  to  make 
up  the  developing  fetus.  These  tumors  con- 
tain derivatives  from  all  three  germinal 
layers.  The  germ  layers,  like  the  blastom- 
eres, have  an  actual  potentiality  and  a total 
potentiality.  The  former  is  what  they  nor- 
mally become;  the  latter  is  what  they  are 
capable  of  forming  in  addition  under  di- 
verse influences.  Apparently  an  excessive 
inductive  activity  occurs  at  the  wrong 
place  or  time,  resulting  in  the  formation  of 
a teratoma.  Histologically  they  may  be 
well  differentiated,  but  they  usually  show 
imperfect  and  frequently  bizarre  morpho- 
logic differentiation  in  an  area  otherwise 
normally  developed. 

Some  authors  regard  teratomas  as  exam- 
ples of  the  assimilation  of  a twin  into  the 
body  of  the  embryo,  but  the  character  of 
these  tumors  makes  it  much  more  likely 
that  they  result  from  an  uncoordinated  or- 
ganizer activity. 

Teratomas  may  be  located  anywhere  in 
the  body,  but  are  usually  situated  in  the 
gonads  or  close  to  the  midline.  Those  re- 
ported to  originate  in  the  nasopharynx  are 
usually  discovered  soon  after  birth.  Der- 
moids also  may  form  in  the  nasopharynx 
but  may  lie  latent  for  several  years.  Der- 
moids are  teratomas  representing  principal- 
ly ectodermal  tissue.  Not  infrequently 
these  tumors  are  situated  in  the  hypophy- 
seal region  and  have  grown  in  an  hour- 

*  Read  at  the  meeting  of  the  Tennessee  Acade- 
my of  Ophthalmology  and  Otolaryngology,  April 
13,  1965,  Chattanooga,  Tenn. 


glass  configuration  by  growing  through  the 
base  of  the  skull.  Epidermoid  cysts  or  cho- 
lesteatomas are  sometimes  found  in  the  mid- 
line of  the  hard  palate  just  as  in  any  other 
midline.  These  are  due  to  displaced  nests  of 
stratified  squamous  cells  buried  in  the  pro- 
cess of  fusion  in  the  midline.  Hamartomas 
may  also  occur  in  the  nasopharynx,  and  in 
contrast  to  teratomas,  are  composed  of  iden- 
tical cellular  elements  normally  found  in 
that  particular  area.  These  tumors  desig- 
nate an  excessive  overgrowth  of  cells  indig- 
enous to  a particular  tissue  or  organ,  but 
the  disorganization,  overgrowth  and  encap- 
sulation indicate  the  anomalous  status  of 
such  masses. 

Case  Report 

This  full-term  negro  male  was  admitted  to  the 
City  of  Memphis  Hospitals  Sept.  4,  1964,  6 hours 
after  delivery.  The  mother  was  a Gravida  I, 
Para  I,  22  year  old;  the  delivery  occurred  unat- 
tended by  a physician  in  a home  outside  a small 
town  in  Mississippi.  Apparently  the  delivery 
had  been  uncomplicated.  The  mother  had  an  up- 
per respiratory  infection  during  the  early  part  of 
her  preganncy  which  was  otherwise  unremarka- 
ble. 

On  admission  the  infant  was  in  mild  respirato- 
ry distress  secondary  to  a large  cystic  mass  pro- 
truding from  the  oral  cavity.  Examination  re- 
vealed a large  palatal  defect  with  the  tumor  pro- 
truding through  the  defect  and  appearing  to  arise 
from  the  left  side  of  the  nasopharynx  with  exten- 
sion onto  the  buccal  mucosa  and  posterior  phar- 
yngeal wall.  The  base  of  the  tumor  was  solid 
while  the  part  protruding  from  the  oral  cavity 
was  cystic  and  easily  tranislluminated.  The  nasal 
structures  were  visualized  through  the  palatal  de- 
fect and  appeared  normal.  There  was  a narrow 
pedicle  attachment  from  the  mass  to  the  right  in- 
ferior turbinate. 

With  proper  positioning  there  was  minimal 
respiratory  distress.  A Levine  tube  was  easily 
passed  through  the  nose  into  the  stomach  for 
feeding  purposes.  The  weight  on  admission  was 
5 pounds  and  2 ounces.  The  initial  impression 
was  that  this  was  most  likely  a teratoma,  and  it 
was  decided  that  operation  should  be  deferred 
until  the  weight  had  stabilized.  Respirations  be- 
came more  labored  as  the  mass  enlarged  and  a 
tracheostomy  was  performed  on  the  12th  of  Sep- 
tember. The  birth  weight  was  regained  on  the 
16th  of  September  and  operation  was  performed 
on  the  next  day.  A biopsy  2 days  previously  was 
not  diagnostic. 

The  operation  was  performed  with  the  head 
hyperextended  and  held  in  the  operators  lap.  Flu- 
othane  anesthesia  was  administered  through  the 
tracheostomy  site.  Inital  examination  at  the  time 
of  operation  revealed  that  the  tumor  arose  pri- 
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marily  from  the  left  buccal  mucosa  area  extend- 
ing into  the  nasopharynx  and  involving  the  post- 
erior wall  of  the  nasopharynx  and  oropharynx.  It 
extended  approximately  to  the  base  of  the  tonsil 
on  the  left  side,  and  it  did  not  cross  the  midline. 
There  was  only  a small  rim  of  hard  palate 
around  the  alveolar  ridge.  A small  remnant  of 
soft  palate  was  found  on  the  right  side  to  which 
the  uvula  was  attached. 

The  mass  was  sharply  elevated  off  the  the  rem- 
nant of  bony  palate  along  the  alveolar  ridge  and 
down  to  the  medial  pterygoid  plate.  The  tumor 
was  parallel  to  the  orifice  of  the  eustachian  tube 
both  anteriorly  and  posteriorly.  The  orifice  itself 
was  spared.  The  mass  was  removed  in  toto,  leav- 
ing a large  defect  in  the  area  of  the  left  tonsil 
and  nasopharynx  and  exposing  both  medial  and 
lateral  pterygoid  plates.  A dimple  was  found  on 
the  right  side  at  the  site  of  the  orifice  of  the  eus- 
tachian tube  which  was  not  patent.  The  eustachi- 
an tube  on  the  operative  side  was  probed  and 
found  patent.  The  wound  was  left  open  and  the 
patient  did  well  postoperatively. 

Histologically,  the  tissue  removed  was  com- 
posed of  adipose  tissue,  neural  elements,  striated 
muscle,  cartilage  formation,  epidermoid  inclusion 
cyst  with  adjacent  sebaceous  glands,  and  a large 
cystic  area  with  respiratory  epithelium.  The  diag- 
nosis of  teratoma  was  returned. 

The  tracheostomy  was  closed  the  7th  day  after 
operation  without  difficulty.  Oral  feedings  were 
started  the  16th  day  postoperatively.  The  infant 
was  discharged  on  the  19th  of  October,  weighing 
6 pounds  and  11  ounces.  The  infant  has  been  fol- 


lowed in  the  out-patient  department  and  has  con- 
tinued to  progress  normally. 

Discussion 

This  case  has  demonstrated  a nasophar- 
yngeal teratoma  that  originated  very  early 
in  embryogenesis.  The  lateral  palatine  pro- 
cesses extend  medially  from  the  maxillary 
processes  to  fuse  in  the  midline  and  form 
the  hard  palate  between  the  seventh  and 
ninth  weeks  of  fetal  life.  The  cleft  palate 
in  this  case  was  due  to  a developmental  ar- 
rest and  resulting  non-fusion.  Likewise,  fail- 
ure of  the  first  pharyngeal  pouch  to  pro- 
ceed in  formation  of  the  eustachian  tube  on 
the  right  side  was  secondary  to  a develop- 
mental arrest.  This  normally  occurs  in  the 
eighth  week  of  fetal  life.  Can  it  not  be  as- 
sumed that  inductive  activity  occurred  at 
the  site  of  the  teratoma  in  the  nasopharynx 
to  cause  enough  change  to  bring  about  the 
arrest  of  the  adjacent  structures? 

The  most  likely  explanation  now  given 
for  the  origin  of  teratomas  has  been  pre- 
sented. It  is  hoped  that  the  case  reported 
may  aid  in  the  ultimate  answer  to  this  prob- 
lem group  of  anomalies. 

Reference 

1.  Needham,  J.:  Biochemistry  and  Morphogen- 
esis, London.  Cambridge  University  Press,  1942. 
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CASE  REPORT 

Leiomyoma  of  the  Small  Intestine: 
Clinicopathologic  Considerations* 

Armando  F.  de  Vega,  M.D.,  and 
Henry  B.  Ruley,  M.D.,  Oak  Ridge,  Tenn. 

Introduction 

As  a group,  tumors  of  the  small  intestine 
are  not  common.  Benign  tumors  are  more 
important  than  malignant  ones.  The  reason 
for  the  low  incidence  of  malignant  tumors 
of  the  small  intestine  is  unknown.  Tumors 
found  in  this  location  include:  leiomyomas, 
fibromas,  lipomas,  neuromas,  adenomas, 
aberrant  pancreas,  hemangiomas  and  their 
malignant  counterpart  (including  lympho- 
mas from  the  lymphoid  tissue  of  the  wall) , 
which  are  rare. 

The  leiomyoma  or  smooth-muscle  tumor  is 
a common  benign  neoplasm  of  the  gastroin- 
testinal tract.  Although  they  are  consid- 
ered by  some  to  be  rare,  it  is  not  generally 
appreciated  that  leiomyoma  is  one  of  the 
most  common  tumors  of  the  small 
intestine.1  It  has  been  estimated  that  the 
total  number  of  case  reports  of  esophago- 
gastrointestinal  leiomyomas  (and  leiomyo- 
sarcomas) published  in  the  world  literature 
approximates  2,500.-  The  smooth-muscle 
tumors  of  the  gastro-intestinal  tract  may 
arise  from  the  two  layers  of  the  muscularis 
propria,  isolated  muscle  fibers  scattered 
throughout  the  serosa  and  submucosa  and 
from  the  muscularis  mucosae.  Also,  they 
may  arise  from  vessel  walls,  as  these  found 
in  the  skin  (vascular  leiomyomas).  How- 
ever, all  the  layers  are  usually  involved  and 
the  exact  point  of  origin  cannot  be  deter- 
mined. 

These  tumors  affect  both  sexes  of  all  age 
groups  and  have  been  found  at  all  levels  of 
the  alimentary  tract.  The  most  common 
site  is  the  stomach,  followed  by  the  esopha- 
gus and  small  intestine.  About  80%  occur 
with  equal  frequency  in  the  jejunum  and 
ileum  and  the  remaining  20%  occur  in  the 
duodenum.  Rarely,  the  colon,  rectum,  ap- 
pendix and  Meckel’s  diverticulum  may  be  a 
primary  site.3 

Pathologic  Findings.  Grossly  the  tumors 


*From  the  Departments  of  Pathology  and  Sur- 
gery, The  Oak  Ridge  Hospital,  Oak  Ridge,  Tenn. 


consist  of  well-circumscribed,  sometimes 
lobulated,  nonencapsulated  masses  of  vary- 
ing size.  The  benign  ones  measure  from  a 
few  millimeters  to  a few  centimeters  in  di- 
ameter. The  malignant  tumors  vary  from  2 
to  20  cm.  or  larger.  Those  discovered  at  lap- 
arotomy or  autopsy  as  incidental  findings 
are  usually  very  small  whereas  those  that 
produce  clinical  signs  and  symptoms  are 
much  larger.3  The  color  varies  from  gray- 
ish-white to  pinkish-tan  and  the  consisten- 
cy may  be  firm,  rubbery  or  encephaloid. 
The  cut  surface  looks  like  cellular  uterine 
myomas.  If  the  tumors  arise  from  the  mus- 
cularis mucosae,  they  may  grow  toward  the 
lumen  (intraluminal) ; if  they  arise  from 
the  subserosa  they  may  grow  away  from 
the  lumen  (extraluminal) ; they  may  grow 
either  way,  if  arising  from  the  muscularis 
propira.  They  grow  very  slowly  and  it  may 
be  impossible  to  tell  grossly  whether  the 
lesion  is  a leiomyoma  or  a leiomyosarcoma. 
Cystic  degeneration,  although  rare,  can  oc- 
cur; calcification,  focal  or  diffuse,  is  quite 
frequent. 

Microscopic  Features.  These  tumors  are 
composed  of  spindle-shaped  cells  with  spin- 
dle or  relatively  plump  nuclei  and  a greater 
or  lesser  amount  of  cytoplasm  containing 
myofibrillae  which  may  be  difficult  to  iden- 
tify. The  cells  are  arranged  in  interlacing 
bundles.  In  areas  the  nuclei  may  be  ar- 
ranged in  palisade  fashion,  giving  these  tu- 
mors a superficial  resemblance  to  tumors  of 
neural  origin  (neurofibromas  or  neurile- 
momas).4 

Occasionally,  spindle-cell  tumors  may  be 
difficult  to  classify  as  to  their  basic  cell 
type  (fibrocytes,  leiomyocytes  Schwann 
cells) . In  these  cases  special  staining  tech- 
nics are  employed  in  addition  to  routine  H 
& E preparations  the  Van  Gieson’s  stain 
being  quite  helpful  in  differentiating 
fibrous  and  myomatous  tumors.1 

Sometimes  these  tumors  display  a decep- 
tively innocent  cytologic  make  up.  Tumors 
that  appear  benign  microscopically  may  re- 
cur or  (rarely)  metastasize,  and  tumors 
that  appear  histologically  malignant  may 
remain  localized.  However,  in  most  in- 
stances there  is  a strict  correlation  between 
anaplasia  and  malignant  behavior. 

The  histologic  criteria  of  Evans5  for  ma- 
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lignancy  are  of  value  in  lesions  difficult  to 
interpret.  These  criteria  are:  (a)  increase 
in  size  and  number  of  cells;  (b)  variations 
in  the  size  and  shape  of  the  cells;  (c)  short- 
er, plumper  cells  with  swollen  nuclei;  (d) 
lack  of  differentiation;  (e)  variation  in  the 
size  and  staining  reaction  of  nuclei;  (f) 
presence  of  unusual  or  bizarre  cells  with 
hyperchromatic  single  nucleus  of  multiple 
nuclei  (giant  cells) ; (g)  presence  of  typical 
and  atypical  mitotic  figures;  (h)  decrease 
or  absence  of  stroma  fibers  between  the 
cells;  and  (i)  thinner  or  absence  of  blood 
vessel  walls. 

The  association  of  pleomorphism  and 
atypical  mitoses  must  be  regarded  at  least, 
as  a presumptive  sign  of  malignancy.2  Mi- 
croscopically, the  most  obvious  difference 
between  the  leiomyoma  and  a leiomyosarco- 
ma is  the  increased  number  of  nuclei  and 
mitotic  figures  in  a field.  When  the  mitotic 
rate  was  high  throughout  the  tumor,  the 
patient  invariably  died  of  recurrent  sarco- 
ma. 

The  smooth-muscle  tumors  of  the  gas- 
trointestinal tract  metastasize  infrequent- 
ly. They  spread  first  to  the  surrounding  tis- 
sues, omentum,  retroperitoneum,  the  liver 
and  occasionally  the  regional  lymph  nodes.2 
Although  blood  borne  metastases,  very 
rarely  go  beyond  the  limits  of  the  abdomen, 
they  have  been  found  in  the  lungs  and 
bones. 

Clinical  Manifestations 

Symptoms  are  vague  and  variable,  de- 
pending upon  the  location  and  type  of  tu- 
mor. Considerable  valuable  time  may  be 
lost  before  the  diagnosis  is  established. 
Many  of  these  tumors  are  asymptomatic. 

Gastrointestinal  bleeding,  as  melena, 
sometimes  is  the  chief  presenting  complaint 
and  it  is  associated  both  with  benign  and 
malignant  tumors.  The  tendency  to  pro- 
duce acute  hemorrhage  is  well  known  and 
in  most  cases  is  due  to  mucosal  ulceration. 
The  growing  tumor  may  crowd  the  submu- 
cosal location  and  the  resultant  pressure 
can  erode  the  mucosa,  opening  blood  ves- 
sels. However,  in  the  one  reported  case 
massive  bleeding  occurred  without  ulcera- 
tion.0 The  bleeding  episode  was  thought  to 
have  resulted  from  spontaneous  rupture  of 
a submucosal  vein  anastomosing  freely  with 


arteries  and  veins  of  the  mucosa,  submucosa 
and  substance  of  the  tumor  with  subsequent 
sealing  by  localized  thromboses.  In  another 
instance  recurrent  melena  was  present  for 
14  years,  a jejunal  tumor  was  overlooked 
and  the  patient  finally  died  from  massive 
hemorrhage."  Hematemesis  may  be  present 
if  the  tumor  is  located  in  the  duodenum. 

Abdominal  discomfort  and  pain,  mostly  of 
a cramping  nature  are  also  relatively  fre- 
quent symptoms.  These  tumors  may  form 
the  starting  point  of  an  intussusception.  In 
fact,  the  great  majority  of  intussusceptions 
occurring  in  adults  are  due  to  tumors  of  the 
small  intestine.  Symptoms  of  obstruction, 
especially  with  an  intermittent  character, 
and  eventually  complete  obstruction  with 
intestinal  colic,  vomiting  and  distention, 
may  be  present  if  the  tumor  is  of  sufficient 
size. 

A mass  may  be  palpated  abdominally. 
The  mass  is  generally  movable  and  varies 
greatly  in  size.  Jaundice  has  been  reported 
when  the  tumor  was  located  in  or  near  the 
ampulla  of  Vater.1 

Laboratory  Findings:  Anemia  may  be  se- 
vere due  to  chronic  blood  loss,  and  is  often 
macrocytic.  Hemoglobin  determinations  are 
helpful  in  estimating  the  amount  of  blood 
loss  and  preoperative  blood  replacement. 
Examinations  of  the  stools  may  be  positive 
for  occult  blood. 

X-ray  Findings:  These  are  not  charac- 
teristic although  a writer8  thought  that 
leiomyomas  were  a tumor  with  typical 
roentgenologic  appearance.  The  applica- 
tion of  the  principles  developed  by  Schatzki 
and  Harves9  for  the  identification  of  in- 
traluminal and  mural  masses  is  of  impor- 
tance in  the  radiologic  detection  of  smooth- 
muscle  tumors.  Mucosal,  contour  studies, 
profile  and  full  face  view  should  be  ob- 
tained. Crescent-shaped  filling  defects  with 
sharply  demarcated  angulation  at  either 
pole,  ulcerations  and  calcifications  may  be 
observed.  X-ray  studies  may  be  helpful  in 
localizing  the  lesion  but  are  not  too  helpful 
in  identifying  the  type  of  tumor  present.  It 
has  been  suggested  that  it  may  be  possible 
to  demonstrate  their  presence  by  aortogra- 
phy because  of  the  marked  vascularity  of 
some  of  these  tumors,  caused  in  part  by  ac- 
quired arteriovenous  fistula.6 
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Diagnosis,  Prognosis  and  Complications 

Unless  a positive  diagnostic  method  is  de- 
veloped, exploratory  surgery  is  the  only 
way  of  arriving  at  a definite  diagnosis.  The 
positive  diagnosis  as  to  the  tumor  type  is 
made  only  through  histologic  examination. 
The  diagnosis  is  based  upon  clinical  mani- 
festations e.g., — a palpable  mass,  demonstra- 
tion of  obstruction,  and  x-ray  findings  of  a 
filling  defect.  A tentative  diagnosis  of  gas- 
trointestinal smooth-muscle  tumor  can  be 
made  on  the  basis  of  hematemesis,  melena 
and  suspicious  x-ray  findings. 

Many  patients  have  intermittent  episodes 
of  melena  which  have  been  attributed  to 
peptic  ulceration,  but  negative  roentgen 
findings  and  failure  to  respond  to  ulcer 
management  should  incite  the  diagnostician 
to  further  investigation  and  thorough  ex- 
amination of  the  small  intestine  radiologi- 
cally. 

The  prognosis,  if  uncomplicated,  is  rela- 
tively good.  If  the  tumor  proves  to  be  mal- 
ignant, it  may  recur  after  operation.  In 
these  cases,  the  number  of  mitoses  through- 
out the  tumor  is  a fairly  good  index  in  esti- 
mating the  prognosis.  If  mitoses  are  rare 
or  occasional,  the  prognosis  is  better  than 
when  there  are  numerous  mitotic  figures. 
Under  the  latter  circumstances  recurrence 
and  fatal  outcome  are  most  probable. 

Complications  such  as  hemorrhage,  intus- 
susception, complete  obstruction,  perfora- 
tion, volvulus  and  rarely,  peritonitis  due  to 
rupture  of  malignant  growths  with  spillage 
of  tumor  contents  in  the  peritoneal  cavity, 
increase  the  gravity  of  the  condition. 

Treatment 

Surgical  removal  of  either  the  benign  and 
malignant  smooth-muscle  tumors  is  the  pro- 
cedure of  choice.  Resection  of  a segment  of 
the  small  intestine  with  end-to-end  anasto- 
moses is  satisfactory  in  most  cases.  Enteros- 
tomy with  local  excision  of  the  tumor  may 
be  adequate.  Complete  removal  is  easily 
done  in  all  benign  tumors,  but  large  necrot- 
ic neoplasms  or  those  located  in  the  duo- 
denum may  be  difficult  to  remove. 

Tumors  that  appear  grossly  inoperable 
due  to  local  spread  or  distant  metastases 
should  be  removed  as  completely  as  possi- 
ble to  afford  the  greatest  possible  opportu- 


nity for  a prolonged  remission  or  cure. 
Radiation  treatment  in  the  malignant  varie- 
ty does  not  produce  notable  regression  of 
tumor,  presumably  because  of  the  high  de- 
gree of  differentiation  in  some. 

Case  Report 

A 60  year  old  white  man  was  admitted  to  the 
hospital  with  the  history  of  passing  dark,  tarry 
stools  4 days  prior  to  admission.  Shortly 
thereafter  he  began  to  complain  of  symptoms  of 
anemia  which  rapidly  progressed  to  the  point 
where  he  was  barely  able  to  be  up  and  about. 

The  patient  had  history  of  gastrointestinal 
bleeding  on  at  least  2 occasions  in  the  past.  The 
first  was  some  6 years  before  when  the  patient 
was  admitted  to  the  hospital  with  gastrointestinal 
bleeding.  At  that  time,  he  gave  a history  of  no- 
ticing a “peculiar”  feeling  in  the  epigastrium 
which  he  described  as  “gas”  for  the  preceding  6 
weeks,  and  the  passage  of  black  stools  about  a 
week  prior  to  that  admission.  The  black  stools 
persisted  with  each  bowel  movement.  X-ray  stud- 
ies at  that  time  showed  no  organic  lesion  of  the 
upper  gastrointestinal  tract  or  small  intestine. 
The  Hgb.  varied  then  from  9.2  to  8.8  to  11.5  Gm. 
A stool  specimen  gave  a 4 plus  guaiac  test.  The 
patient  was  treated  with  diet,  medications  and 
blood  transfusions.  Since  that  admission  he  had 
had  only  mild  gastrointestinal  symptoms  usually 
coming  when  he  was  under  some  sort  of  tension 
or  pressure. 

Eight  months  prior  to  the  present  admission  he 
noticed  black  stools  for  2 dajTs,  and  had  mild  feel- 
ings of  weakness  and  fatigue  but  these  subsided 
spontaneously.  He  was  well  and  essentially  free 
of  gastrointestinal  complaints  until  the  onset  of 
the  present  illness. 

The  physical  examination  on  the  present  admis- 
sion was  essentially  negative  except  for  marked 
pallor  of  the  skin  and  mucous  membranes.  The 
abdomen  was  soft,  nontender  and  without  palpa- 
ble masses. 

The  T.  was  100.2°  F.,  the  P.  90,  and  the  R.  20. 
The  Hgb.  was  6.2  Gm.  per  100  ml.;  the  WBC. 
count  was  7,700  with  48%  P.M.N.,  50%  lympho- 
cytes and  2%  monocytes.  The  urine  had  a spe- 
cific gravity  of  1.021  p.H.  of  5.5  sugar  and  acetone 
were  negative;  the  sediment  contained  3 WBC., 
one  red  cell  and  occasional  epithelial  cells  per 
h.p.F.  On  the  2nd  day,  the  Hgb.  was  7.4  Gm. 
(after  a blood  transfusion).  The  BUN.  was  32.4 
mg.  per  100  ml.  On  the  3rd  day  the  Hgb.  was  8.9 
Gm.  per  100  ml.  A second  transfusion  was  given. 

Gastrointestinal  x-ray  series  showed  mild  an- 
tral gastritis  with  a small  irritable  duodenal  ulcer 
which  had  heavy  mucosal  folds.  No  actual  ulcer 
crater  was  recognized.  No  delay  in  gastric 
emptying  was  seen  and  normal  mobility  of  the 
small  intestine  was  observed.  There  was  a slight 
distortion  of  the  small  bowel  near  the  junction  of 
the  middle  and  distal  third  of  the  jejunum.  This 
was  not  producing  obstruction  and  it  was  thought 
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it  might  represent  a small  lesion  in  the  wall  of 
the  bowel.  Re-examination  the  following  day 
was  directed  to  particularly  to  the  jejunum  in  an 
effort  to  determine  the  point  of  bleeding  into  the 
gastrointestinal  tract.  No  point  of  obstruction 
was  seen  and  what  might  have  been  an  intramu- 
ral tumor  mass  was  not  reproduced. 

On  the  10th  hospital  day,  the  patient  was  taken 
to  surgery.  At  exploratory  laparotomy  the  duo- 
denum was  found  scarred  but  no  active  ulcer  was 
recognized.  In  the  small  bowel  a mass  was  found 
in  the  jejunum.  This  was  resected  and  an  enter- 
ostomy and  pyloroplasty  was  done. 

Pathology  Report:  The  specimen  consisted  of  a 
portion  of  the  jejunum  12  cm.  in  length.  A tumor 
mass  was  present  in  the  serosal  surface  which  on 
section  was  seen  to  be  also  protruding  into  the 
lumen  of  the  intestine.  It  was  covered  by  normal 
appearing,  intact  mucosa.  The  mass  measured 
4.8  by  4 by  3 cm.  The  cut  surface  was  grayish- 
pink  in  color  and  firm  in  consistency.  On  micro- 
scopic examination,  the  tumor  was  not  encapsulat- 
ed. It  was  composed  of  interlacing  bundles  of 
leiomyocytes  and  fibrocytes  coursing  in  various 
directions.  (Fig.  1)  There  were  no  mitoses.  The 


Fig.  1.  Leiomyoma  of  the  small  intestine  showing 
interlacing  bundles  of  spindle-shaped,  smooth- 
muscle  cells. 


Fig.  2.  The  tumor  extending  to  the  submucosa 
which  contains  several  dilated  vascular  spaces. 


tumor  extended  very  close  to  the  mucosa  which 
showed  no  evidence  of  ulceration.  A few  dilated 
thin-walled  vascular  spaces  were  present  at  the 
periphery  of  the  tumor  and  extending  to  the  mu- 
cosa. (Figs.  2 & 3.)  It  was  thought  the  bleeding 


Fig.  3.  A greatly  dilated  submucosal  blood  vessel 
at  the  periphery  of  the  tumor  (corner  of  the  mi- 
crophotograph)  and  overlying  intestinal  mucosa. 


might  have  originated  from  these  blood  vessels. 
The  diagnosis  was  leiomyoma  of  the  small  intes- 
tine. The  patient  had  an  uneventful  postoperative 
course  and  has  done  very  well  since  operation. 

Summary 

(1.)  Leiomyoma  or  smooth-muscle  tumor 
is  a common  benign  neoplasm  of  the  gastro- 
intestinal tract. 

(2.)  The  pathology,  clinical  manifesta- 
tions, x-ray  findings,  prognosis,  complica- 
tions and  treatment  are  reviewed. 

(3.)  A case  report  of  a leiomyoma  of  the 
jejunum  in  a 60  year  old  white  man  is  pre- 
sented. 
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The  author  describes  a new  method  of  closing  incisions  in  the  breast  with  a minimum  of  postopera- 
tive complications. 

Virtues  of  Closing  Breast  Incisions  Without 
The  Use  of  Deep  Sutures 

C.  EUGENE  JABBOUR,  M.D.,*  Memphis,  Tenn. 


Primary  healing  of  surgical  wounds  is  a 
goal  which  is  certainly  desirable.  Any 
wound  complication,  no  matter  how  minor, 
is  of  concern  to  the  patient  and  to  the  sur- 
geon. Accumulation  of  serum,  infection,  and 
extrusion  of  catgut  sutures  occurs  not  in- 
frequently in  the  usual  closure  of  breast  in- 
cisions. With  the  following  method  the  ac- 
cumulation of  serum  is  virtually  nonexis- 
tent, infection  rarely  occurs,  and  the  ex- 
trusion of  catgut  suture  material  is  impos- 
sible. 

Method  of  Closure 

In  the  patients  managed  by  this  method 
to  be  described,  generous  biopsies  usually 
had  been  taken  and  a portion  of  breast  tis- 
sue down  to  the  pectoralis  major  muscle 
had  been  excised  leaving  an  elliptical  de- 
fect varying  in  length  and  depth,  depend- 
ing on  the  size  of  the  tumor  and  the  size  of 
the  breast.  Hemostasis  was  accomplished 
by  use  of  the  electrocautery.  This  is  the 
most  reliable  method  to  attain  hemostasis  in 
a breast  incision  since  many  small  vessels 
in  lobules  of  the  breast  are  difficult  to 
clamp  and  ligate. 

After  hemostasis  is  accomplished,  inter- 
rupted No.  34  stainless  steel  mono  or 
mulifilament  wire  sutures  are  placed  along 
the  length  of  the  incision  about  two  inches 
apart  and  through  the  full  thickness  of  the 
breast  tissue  down  to  the  depth  of  the  inci- 
sion. The  sutures  are  placed  about  one  inch 
from  the  cut  edge  of  the  skin.  (Figure  1 
shows  the  wire  sutures  placed  in  the 
breast.) 

The  wire  sutures  are  then  tied  snugly, 
thus  obliterating  all  dead  space;  the  skin  is 
approximated  with  interrupted  4-0  or  5-0 

*From  the  Division  of  Surgery,  The  University 
of  Tennessee,  College  of  Medicine,  Memphis,  Tenn. 


Fig.  1.  Three  No.  34  stainless  steel  wire  sutures 
have  been  placed  down  to  the  depths  of  the  in- 
cision. 


silk  or  Nylon  sutures.  Drains  may  be  used 
but  usually  are  not  necessary  with  this 
method  since  the  field  is  dry  and  the  accu- 
mulation of  serum  is  not  significant.  A light 
supportive  dressing  is  applied.  The  patient 
does  not  experience  any  more  than  the  usu- 
al pain,  and  we  believe  less  so  because 
there  is  little  reaction  in  the  wound.  There 
is  minimal  induration  in  such  a wound 
from  the  first  day  until  the  sutures  are 
removed  on  the  seventh  or  eighth  post- 
operative day.  (Figure  2 shows  the  breast 
incision  immediately  postoperatively.)  The 
cosmetic  result  is  usually  good;  in  our 
hands,  better  than  with  conventional  clo- 
sure because  no  catgut  sutures  dimple  the 
overlying  skin. 

Summary  of  Cases  Studied 

One  hundred  and  fifty  consecutive  breasts 
were  closed  by  this  method  after  the  re- 
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By  the  seventh  or  eighth  day,  when  the 
sutures  were  removed,  the  wound  was  usu- 
ally soft  with  little  evidence  of  reaction. 
The  wire  sutures  were  easily  removed  with- 
out pain.  Ordinarily  the  patient  did  not 
need  to  be  seen  again.  No  complications 
were  evident  in  those  who  returned  at  in- 
tervals and  healing  was  good  in  every  case. 

A comparative  study  of  conventional  clo- 
sure was  not  meticulously  made,  but  ap- 
proximately 100  other  cases  in  our  office 
were  reviewed  and  there  is  no  question 
that  these  patients  required  more  office  vis- 
its and  more  dressings.  Quite  a few  ex- 
truded the  catgut  sutures  at  varying  inter- 
vals. 

Summary 

A simple  method  for  the  closure  of  breast 
incisions  is  offered  which  avoids  the  minor 
but  annoying  and  frequent  complications  of 
breast  incisions  closed  in  the  usual  manner. 
The  method  is  simple,  is  easily  duplicated, 
and  is  presented  on  the  basis  of  its  simplici- 
ty and  its  uniformly  good  results. 


moval  of  tumors.  No  patient  had  bleeding 
or  excess  postoperative  drainage.  Pain  was 
of  the  degree  to  be  expected  for  breast  bi- 


opsy. 


Fig.  2.  The  breast  incision  is  closed,  and  one 
week  later  the  sutures  will  be  removed.  Wires 
are  tied  loosely  enough  so  no  marks  are  left  on 
the  skin.  No  drain  is  used. 
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'Pte&tdeat' 4-  “Paae 

"WHY  T.M.A.  MUST  INCREASE  ITS  DUES" 

The  Board  of  Trustees  of  TMA  at  the  October  meeting,  upon 
the  recommendation  of  the  Long  Range  Planning  Committee,  unani- 
mously adopted  a resolution  recommending  to  the  House  of  Dele- 
gates that  the  annual  dues  of  TMA  be  increased  by  $15  per  year 
per  member  to  become  effective  January  1,  1967,  making  the"  an- 
nual TMA  dues  after  this  date  $55  per  member  per  year.  This 
action  was  not  taken  lightly  by  the  Board,  nor  was  the  recom- 
mendation brought  to  the  Board  by  the  Long  Range  Planning 
Committee  without  considerable  deliberation  and  thought.  The 
Board  recognizes  the  innate  resistance  of  most  everyone  to  increas- 
ing taxes,  dues,  and  ordinary  cost  of  living,  and  knows  that  physi- 
cians are  no  exception.  But  the  Board  also  recognizes  that  TMA 
cannot  continue  to  carry  out  the  programs,  projects,  and  functions  of  the  association  in  the 
face  of  increasing  expenses  without  some  method  of  increasing  income.  There  appears 
to  be  no  other  way  to  do  this  except  by  raising  the  dues  of  the  membership. 

In  support  of  this  action  the  Board  considered  several  factors,  a few  of  which  I will 
present  in  this  article  and  then  continue  next  month  since  space  will  not  permit  a com- 
plete discussion  of  the  subject  here. 

Probably  the  most  important  factor  is  the  increase  in  the  activities  of  TMA  over  the 
past  few  years  and  the  anticipation  of  further  increased  activities  in  the  future.  The 
business  of  the  Board  of  Trustees,  the  Council,  the  committees,  and  the  House  of  Dele- 
gates from  meeting  to  meeting  is  never  less,  always  more.  More  frequent  meetings  are 
required  because  of  matters  which  arise  affecting  our  profession.  New  programs  and 
projects  have  been  established  by  committees  to  meet  needs  and  situations  that  arise. 
The  legislative  activities  of  TMA,  both  on  a state  and  national  level,  necessitate  heavy 
expenditures.  Each  bi-annual  meeting  of  the  legislature  in  Tennessee  brings  forth  a 
concerted  effort  on  the  part  of  groups  outside  of  medicine  to  pass  bills  detrimental  to 
the  profession  and  to  those  whom  it  seeks  to  serve.  To  fight  these  threats  TMA  has 
been  required  to  engage  additional  legal  counsel  and  the  fees  for  this  have  increased  con- 
siderably. 

Another  important  factor  is  the  need  for  additional  staff  personnel  in  the  headquar- 
ters office.  The  Board  of  Trustees  has  approved  the  employment  of  a full  time  field  sec- 
retary to  travel  about  the  state  and  to  provide  better  communication  with  TMA  members 
regarding  TMA  activities.  This  staff  man  will  also  work  closely  with  the  county  societies 
and  form  a liaison  between  them  and  TMA.  Further  the  Board  has  concurred  in  a re- 
organization of  the  administrative  staff  for  better  delineation  of  duties  and  a more  ef- 
ficient operation  of  an  already  highly  efficient  staff. 

TMA  must  answer  the  threat  of  government  medicine  by  an  ever  expanding  of 
its  campaign  and  counter  programs  to  inform  the  people  of  Tennessee,  including  many 
sadly  uninformed  physicians,  the  facts  about  the  dangers  of  government  intervention 
in  the  time-honored  patient-physician  relationship  and  the  anti-dote  to  such  a poison. 

There  are  other  factors  which  are  additionally  responsible  for  the  urgent  need  for 
more  funds.  Next  month  I will  list  some  of  these  with  brief  explanation,  all  of  this 
in  an  effort  to  convince  the  membership  of  TMA  that  the  dues  increase  is  necessary,  and 
that  the  amount  recommended  and  the  decision  to  reccommend  the  dues  increase 
were  not  arrived  at  arbitrarily  but  only  after  the  consideration  of  much  supporting 
evidence  of  the  need. 

(TO  BE  CONTINUED) 


Dr.  Burkhart 


President 
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WHY  A STATE  JOURNAL? 

Upon  occasion  a friend  will  ask  me  just 
what  are  the  purposes  of  a state  journal?  In 
these  days  of  thousands  of  medical  publica- 
tions over  the  world  and  hundreds  in  this 
country  alone,  this  may  seem  a logical  ques- 
tion. 

State  medical  associations  generally  have 
written  into  the  preamble  of  their  constitu- 
tion and  in  the  original  articles  of  organiza- 
tion or  incorporation  the  purposes  of  their 
existence,  in  essence  the  advancement  of 
medical  science  and  practice,  and  the  bet- 
terment of  medical  care  of  the  state’s  peo- 
ple. Thus,  the  state  organizations,  and  later 
the  American  Medical  Association,  which 
many  state  organizations  antedated,  became 
the  major  forces  in  continuing  education 
and  maintained  this  role  until  well  into  the 
twenties  of  this  century.  The  county  and 
state  organizations  and  the  AMA  and  their 
publications  brought  to  the  practitioner 
what  was  new  and  good  in  medical  prac- 


tice. An  interesting  historical  objective  of 
medical  societies  expressly  included  under 
the  betterment  of  medical  care  was  a war 
on  quacks  and  nostrums,  whether  as  stated 
for  the  protection  of  London  and  its  envi- 
rons by  the  establishment  of  the  Royal  Col- 
lege of  Physicians  in  1518,  or  in  1829  upon 
the  birth  of  the  Tennessee  Medical  Associa- 
tion,1 or  in  1847  with  the  appearance  of  the 
AMA.  Early  journals  devoted  much  space 
to  this  war  on  quacks. 

Thus,  in  the  past,  no  one  questioned  the 
need  for  state  journals,  some  of  which  are 
among  the  oldest  medical  journals  of  the 
country.  However,  the  rise  of  specialism  in 
this  century,  and  more  recently  subspe- 
cialism, of  necessity  spawned  an  increasing 
number  of  medical  periodicals  to  keep  the 
specialist  abreast  of  what  was  new  in  his 
field  of  interest.  It  is  readily  understanda- 
ble that  the  specialist  reviews  his  specialty 
publications  first  and  the  more  general 
journals,  including  the  state  journals  secon- 
darily. (Of  the  slightly  less  than  50%  of  the 
members  of  TMA  who  responded  to  the 
questionnaire  mailed  in  January,  we 
learned  that  most  doctors  read  two  special- 
ty journals  as  choices  and  that  the  JAMA 
and  Tennessee  Medical  Journal  vied  about 
equally  for  third  and  fourth  choice  in  peru- 
sal.) The  development  of  specialism  natu- 
rally leads  to  a splintering  of  medical  inter- 
ests and  quite  obviously  may  lead  the  phy- 
sician to  query  the  need  for  a state  journal 
since  it  may  contribute  little  to  education 
in  his  specialty. 

Your  editor  is  not  obtuse  and  understands 
such  thoughts.  However,  without  undue 
rationalization  he  sees  several  purposes  ful- 
filled only  by  a state  journal. 

Unless  he  is  an  officer  of  his  county  or 
state  medical  society,  one  wonders  how  oft- 
en in  a year  a doctor  recalls  that  he  is  a 
member  of  the  state  association.  If  he  is 
one  of  the  20%  of  members  attending  the 
Annual  Session  he  recalls  this  membership 
at  least  once  a year.  To  be  sure,  with  big 
political  issues,  as  in  the  past  several  years, 
he  is  made  aware  of  his  state  organization. 
However,  in  peaceful  years  he  may  be  re- 
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minded  of  his  membership  only  by  the  state 
journal  reaching  his  desk  each  month.  Some 
have  said  this  can  be  accomplished  by  a 
bulletin  or  newsletter  in  lieu  of  a journal. 
But  would  it?  The  busy  doctor  interested 
in  his  practice  is  less  likely  to  scan  such  a 
publication  than  a journal  which  might 
offer  him  something  of  interest  medically. 
This  seems  certain!  (Of  those  answering 
the  questionnaire,  the  chief  professional  in- 
terest of  over  a fourth  was  general  practice, 
with  surgery  of  all  types  a close  second, 
and  with  internal  medicine  not  far  behind, 
to  be  followed  by  fewer  respondants  in  the 
other  specialties.)  The  features  of  the 
Journal  of  the  TMA  rated  as  most  satisfy- 
ing to  the  readers  were:  (1)  scientific  arti- 
cles, (2)  the  Yellow  Pages,  (3)  state  and 
local  news,  and  (4)  clinicopathologic  con- 
ferences, numerically  rated  almost  equally 
though  in  this  decreasing  order. 

If  the  questionnaire  has  given  acceptable 
leads,  it  would  appear  that  our  Journal, 
even  in  these  days  of  specialty  journals,  has 
something  to  offer,  scientifically  speaking. 
It  is  certain  that  some  specialists  still  have 
interest  in  “what  goes  on”  in  other  fields 
than  their  own  and  learn  of  this  from  other 
“general”  journals  or  the  state  Journal. 

The  interest  in  state  and  local  news 
points  up  one  of  the  major  reasons  for  the 
existence  of  state  journals.  Anyone  with 
an  historical  viewpoint  can  cite  many  in- 
stances in  which  a state  journal  carried  the 
germ  of  an  important  medical  concept  or 
the  first  description  of  a newly  recognized 
disease.  Furthermore,  where  else  would  one 
search  for  the  medical  history  of  a state! 
In  a half  century  from  now,  if  there  were 
no  state  Journal,  where  would  a writer  find 
source  material  to  reflect  the  concepts, 
thoughts  and  philosophies  of  Tennessee 
physicians  at  the  mid-century!  If  the  prac- 
tice of  medicine  in  Tennessee  is  worth- 
while, it  is  not  too  far-fetched  to  concede 
that  it  should  be  recorded. 

We  are  pleased  to  see  the  interest  ex- 
pressed in  the  Yellow  Pages,  which  illus- 
trate a basic  ingredient  to  the  life  of  an 
organization, — communication.  The  chang- 
ing social  philosophy  of  this  country  af- 
fects medical  care  in  all  its  faces.  No  busy 


practitioner  can  remain  abreast  of  the  vast 
numbers  of  political  and  bureaucratic  pro- 
nouncements. Someone — and  it  is  the  staff 
in  organized  medicine — must  sift  this  mass 
of  material  for  its  members  to  provide  the 
knowledge  for  its  unity  and  for  plotting  a 
course  of  political  action.  The  Yellow 
Pages  and  other  sections  of  the  Journal 
offer  this  communication  with  the  TMA 
officers  and  staff,  as  well  as  a survey  of  the 
socio-economic  trends  of  the  day.  To  those 
who  would  say  this  can  be  done  better  or 
equally  well  by  a bulletin  or  newsletter,  I 
would  point  up  the  realistic  fact  that  the 
busy  practitioner,  primarily  interested  in 
the  care  of  sick  people,  is  unlikely  “to  “find 
the  time”  to  read  such  communications. 
Only  by  tempting  him  to  “crack”  a medical 
journal  to  see  what  is  new  or  of  interest 
professionally,  will  the  average  doctor  re- 
ceive the  full  impact  of  the  nonprofessional 
facts  of  life  which  affect  his  bread  and  but- 
ter. It  is  that  simple! 

The  financial  problems  of  state  journals 
have  been  multiplied  in  the  past  several 
years  by  certain  uncontrollable  circum- 
stances. Inflationary  rises  in  publication 
costs  reflect  the  general  economy  and  must 
be  met.  The  reduction  in  advertising  reve- 
nues has  been  serious,  as  pharmaceutical 
houses  have  felt  political  pressures  and  as 
they  have  diverted  funds  into  other  modes 
of  advertising.  The  officers  of  TMA  and 
the  membership  must  face  a greater  dip 
into  the  annual  budget  to  support  the  Jour- 
nal. It  is  anticipated  that  the  members  will 
back  the  officers  in  their  decisions  in  this 
matter. 

R.H.K. 

Special  Item 

There  is  much  confusion  at  the  moment 
in  regard  to  what  Social  Security  means 
to  the  self-employed  doctor  who  now  falls 
under  its  provisions  and  who  now  is  sub- 
ject to  its  taxes.  This  article  taken  from 
the  JAMA  (194:203  [Oct.  11]  1965)  provides 
an  accurate  summary  of  the  provisions  to 
which  every  doctor  is  now  subject. — Editor 
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Social  Security  and  the  Physician 
Charles  P.  Hall,  Jr.,  Ph.D. 

One  of  the  major  objectives  of  most  mod- 
ern “social  insurance”  programs  is  univer- 
sality of  coverage;  yet  self-employed  Amer- 
ican physicians  were  able  to  maintain  their 
independence  from  the  federal  Old-Age, 
Survivors’  and  Disability  Insurance  pro- 
gram for  almost  30  years.  The  sweeping 
amendments  to  the  Social  Security  Act 
which  were  signed  into  law  on  July  30, 
however,  ended  the  era  of  the  self-em- 
ployed physician’s  nonparticipation.  All 
physicians  now  will  be  liable  for  OASDI 
taxes  for  the  taxable  year  ending  Dec.  31, 
1965,  and  thereafter.  The  first  tax  payment 
by  self-employed  physicians  will  be  due  on 
or  before  April  15,  1966.  Benefits  will  be 
available  to  this  group,  depending  on  eligi- 
bility discussed  below. 

Taxes 

What  changes  are  in  store?  The  most  ob- 
vious one  will  be  that  nearly  all  physicians 
will  immediately  begin  paying  Social  Secu- 
rity taxes  at  the  maximum  level,  since  few, 
if  any,  earn  less  than  $6,600  annually. 
Though  many  physicians  on  hospital  staffs 
and  others  involved  in  salaried  positions 
have  already  encountered  OASDI  taxes,  it 
will  be  a new  experience  for  many  doctors. 
Not  only  will  they  be  faced  with  the  maxi- 
mum level  of  taxable  earnings,  but  they 
will  be  paying  as  self-employed  individuals. 
This,  assuming  no  change  in  the  current 
law,  will  involve  a tax  “bite”  of  $259.20  for 
1965,  increasing  rapidly  to  $405.90  in  1966 
and  to  $514.80  per  year  in  1987.  Based  on 
historical  experience,  the  latter  figure  will 
probably  be  increased.  (See  Table  1 for 


Table  I 


Maximum 

Social  Security 

Taxes — 1965-1987* 

Year 

Self-Employed 

Employer-Employee 

1965 

$259.20 

$174.00 

1966 

405.90 

277.20 

1967-1968 

422.40 

290.40 

1969-1972 

468.60 

323.40 

1973-1975 

498.30 

356.40 

1976-1979 

501.60 

359.70 

1980-1986 

508.20 

366.30 

1987- 

514.80 

372.90 

*Tax  based  on  annual  earnings  of  $6,600  begin- 

ning  Jan.  1,  1966.  The  base  for  1965  is  $4,800. 

Dr.  Hall  is  assistant  director,  AMA  Department 
of  Economics. 

Reprint  requests  to  AMA  Department  of  Eco- 
nomics, 535  N.  Dearborn  St.,  Chicago,  111.  60610. 


taxes.  Taxes  for  full-time  salaried  physi- 
cians will  climb  from  the  current  $174.00 
per  year  to  $372.90  in  1987,  with  an  equiv- 
alent amount  being  contributed  by  employ- 
ers. The  tax  base  of  $4,800  now  in  effect 
changes  to  $6,600  in  1966  and  thereafter.) 

According  to  the  Social  Security  Admin- 
istration, physicians  will  now  be  required 
to  complete  Schedule  SE  of  the  federal  in- 
dividual income  tax  return  to  include  earn- 
ings in  professional  self-employment  and 
pay  the  self-employment  tax.  The  tax  will 
be  due  at  the  end  of  the  year  (April  15  tax 
deadline)  but  it  will  be  possible  to  dispose 
of  it  along  with  regular  quarterly  income- 
tax  payments  on  estimated  income. 

Since  the  tax  is  mandatory,  the  immedi- 
ate concern  is  to  become  familiar  with 
the  benefits  which  will  accrue  to  phy- 
sicians under  the  Social  Security  system. 
Young  physicians  and  interns  and  resi- 
dents, who  will  also  be  covered  for  the  first 
time,  will  be  most  affected  in  terms  of  their 
long-range  financial  planning.  Elderly 
physicians,  however,  will  be  in  a better  po- 
sition to  enjoy  substantial  benefits  in  the 
near  future.  More  importantly,  the  reac- 
tion of  older  doctors  to  the  new  amend- 
ments may  provide  an  insight  to  the  future 
supply  of  physicians.  If  large  numbers  of 
physicians  retire  at  65  in  order  to  collect 
Social  Security  benefits,  instead  of  remain- 
ing in  active  practice  as  has  been  custo- 
mary in  the  past,  a shortage  could  develop. 

Types  and  Amounts  of  Benefits 

Benefits  fall  into  four  main  categories: 
retirement,  survivorship,  disability,  and 
medical  care.  The  original  basis  for  the 
program  was  the  provision  of  retirement 
benefits  for  workers.  This  was  rapidly  ex- 
panded to  include  incremental  increases  in 
the  pension  when  the  worker  had  depen- 
dents. Another  early  expansion  of  the  pro- 
gram provided  for  survivors’  benefits  in  the 
case  of  the  death  of  a worker  with  depen- 
dents. These  “pension”  and  “life  insurance” 
type  benefits  are  still  the  backbone  of  the 
OASDI  program.  It  was  not  until  the 
1950’s  that  the  third  major  branch  of  the 
program — disability  benefits — was  intro- 
duced. This  benefit,  too,  grew  rapidly  from 
a limited  coverage  for  totally  and  perman- 
ently disabled  workers  over  age  51  to 
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blanket  protection  for  totally  disabled 
workers  of  all  ages.  Medical  benefits  for 
the  elderly,  a product  of  the  1965  amend- 
ments, represent  the  first  departure  from 
purely  cash  benefits. 

Several  different  effective  dates  apply  to 
the  various  amendments  adopted  in  July, 
but  three  dates  are  of  particular  interest. 
The  7%  across-the-board  increase  in  Social 
Security  benefits  and  the  inclusion  of  phy- 
sicians under  the  Act  are  both  retroactive 
to  Jan  1,  1965.  The  new  taxable  wage  base 
of  $6,600  (as  opposed  to  the  $4,800  in  effect 
since  1959)  takes  effect  on  Jan  1,  1966.  Most 
of  the  health  benefits  for  the  elderly  be- 
come effective  on  July  1,  1966.  Some  of  the 
other  minor  provisions  have  different  effec- 
tive dates. 

Retirement  Benefits:  Since  few  doctors 
have  incomes  below  $6,600  per  year,  only 
the  maximum  benefits  payable  to  covered 
individuals  will  be  considered.  (Note  that 
these  maximums  will  not  generally  be  pay- 
able for  some  years  to  come,  since  actual 
benefits  are  based  on  average  covered  earn- 
ings. These  were  a maximum  of  $3,600  for 
1951-1954,  $4,200  for  1955-1958,  and  $4,800 
for  1959  to  1965.  (See  Table  2 for  further 

Table  2 


Examples  of  Monthly  Cash  Benefit  Payments* 
Average  Yearly 


Earnings  After  1950 
Retirement  at  65 

$4,800 

$ 5,400 

$6,600 

Disability  benefits 

$135.90 

$146.00 

$168.00 

Retirement  at  64 

126.90 

136.30 

156.80 

Retirement  at  63 

117.80 

126.60 

145.60 

Retirement  at  62 
Wife’s  benefit  at  65  or 

108.80 

116.80 

134.40 

with  child  in  her  care 

68.00 

73.00 

84.00 

Wife’s  benefit  at  64 

62.40 

67.00 

77.00 

Wife’s  benefit  at  63 

56.70 

60.90 

70.00 

Wife’s  benefit  at  62 
One  child  of  retired  or 

51.00 

54.80 

63.00 

disabled  worker 

68.00 

73.00 

84.00 

Widow  age  62  or  over 

112.20 

120.50 

138.60 

Widow  at  60,  no  child 
Widow  under  62  and 

97.30 

104.50 

120.20 

1 child 

Widow  under  62  and 

204.00 

219.00 

252.00 

2 children 

306.00 

328.00 

368.00 

One  surviving  child 

102.00 

109.50 

126.00 

Two  surviving  children 

204.00 

219.00 

252.00 

Maximum  family  payment 

309.20 

328.00 

368.00 

Lump-sum  death  payment 

255.00 

255.00 

255.00 

* Generally,  in  figuring  average 

yearly  earnings 

after  1950,  5 years  of  low  earnings  or  no  earnings 
can  be  excluded.  When  a person  is  entitled  to 
more  than  one  benefit,  the  amount  actually  pay- 
able is  limited  to  the  largest  of  the  benefits. 

details.)  On  this  assumption,  a physician 
retiring  at  age  65  will  be  entitled  to  a life- 
time pension  of  $168.00  per  month.  If  he 


is  married,  he  and  his  wife  will  be  eligible 
for  up  to  $252.00.  It  should  be  noted  that  if 
the  worker’s  wife  is  also  65,  she  is  entitled 
to  an  amount  equivalent  to  50%  of  her  hus- 
band’s benefit.  If  the  wife  is  less  than  62, 
no  benefit  will  be  paid  for  her.  Between 
age  62  and  65,  an  actuarially  reduced  bene- 
fit can  be  elected,  and  this  reduced  benefit 
will  be  payable  for  life.  For  the  last  sev- 
eral years  it  has  been  possible  for  a male 
worker  to  retire  at  age  62  and  receive  ac- 
tuarially reduced  benefits. 

How  will  these  retirement  benefits  affect 
the  work  patterns  of  older  physicians?  For 
many  years  the  AMA  argued  that  few  doc- 
tors retire  at  age  65  and  therefore  they 
should  not  be  forced  to  participate  in  the 
OASDI  program.  Now  that  they  are  in- 
cluded, however,  it  is  probable  that  more 
physicians  will  desire  to  retire  or  severely 
limit  their  practices.  This  will  be  most 
likely  to  occur  among  physicians  between 
the  ages  of  65  and  72.  During  this  seven- 
year  period,  part  or  all  of  the  Social  Securi- 
ty retirement  benefit  is  forfeited  if  earned 
income  (not  investment  income)  exceeds 
specified  levels. 

An  individual  is  entitled  to  earn  $1,500  in 
any  year  without  suffering  any  reduction 
in  benefits.  Earnings  over  $1,500  are 
deemed  to  be  “excess  earnings.”  Benefits 
are  reduced  by  $.50  for  every  $1.00  earned 
between  the  level  of  $1,500  and  $2,700  per 
year.  For  earnings  in  excess  of  $2,700  there 
is  a dollar-for-dollar  reduction  in  benefits. 
Of  particular  interest  to  physicians  is  the 
fact  that  regardless  of  total  annual  earn- 
ings, the  Social  Security  benefit  is  payable 
in  any  month  during  which  earnings  are 
less  than  $125  or  during  which  “substantial 
services”  are  not  performed.  “Substantial 
services”  is  an  alternative  measure  applied 
to  self-employed  individuals  as  opposed  to 
wage  earners.  It  is  not  a precise  measure, 
and  each  case  must  be  determined  individ- 
ually. Further  specifics  are  available  from 
local  Social  Security  Administration  offices. 

After  age  72  no  limitations  apply,  and 
benefits  are  payable  regardless  of  income. 
Because  of  the  relatively  modest  level  of 
retirement  benefits  under  the  federal  pro- 
gram and  the  fact  that  most  self-employed 
physicians  lack  a formal  private  retirement 
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plan,  it  is  difficult  to  imagine  any  sig- 
nificant number  of  physicians  going  into  to- 
tal retirement  because  of  their  inclusion  in 
the  plan.  However,  it  would  not  be  sur- 
prising to  find  large  numbers  of  physicians 
curtailing  their  practice  significantly  by 
practicing  for  periods  of  six  to  nine  months 
and  collecting  social  Security  benefits  dur- 
ing the  remaining  months,  while  vacation- 
ing. This  potential  conversion  of  certain 
doctors  to  part-time  practitioners  will  prob- 
ably lead  to  some  reduction  in  the  supply 
of  physicians,  but  the  overall  impact  is  not 
likely  to  be  serious. 

Survivors'  Benefits:  While  it  seems  logi- 
cal to  conclude  that  physicians,  because  of 
their  substantial  incomes,  will  be  relatively 
less  satisfied  with  the  pension  provisions 
than  most  other  groups  covered  under  So- 
cial Security,  the  survivors’  benefits  will  be 
a valuable  aid  to  them  in  providing  security 
for  their  families.  Because  of  a prolonged 
period  of  education  and  the  high  cost  in- 
volved, most  young  physicians  face  a seri- 
ous problem  when  attempting  to  protect 
their  families  against  untimely  death.  For 
those  who  enter  private  practice,  the  prob- 
lem is  aggravated  by  the  absence  of  any 
group  insurance.  The  Social  Security  sur- 
vivors’ benefits  will  provide  a floor  of  pro- 
tection for  their  families  and  permit  the 
building  of  private  estate  plans  on  a firm 
foundation.  Most  young  physicians  have 
found  it  very  difficult  during  the  early 
years  of  their  practices  to  provide  ade- 
quately for  their  families’  financial  future. 

It  has  frequently  been  argued  that  funds 
equivalent  to  OASDI  taxes,  if  used  to  pur- 
chase personal  life  insurance  and  other  as- 
sets, could  provide  more  complete  protec- 
tion. With  the  passage  of  the  law,  however, 
this  becomes  a moot  question.  Further- 
more, experience  has  demonstrated  that, 
whereas  such  a result  is  possible,  it  is  sel- 
dom achieved,  especially  in  the  critical 
years  when  there  are  very  young  children 
to  provide  for. 

Full  survivors’  benefits  under  the  amend- 
ed law  are  still  available  to  a widow  at  age 
62.  Benefits  are  also  payable  to  a widow  of 
any  age  when  there  are  dependent  children 
under  age  18  (22  if  in  school) . The  widow 
alone  could  receive  a maximum  benefit  of 


$138.60  per  month  for  life.  With  one  child, 
the  benefit  increases  to  $252.00;  with  two  or 
more  children  the  family  maximum  of 
$368.00  is  payable.  Beginning  in  September 
1965  a widow  may  also  elect  to  receive  ac- 
tuarially  reduced  benefits  at  age  60.  It  is 
important  to  remember  that  benefits  for  a 
widow  cease  when  the  children  reach  age  18 
(22  if  in  school)  and  do  not  resume  until 
she  reaches  age  62  (or  60) . In  any  case,  a 
nominal  lump-sum  death  benefit  of  a maxi- 
mum of  $255.00  is  payable  on  the  death  of  a 
covered  worker. 

Disability  Benefits:  Disability  benefits, 
when  available,  are  payable  to  the  worker 
and  his  dependents.  The  same  dollar 
amounts  allowed  for  retirement  are  in- 
volved, i.e.,  from  $168.00  for  the  worker 
alone  up  to  a maximum  family  payment 
of  $368.00. 

The  latest  amendments  liberalized  these 
benefits  to  provide  coverage  for  an  insured 
worker  who  has  been  disabled  for  12  con- 
secutive months,  or  whose  disability  is  ex- 
pected to  last  for  at  least  12  consecutive 
months.  This  change  takes  effect  in  Sep- 
tember 1965.  Formerly,  it  was  necessary  to 
expect  the  disability  to  be  of  long  and  in- 
definite duration  or  to  result  in  death.  Rela- 
tively few  qualified. 

Another  change  in  the  disability  coverage 
was  to  recreate  an  offset  provision  on  state 
workmen’s  compensation  benefits.  With 
minor  exceptions,  combined  benefits  are 
now  limited  to  a maximum  of  80%  of  the 
worker’s  “average  current  earnings.” 

Eligibility  for  Benefits 

Payment  of  any  benefits  under  federal 
OASDI  depends  on  the  insured  status  of  the 
worker.  The  two  categories  involved  are 
“Currently  Insured”  and  “Fully  Insured.” 
Eligibility  for  most  benefits  requires  Fully 
Insured  status,  but  some  benefits  can  be 
paid  under  either  status  and  others  require 
both.  (See  Table  3 describing  relationship 
between  benefits  and  insured  status.)  A 
special  “transitional  insured  status”  provi- 
sion is  of  interest  for  workers  aged  72  and 
over  in  1965.  Details  can  be  acquired  from 
the  nearest  Social  Security  Administration 
Office. 

Fully  Insured  status  is  acquired  by  the 
accumulation  of  40  quarters  of  coverage 
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Table  3 


Relationship  Between  Benefits  and 
Insured  Status* 


Benefits 

Retirement  Benefits: 
Retired  worker 
Wife  of  retired  worker 
Husband  of  retired 
worker 

Children  of  retired 
worker 

Survivorship  Benefits: 
Lump-sum  death  benefit 

Mother 

Children 

Widow 

Widower 

Parents 

Disability  Benefits: 

Worker  and  his 
dependents 


Required  Insured 

Status  of  the  Worker 

Fully  insured 

Fully  insured 

Fully  and  currently 
insured 

Fully  insured 

Fully  or  currently 
insured 

Fully  or  currently 
insured 

Fully  or  currently 
insured 

Fully  insured 

Fully  and  currently 
insured 

Fully  insured 


Fully  insured  (plus 
at  least  20  quarters 
of  coverage  out  of 
last  40  quarters 
prior  to  disability) 


*Source:  Fundamentals  of  the  Federal  Old-Age, 
Survivors,  and  Disability  Insurance  System  (Re- 
vised), Laurence  J.  Ackerman  and  David  Ivry, 
C.L.U.  The  American  College  of  Life  Underwrit- 
ers, Bryn  Mawr,  Pa.,  1962. 


earned  any  time  after  1936.  Once  these 
quarters  have  been  accumulated,  a perman- 
ent Fully  Insured  status  is  achieved.  Anoth- 
er means  of  achieving  Fully  Insured  status 
is  to  have  at  least  one  quarter  of  coverage 
for  every  four  quarters:  elapsing  after  1950 
(or  age  21,  if  later)  and  before  age  65. 
Since  this  provision  was  not  amended  to 
reflect  the  fact  that  a physician  in  full-time 
private  practice  was  not  covered  prior  to 
Jan  1,  1965,  there  will  be  a brief  period 
during  which  many  physicians  will  be  una- 
ble to  receive  benefits.  For  example,  a 
physician  who  became  65  on  Jan  1,  1965, 
could  not  qualify  for  benefits  requiring  Ful- 
ly Insured  status  until  at  least  July  1,  1968, 
unless  he  had  previously  acquired  some 
credited  coverage  through  employment  out- 
side of  his  private  practice.  This  date  is 
determined  by  noting  that  56  calendar 
quarters  elapsed  from  Jan  1,  1951,  to  Jan  1, 
1965.  Fourteen  quarters  are  necessary  un- 
der the  “one  for  four”  rule  to  qualify  as 
Fully  Insured. 

To  become  Currently  Insured,  a person 
must  acquire  a minimum  of  six  quarters  of 
coverage  during  the  13-quarter  period  end- 
ing with  (a)  the  quarter  during  which  he 


died,  (b)  the  quarter  during  which  he 
first  became  eligible  for  Old-Age  Insurance 
Benefits,  or  (c)  the  quarter  in  which  he  ac- 
tually retired.  For  a private  practitioner  to 
qualify  for  these  benefits,  then,  will  take 
until  at  least  April  1,  1966. 

This  date  is  determined  by  a rather  com- 
plicated procedure.  A self-employed  indi- 
vidual can  qualify  for  four  quarters  of  cov- 
erage in  any  year  during  which  his  net 
earnings  are  at  least  $400.  On  this  basis, 
theoretically,  a physician  could  qualify  as 
Currently  Insured  in  January  1966,  since 
his  first  $400  of  net  income  is  sufficient  to 
establish  four  quarters  of  coverage  for  the 
year.  This  is  modified,  however,  by  regula- 
tions which  state  that  a quarter  cannot  be 
counted  until  it  has  arrived.  Specifically,  if 
the  income  requirement  has  been  met,  cred- 
it can  be  given  on  the  first  day  of  any 
quarter  in  question.  In  this  case,  the  first 
day  of  the  sixth  quarter  after  the  start  of 
compulsory  coverage  for  physicians  is  April 
1,  1966. 

It  has  been  estimated  that  at  least  50%  of 
the  physicians  in  the  country  have  accumu- 
lated some  coverage  credits  through  affilia- 
tion with  a university,  a part-time  job  as 
medical  officer  for  a corporation,  or  some 
other  outside  wage-earning  activity.  For 
this  reason,  many  are  already  eligible  for 
some  benefits. 

Note  that  separate  eligibility  require- 
ments apply  to  the  provisions  for  health  in- 
surance for  the  aged.  They  are  more  liber- 
al, and  virtually  everyone  over  65  will  be 
eligible  for  benefits  regardless  of  “quarters 
of  coverage”  accumulated  by  July,  1966. 

Miscellaneous 

Several  other  points  should  be  mentioned 
in  connection  with  Social  Security,  though 
the  details  need  not  be  considered  in  this 
communication.  The  term  “quarters  of  cov- 
erage” as  used  in  defining  an  individual’s 
insured  status  refers  to  a period  of  three 
calendar  months  ending  on  March  31,  June 
30,  Sept.  30,  or  Dec.  31  during  which  a spe- 
cified minimum  amount  of  wages  or  self-em- 
ployment income  must  be  credited  for  a 
person  to  receive  insured  status  credit  for 
the  period.  There  are  a number  of  ways  in 
which  this  credit  can  be  earned,  but  for  the 
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self-employed,  credit  is  earned  for  each 
quarter  in  which  self-employment  net  in- 
come for  the  year  is  at  least  $400. 

In  determining  benefits,  it  is  necessary  to 
calculate  an  individual’s  average  monthly 
wage.  This  is  always  based  on  a constant 
number  of  years  which  will  be  five  less 
than  the  number  of  years  elapsing  after 
1950  (or  attainment  of  age  21,  if  later)  up 
to  the  year  in  which  the  person  becomes  65, 
if  a man  (62  for  a woman) , dies,  or  becomes 
disabled.  For  retirement,  the  number  of 
years  used  cannot  be  less  than  five.  The 
five-year  dropout  is  included  to  eliminate 
the  years  of  lowest  earnings  from  the  aver- 
age. For  most  physicians,  this  would  auto- 
matically mean  elimination  of  the  years 
spent  in  medical  school.  Though  the  num- 
ber of  years  used  in  calculating  the  average 
income  is  constant,  the  actual  years  used 
may  change.  If,  for  example,  earnings 
were  very  high  before  attaining  age  21  or 
after  65  they  would  be  included.  The  in- 
sured need  not  be  concerned  with  this  de- 
tail, because  the  Social  Security  Adminis- 
tration will  always  calcuate  the  benefits  us- 
ing those  years  which  will  produce  the 
highest  benefit.  With  its  new  computerized 
operation,  the  SSA  now  automatically  re- 
computes accounts  where  benefits  might  be 
increased  on  the  basis  of  post-retirement  in- 
come, and  the  higher  benefit  is  paid  im- 
mediately, without  the  necessity  of  the  in- 
sured making  a new  application. 

It  is  important  to  remember  that  eligible 
persons  must  file  for  benefits  with  the  near- 
est Social  Security  Office.  Failure  to  do 
so  may  result  in  forfeiture  of  some  benefits, 
although  the  Act  grants  retroactive  benefits 
for  up  to  12  months. 

As  previously  mentioned,  persons  who 
are  eligible  for  benefits  but  continue  to 
work  between  the  ages  of  65  and  72  may 
forfeit  some  or  all  of  their  benefits.  After 
age  72  full  benefits  can  be  collected  regard- 
less of  income. 

Summary  and  Comment 

After  many  years  of  struggle  to  remain 
outside  the  program,  self-employed  physi- 
cians will  henceforth  be  covered  under  the 
federal  Social  Security  Act  on  a compulso- 
ry basis.  Whereas  many  doctors  have  some 
familiarity  with  OASDI  provisions  because 


of  past  salaried  employment  or  military 
service,  this  brief  communication  has  at- 
tempted to  present  a clear  picture  of  the 
benefits  and  obligations  which  many  physi- 
cians now  face  for  the  first  time. 

No  discussion  has  been  included  of  the 
medicare  provisions  of  the  Act  which  will 
become  effective  in  July  1966  and  which 
will  also  apply  to  physicians.  After  the 
lengthy  controversy  surrounding  the  enact- 
ment of  the  medical  care  provisions,  it 
seems  hardly  likely  that  any  physician  is 
not  already  familiar  with  these  amend- 
ments. 

Physicians  as  a group  are  not  likely  to 
benefit  as  much  as  most  other  workers  from 
the  retirement  provisions  of  the  law.  This  is 
due  to  both  existing  work  patterns  and  the 
relatively  modest  level  of  the  retirement 
benefits  in  relation  to  the  income  of  most 
physicians.  Although  availability  of  Social 
Security  retirement  benefits  could  conceiv- 
ably alter  established  retirement  patterns 
in  medicine  and  thus  affect  the  supply  of 
physicians,  this  does  not  appear  to  be  a se- 
rious threat. 

The  survivorship  provisions  of  the  Act 
should  benefit  physicians  as  much  as  any 
other  group.  In  fact,  they  may  be  particu- 
larly attractive  to  young  physicians  start- 
ing private  practice.  For  all,  however, 
they  do  provide  a base  of  protection  which 
can  be  supplemented  to  fit  individual  needs. 

The  full  impact  of  the  disability  provi- 
sions cannot  be  accurately  forecast,  particu- 
larly in  view  of  the  new  statutory 
definition  of  disability.  Once  again,  howev- 
er, the  benefits  are  fairly  modest  in  relation 
to  a physician’s  income,  but  they  do  provide 
a floor  of  protection  in  an  important  area. 

Now  that  compulsory  coverage  of  physi- 
cians is  here,  the  objective  should  be  to 
know  and  understand  the  law  so  that  it  can 
be  used  to  its  best  advantage. 

In  keeping  with  this  objective,  the  fol- 
lowing suggestions  are  offered: 

• All  physicians  (regardless  of  age)  who 
have  not  previously  been  assigned  a 
Social  Security  number  should  imme- 
diately apply  for  one  at  the  nearest 
Social  Security  Administration  office. 

• Any  physician  who  is  at  or  near  retire- 
ment and  wishes  to  verify  his  existiiig 
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insured  status  should  ask  for  postal 
card  form  if 7004  at  the  nearest  Social 
Security  Administration  office.  This 
form  will  elicit  information  from  So- 
cial Security  Headquarters  as  to  the 
quarters  of  coverage  and  average  earn- 
ings of  the  insured.  With  this  informa- 
tion, the  local  Social  Security  Adminis- 
tration office  will  he  able  to  provide 
more  accurate  answers  to  questions 
about  eligibility  and  expected  benefits. 
(All  physicians  are  advised  to  submit 
form  # 7004  at  three  to  five  year  inter- 
vals to  verify  credit  for  covered  quar- 
ters and  earnings.) 

• Any  physician  between  62  and  72  with 
low  or  no  earnings  (72  or  older,  re- 
gardless of  earnings)  who  has  been 
covered  under  OASDI  and  wishes  to 
collect  benefits  must  make  formal  ap- 
plication at  the  nearest  Social  Security 
office. 

• All  practicing  physicians  must  com- 
plete schedule  S E when  filing  their 
federal  income  tax  return  and  pay  self- 
employment  tax  by  April  15. 

• Direct  any  questions  about  coverage  or 
eligibility  to  your  nearest  Social  Se- 
curity office. 


DEATHS 


Dr.  William  Fred  Christenbery,  79,  Knoxville 
physician  for  53  years,  died  September  14  at  Fort 
Sanders  Presbyterian  Hospital. 

Dr.  John  R.  Hill,  62,  Knoxville  died  September 
21  at  Presbyterian  Hospital  after  an  illness  of 
three  months. 

Dr.  James  Bailey  Black,  77,  Murfreesboro,  died 
September  27th  at  Rutherford  Hospital. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Newest  member  of  the  TMA  headquar- 
ters staff  is  Mr.  J.  Tom  Sawyer.  Mr.  Saw- 
yer was  employed  October  1 as  Assistant 
Public  Service  Director  and  Field  Secre- 
tary. 

A native  of  Franklin,  Tennessee,  Mr. 


J.  Tom  Sawyer 


Sawyer  was  graduated  from  Battle  Ground 
Academy  in  Franklin  and  entered  the  Uni- 
versity of  Tennessee  in  1955.  He  transferred 
to  Middle  Tennessee  State  University  after 
one  year  in  Knoxville  and  received  his  B.S. 
degree  in  1959. 

For  five  years  prior  to  joining  TMA  Mr. 
Sawyer  was  employed  by  the  Third  Na- 
tional Bank  in  Nashville.  During  his  tenure 
with  the  Third  National,  Mr.  Sawyer  was 
part  of  the  bank’s  training  program  and 
worked  in  several  departments,  both  be- 
hind the  scenes  and  with  the  public.  As  a 
member  of  the  American  Institute  of  Bank- 
ing he  completed  several  courses  offered  by 
the  AIB. 

Mr.  Sawyer  has  served  on  active  duty 
with  the  U.  S.  Air  Force  and  is  a member 
of  the  Tennessee  Air  National  Guard.  He 
holds  the  rank  of  S/Sgt.  and  is  a flying 
crew  member. 

A member  of  the  Methodist  church,  Mr. 
Sawyer  and  his  wife,  Sandra,  reside  on 
Heney  Drive  in  Donelson. 

Nashville  Academy  of  Medicine 
Davidson  County  Medical  Society 

The  November  9th  meeting  of  the  Acade- 
my was  held  in  the  auditorium  of  the  Vet- 
e r a n s Administration  Hospital.  Guest 
speaker  was  Dr.  Alton  Ochsner  of  the 
Ochsner  Clinic  in  New  Orleans.  His  subject 
was  “The  Treatment  of  Pulmonary  Metas- 
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tases.”  A dinner  and  business  session 
preceded  the  scientific  presentation. 

Chattanooga-Hamilton  County 
Medical  Society 

“Surgical  Treatment  of  Rheumatic  Heart 
Disease”  was  the  subject  presented  by  Dr. 
Jesse  E.  Adams  at  the  meeting  of  the  Socie- 
ty on  November  2nd.  The  meeting  was 
held  in  the  auditorium  of  the  Interstate 
Building. 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  of  Medicine  met 
in  regular  session  on  October  12th  in  the 
Academy  Building.  The  scientific  program 
was  presented  by  Dr.  Alex  Shipley  of  the 
Department  of  Public  Health  and  was  enti- 
tled “Epidemiology  of  Venereal  Disease.” 

Memphis-Shelby  County  Medical  Society 

The  Society  met  in  the  auditorium  of  the 
Institute  of  Pathology  on  October  5th.  The 
scientific  program,  entitled  “Recent  Ad- 
vances in  Cardiovascular  Surgery”  was 
presented  by  Drs.  O.  D.  Harrington  and  H. 
S.  Howard. 

The  business  session  of  the  Society  fol- 
lowed the  scientific  presentation. 


NATIONAL  NEWS 


The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

President  Johnson  has  signed  into  law  a 
modified  version  of  the  controversial,  so- 
called  DeBakey  legislation  authorizing  es- 
tablishment of  regional  cooperative  pro- 
grams of  research,  training  and  related 
patient  care  in  the  fields  of  heart  disease, 
cancer,  stroke  and  related  diseases. 

A total  of  $340  million  in  federal  funds 
will  be  available  during  the  next  three 
years  to  help  universities,  medical  schools, 
research  centers  and  other  public  or  non- 
profit institutions,  such  as  hospitals,  and 
agencies  in  (1)  planning,  (2)  conducting 
feasibility  studies  and  (3)  operating  pilot 
projects. 


The  legislation  was  amended  in  the 
House,  as  recommended  by  the  American 
Medical  Association,  to  make  it  less  objec- 
tionable to  the  medical  profession.  Dr. 
James  Z.  Appel,  president  of  AMA,  said  the 
some  20  House  amendments  were  substan- 
tial and  should  “allay  many  of  the  fears  the 
medical  profession  had  about  the  original 
bill.” 

But  even  so,  the  AMA  could  not  support 
the  amended  legislation,  Dr.  Appel  said, 
“because  we  believe  it  still  introduces  an 
undesirable  concept.” 

The  original  bill  called  for  establishment 
of  regional  medical  complexes  and  would 
have  included  “other  major  diseases.” 

As  enacted  into  law,  the  programs  are  to 
be  carried  out  “in  cooperation  with  practic- 
ing physicians.”  Patient  care  is  limited  to 
that  “incident  to  research,  training  or  de- 
monstrations.” No  patient  can  receive  such 
treatment  except  on  referral  of  a practicing 
physician.  Construction  is  limited  to  remod- 
eling and  renovation  of  buildings  and  re- 
placement of  obsolete  equipment. 

The  Surgeon  General  of  the  Public 
Health  Service  is  designated  as  the  official 
responsible  for  final  approval  of  federal 
grants  under  the  program.  However,  he 
can  act  only  upon  the  recommendation  of  a 
national  advisory  council.  And  an  applica- 
tion for  a federal  grant  first  must  be  ap- 
proved by  a local  advisory  committee.  Both 
the  national  and  local  committees  must  in- 
clude practicing  physicians. 

Present  federal  plans  call  for  starting 
eight  regional  programs  during  the  first 
year  and  17  more  during  the  next  two 
years.  As  of  this  writing,  none  of  them  had 
been  announced. 

* 

The  Department  of  Health,  Education  and 
Welfare  has  ruled  that  physicians  are  not 
required  to  sign  racial  non-discrimination 
pledges  in  order  to  receive  payment  for 
treating  federal-state  welfare  patients. 

The  ruling  followed  protests  of  some 
state  medical  societies  and  individual  physi- 
cians when  some  state  health  departments 
interpreted  the  new  Civil  Rights  Act  as  re- 
quiring the  signing  of  such  a pledge.  The 
societies  and  physicians  protested  that  such 
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a pledge  would  constitute  an  unnecessary 
federal  interference  in  the  patient-physi- 
cian relationship. 

The  recent  special  meeting  of  the  AMA 
House  of  Delegates  adopted  a resolution 
pointing  out  that  non-discrimination  condi- 
tions under  the  Principles  of  Medical  Ethics 
and  “willingly  self-imposed  by  the  medical 
profession  far  exceed  any  pledge  of  this  na- 
ture demanded  by  a federal  bureaucracy.” 

* 

The  House  Ways  and  Means  Committee 
has  postponed  until  next  year  consideration 
of  legislation  that  would  liberalize  the  so- 
called  Keogh  law.  The  present  law  permits 
physicians  and  other  self-employed  persons 
to  defer  income  taxes  on  a maximum  of  $1,- 
250  a year  set  aside  in  a retirement  fund.  A 
bill  before  the  committee  would  increase 
the  maximum  to  $2,500  a year. 

* 

The  Public  Health  Service  reported  only 
35  cases  of  polio  during  the  first  34  weeks 
of  this  year,  a record  low  for  the  period. 
For  the  same  period  last  year,  65  cases 
were  reported. 

During  the  same  period  this  year,  only  96 
cases  of  diphtheria  were  reported.  This 
figure  compared  with  a five-year  median  of 
244  cases  in  the  same  number  of  weeks. 

4c 

Dr.  William  H.  Stewart,  44-year-old  Pub- 
lic Health  Service  career  officer,  is  the  new 
PHS  Surgeon  General.  He  succeeded  Dr. 
Luther  Terry  who  resigned  to  become  vice 
president  of  the  University  of  Pennsylvan- 
ia. 

Recognized  as  an  expert  in  the  field  of 
public  health  administration,  Dr.  Stewart 
had  headed  the  National  Heart  Institute 
since  last  August.  For  the  previous  two 
years,  he  served  as  assistant  to  the  special 
assistant  to  the  HEW  Assistant  Secretary 
for  Health  and  Medical  Affairs. 

After  being  graduated  from  the  Louisiana 
State  University  School  of  Medicine,  he 
served  in  the  Army  Medical  Corps  from 
1946  to  1948.  He  gave  up  a pediatric  prac- 


tice in  Alexandria,  La.,  in  1951  to  join  the 
PHS  commissioned  corps. 

4c 

A total  of  1,529  physicians  will  be  drafted 
during  the  first  part  of  next  year.  The  mili- 
tary needs  in  Viet  Nam  made  necessary  an 
increase  in  the  doctors’  draft  over  the  852 
called  last  January  and  the  1,000  in  Janu- 
ary, 1964. 

The  1966  draft  will  cover  physicians  who 
completed  their  internships  from  two  to  five 
years  ago,  many  of  whom  now  are  in  pri- 
vate practice.  All  those  drafted  will  be 
given  an  opportunity  to  accept  officer  com- 
missions before  induction.  Of  the  quota, 
949  will  be  for  the  Army,  266  for  the  Navy 
and  320  for  the  Air  Force.  In  addition  to 
the  physicians,  350  dentists  and  100  veteri- 
narians will  be  drafted. 

4c 

The  Surgeon  General’s  Advisory  Commit- 
tee on  Immunization  has  recommended  com- 
munity vaccination  programs  against  mea- 
sles. The  committee  said  that  measles  is  one 
of  the  most  important  causes  of  serious  ill- 
ness in  children  and  recommended  that  con- 
tinuing “maintenance”  programs  aimed  at 
vaccinating  children  about  one  year  of  age 
be  established  in  all  communities. 

“Additionally,  consideration  should  be 
given  to  the  concept  of  full  immunization  of 
all  children  entering  schools,  nursery 
schools,  etc.,  since  measles  transmission  in 
the  community  occurs  principally  among 
children  in  such  settings,”  the  committee 
said. 

“Widespread  immunization  may  be 
achieved  through  routine  and  intensive  pro- 
grams conducted  in  physician’s  offices  and 
immunization  clinics  in  both  public  health 
and  private  medical  practice.  In  some  in- 
stances, mass  community-wide  vaccination 
programs  may  prove  practicable  in  commu- 
nities or  segments  of  communities  in  which 
immunization  levels  achieved  through  rou- 
tine practice  are  known  to  be  low. 

“If  community-wide  programs  are  con- 
ducted, cognizance  must  be  taken  of  the 
fact  that  such  programs  are  necessarily 
more  complex  than  those  involving  oral  po- 
lio vaccine,  for  example,  since  measles  vac- 
cines must  be  parenterally  administered.” 
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Tennessee  Academy  of  General  Practice 

The  17th  Annual  Scientific  Assembly  and 
Congress  of  Delegates  of  the  Tennessee 
Academy  of  General  Practice  was  held  in 
Gatlinburg,  November  3-4.  The  scientific 
program  included:  “Office  Treatment  of 

Common  Fractures  of  the  Upper  Extremi- 
ties’'— Dr.  Thomas  D.  Brower,  Professor  of 
Orthopedic  Surgery,  University  of  Ken- 
tucky, Lexington;  “Roentgenologic  Exami- 
nation of  the  Cervical  Spine” — Dr.  Joseph 
McK.  Ivie,  Nashville;  “Cervical  Spondylos- 
is”— Dr.  Robert  B.  King,  Professor  of  Neu- 
rological Surgery,  State  University  of  New 
York,  Syracuse;  “Injuries  of  the  Cervical 
Spine — Diagnosis  and  Management” — Dr. 
J.  William  Hillman,  Nashville;  “The  Phys- 
iology of  Menstruation” — Dr.  Robert  B. 
Greenblatt,  Professor  and  Chairman,  De- 
partment of  Endocrinology,  Medical  College 
of  Georgia,  Augusta;  “Cervical  Cancer  De- 
tection Research  Project:  “A  Joint  AAGP- 
USPHS  Program” — Dr.  Charles  W.  Pember- 
ton, Medical  Officer,  Cancer  Control 
Branch,  Division  of  Chronic  Diseases, 
USPHS,  Washington;  “The  Modern  Man- 
agement of  Menopause” — Dr.  M.  Edward 
Davis,  Professor  and  Chairman,  Department 
of  Obstetrics  and  Gynecology,  University  of 
Chicago;  “Diagnosis  and  Management  of 
Habitual  Abortion” — Dr.  Philip  C.  Schreier, 
Memphis.  A movie  entitled,  “Routine  Pel- 
vic Examination  and  the  Cytologic  Method” 
was  also  presented  and  informative  ques- 
tion and  answer  periods  followed  each  pre- 
sentation. 

The  Social  Hour  and  Banquet  of  the  Aca- 
demy was  held  on  November  5th  at  the 
Riverside  Motor  Lodge. 

* 

A new  component  chapter  of  the  TAGP, 
representing  Districts  5 and  7,  held  an  or- 
ganizational meeting  and  scientific  program 
on  October  14th  in  Pulaski.  The  business 
session  included  election  of  officers,  adop- 
tion of  constitution  and  by-laws,  and  selec- 
tion of  a name  for  the  Chapter. 

Following  a movie  entitled  “The  Critical 


Dimension”  which  outlined  the  purposes, 
activities  and  accomplishments  of  the 
American  Medical  Association,  Mr.  Jack 
Ballentine,  Executive  Director  of  the  Ten- 
nessee Medical  Association,  discussed  re- 
cent laws  affecting  medical  care. 

The  scientific  program  was  presented  by 
Drs.  Irving  Hillard,  William  D.  Jones, 
George  R.  Mayfield,  Jr.  and  Eldon  S.  Dum- 
mit,  Jr. 

A social  hour  and  dinner  preceded  the 
business  and  scientific  meetings. 

East  Tennessee  Heart  Association 
Annual  Scientific  Symposium 

Held  in  conjunction  with  the  Assembly  of 
the  TAGP  in  Gatlinburg  on  November  5th, 
the  program  presented  by  the  East  Tennes- 
see Heart  Association  and  the  Heart  Dis- 
ease Control  Program,  Tennessee  Depart- 
ment of  Public  Health,  included:  “Labora- 
tory Evaluation  of  the  Patient  with  Extra- 
cranial Cerebrovascular  Disease,”  “Current 
Considerations  in  the  Therapy  of  Chronic 
Renal  Disease  Including  Hemodialysis  and 
Transplantation,”  “Physiologic  Basis  for 
Arrhythmias,”  “Management  of  the  Patient 
with  Complete  Heart  Block,”  “Clinical  As- 
pects of  Potassium  Metabolism,”  and  “Diag- 
nosis and  Management  of  Acute  Cor  Pulmo- 
nale.” Participants  on  the  program  were: 
Drs.  Robert  E.  Whelan,  Roscoe  R.  Robinson, 
and  Andrew  G.  Wallace,  all  of  Duke  Uni- 
versity School  of  Medicine,  Durham,  North 
Carolina. 

Third  Annual  Tennessee  Rural 
Health  Conference 

The  third  annual  Tennessee  Rural  Health 
Conference  was  held  in  Nashville  at  the 
Andrew  Jackson  Hotel  on  October  5th.  209 
physicians,  home  demonstration  club  mem- 
bers, and  farm  bureau  personnel,  represent- 
ing 38  counties,  attended  the  meeting 
which  was  co-sponsored  by  the  Tennessee 
Medical  Association,  Tennessee  Farm  Bu- 
reau Federation,  and  the  University  of 
Tennessee  Agricultural  Extension  Service. 
Speakers  and  their  subjects  were:  Dr. 

George  V.  Mann,  career  research  professor 
at  Vanderbilt  University — “The  Causes  of 
Coronary  Disease”;  Dr.  J.  M.  Bistowish,  di- 
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rector  of  health  for  Metropolitan  Nashville- 
Davidson  County — “Immunization  Serv- 
ices”; Dr.  Robert  F.  Lash,  director  of  the 
Knoxville  Poison  Control  Center — “Poisons 
in  Your  Home  and  at  Your  Farm”;  Mrs.  G. 
W.  F.  Cavender,  accident  prevention  con- 
sultant for  the  state  department  of  public 
health — “Safety  in  the  Home”;  Mr.  Bernard 
Harrison,  director  of  the  Legislative  De- 
partment of  AMA,  Chicago — “Health  Care 
Legislation  Pending  in  Congress”;  and  Dr. 
Webster  Pendergrass,  dean  of  the  U-T  Col- 
1 e g e of  Agriculture — “The  Challenge 

Ahead.” 

Dr.  Julian  C.  Lentz,  Maryville,  Chairman 
of  TMA’s  Rural  Health  Committee,  and  Mr. 
Kenneth  Cherry  of  the  Tennessee  Farm  Bu- 
reau, presided  over  the  morning  session  of 
the  conference,  and  Dr.  Vernon  W.  Darter 
of  Knoxville,  director  of  the  UT  Agricultu- 
ral Extension  Service  presided  for  the  aft- 
ernoon session. 

Tennessee  Public  Health  Association 

More  than  800  doctors  and  others  inter- 
ested in  public  health  attended  the  26th  an- 
nual meeting  of  the  Tennessee  Public 
Health  Association  in  Nashville,  October  6- 
7.  Following  a welcome  by  Governor 
Frank  G.  Clement,  delegates  heard  an  ad- 
dress by  Dr.  R.  H.  Hutcheson,  State  Com- 
missioner of  Public  Health,  and  a speech  by 
Dr.  Wilson  T.  Sowder,  Florida  State  Health 
Officer,  entitled  “Financing  of  Community 
Health  Services.” 

Topics  considered  in  workshops  and  sec- 
tional meetings  included  techniques  and  la- 
boratory procedures  relating  to  rabies, 
syphilis  epidemiology,  accident  prevention 
and  statistics.  A convention  highlight  was 
a half-day  seminar  on  salmonellosis,  spon- 
sored by  the  public  health  departments  of 
Tennessee  and  the  federal  government. 

University  of  Tennessee 
College  of  Medicine 

Tribute  was  paid  to  two  generations  of 
graduates  on  September  26th  at  the  fall 
commencement  exercises.  Dr.  Andrew 
Holt,  President,  conferred  87  medical  de- 
grees to  students  from  14  states  and  2 fore- 
ign countries.  In  honored  position  along 


with  the  new  degree  candidates,  were  21 
members  of  the  1915  graduating  class.  The 
elder  honorees  were  given  “Golden  T”  cer- 
tificates for  50  years  practice  in  the  medical 
field. 

Dr.  Valentine  David  Galasyan  of  Canter- 
bury, Connecticut,  received  the  College  of 
Medicine’s  Charles  C.  Verstandig  award  for 
overcoming  the  most  obstacles  toward  ob- 
taining a degree. 

The  commencement  address  was  deliv- 
ered by  Dr.  Howard  Mahorner,  clinical  pro- 
fessor of  surgery  at  the  Louisiana  State 
University  School  of  Medicine  in  New  Or- 
leans. 

* 

Five  new  staff  members  have  been  added 
to  the  Department  of  Radiology.  Dr.  Allan 
Green,  Jr.,  former  chief  of  radiotherapy 
and  nuclear  medicine  at  Lackland  Air 
Force  Base,  Texas,  was  appointed  associate 
professor.  Dr.  Thomas  H.  Johnson,  Jr.  who 
has  just  completed  Army  service,  was  ap- 
pointed assistant  professor.  Added  as  in- 
structors were  Drs.  Joseph  Byron  Cooper, 
Thomas  Monaghan  and  Jerry  Phillips,  who 
have  just  completed  residencies  at  UT  Med- 
ical Units. 

* 

Dr.  John  L.  Wood,  chairman  of  the  De- 
partment of  Biochemistry  has  been  award- 
ed a special  research  fellowship  by  the 
Cancer  Institute  to  do  research  in  Europe. 
Dr.  Wood  will  work  with  a research  team 
at  the  Institute  of  Biochemistry,  University 
of  Rome,  Italy,  in  the  field  of  sulphur 
biochemistry.  Dr.  E.  Foster  Williams  will 
act  as  chairman  of  the  department  during 
Dr.  Wood’s  absence. 
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Dr.  William  T.  Satterfield,  Memphis,  has  been 
named  one  of  seven  business,  professional  and  in- 
dustrial leaders  who  will  become  members  of  the 
University  of  Tennessee  Development  Council. 

Dr.  Lloyd  Hollister,  Jr.,  formerly  of  Dover,  has 
opened  an  office  in  Tullahoma  for  the  general 
practice  of  medicine  and  surgery. 

Dr.  John  C.  Burch,  Nashville,  addressed  the  an- 
nual meeting  of  the  St.  Thomas  Hospital  Auxiliary 
on  September  15th. 

Dr.  Conrad  Shackleford,  Huntingdon,  and  Dr. 
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William  Phillips,  Amory,  Miss.,  have  joined  the 
Memphis  and  Shelby  County  Health  Department 
staff,  making  a total  of  four  full-time  physicians 
with  the  department.  Dr.  Nobel  W.  Guthrie  is 
director  and  Dr.  Eugene  W.  Fowinkle,  director  of 
the  communicable  disease  division. 

Dr.  S.  S.  Walker,  Jr.  of  Obion,  has  moved  his 
office  for  the  practice  of  medicine  to  McKenzie. 

Dr.  Gould  A.  Andrews,  chairman  of  the  Medical 
Division  of  the  Oak  Ridge  Institute  of  Nuclear 
Studies,  presented  an  invited  paper  at  the  Interna- 
tional Congress  on  Radiology  in  Rome,  Italy,  Sep- 
tember 22-28.  The  title  of  Dr.  Andrews’  paper 
was  “Total-Body  Radiation  in  the  Human  Being.” 

Dr.  Donald  E.  Schaffer  announces  the  opening 
of  his  office,  Memphis,  in  association  with  Dr. 
Kenneth  J.  Munden  and  Dr.  Teresa  Silverman  for 
the  practice  of  psychiatry. 

Dr.  Maury  Bronstein,  assistant  professor  of 
medicine  at  the  University  of  Tennessee,  was 
guest  speaker  of  the  Memphis  Kiwanis  Club  on 
September  15th. 

Dr.  Joe  F.  Von  Almen,  Jr.,  a native  of  Newbern, 
has  become  associated  with  the  Medical  Arts  Clin- 
ic in  Lewisburg. 

Dr.  R.  H.  Hutcheson,  Commissioner  of  Health  in 
Tennessee,  appeared  on  a panel  discussion  at  the 
first  national  conference  on  public  family  planning 
clinics  held  at  the  Roosevelt  Hotel  in  New  York 
on  September  9-10. 

Dr.  R.  H.  Kampmeier,  Nashville,  represented 
the  American  College  of  Physicians  at  the  Re- 
gional Meeting  in  San  Juan,  Puerto  Rico,  Oct.  22- 
23,  speaking  on  the  “Clinical  Aspects  of  Cardio- 
vascular Syphilis”  and  taking  part  in  a Clinical- 
pathologic  Conference. 

Dr.  Sam  W.  Huddleston,  Johnson  City,  was 
guest  speaker  at  the  meeting  of  the  Kingsport  Ki- 
wanis Club  on  September  10th.  His  subject  was 
“The  Aerodynamics,  Thrills,  Chills,  and  Occasion- 
al Spills  of  Powerless  Flight.” 

Tennessee  Physicians  who  participated  in  the 
scientific  sessions  of  the  Southern  Medical  Asso- 
ciation’s 59th  annual  meeting  in  Houston,  Texas, 
were:  Drs.  Bernard  M.  Zussman,  Lloyd  V.  Craw- 
ford, Jr.,  George  W.  Brasher,  III,  Jack  A.  Roane, 
Wm.  H.  L.  Dornette,  Walter  S.  Guinee,  John  J.  Mc- 
Cutchen,  Robert  R.  Hughes,  J.  Pervis  Milnor,  Jr., 
Robert  A.  Utterback,  Philip  M.  Lewis,  Roger  L. 
Hiatt,  Harry  E.  Altman,  Melvin  W.  DeWeese, 
Lewis  D.  Anderson,  Wiley  C.  Hutchins,  David  S. 
Carroll,  Edwin  N.  Rise,  Gordon  L.  Mathes,  Felix 
A.  Hughes,  Jr.,  Wm.  T.  Black,  Jr.,  of  Memphis. 
Drs.  Geoffrey  Berry,  Charles  B.  Pittinger,  Eugene 
C.  Klatte,  Herman  J.  Kaplan,  W.  Andrew  Dale, 
John  H.  Foster,  Elwyn  A.  Saunders,  Robert  C. 
Owen,  Paul  H.  Ward,  Wm.  S.  Stoney,  Tom  E.  Nes- 
bitt, Francis  A.  Puyau,  Walter  G.  Gobbel,  Jr.,  Sam 
E,  Stephenson,  Jr.,  Hollis  E.  Johnson,  Harold  A. 
Collins,  John  L.  Sawyers,  and  Wm.  H.  Edwards, 
Nashville.  Drs.  J.  R.  Bowman,  Edwin  A.  Meeks, 
Robert  E.  Piston,  Johnson  City;  Odon  F.  Von 
Werssowetz,  David  P.  Hall,  Chattanooga;  and  Dr. 
James  B.  Cox,  Nashville. 


Dr.  Paul  H.  Barnett  has  joined  Doctors  L. 
Grossman,  M.  Grossman,  Ownby  and  Kaplan, 
Nashville,  for  the  practice  of  internal  medicine. 

Dr.  William  R.  Jones  has  joined  Doctors  Carter, 
Tudor,  McClellan  and  Nesbitt  in  the  practice  of 
urology. 

Dr.  David  Strayhorn,  Jr.,  Nashville,  has  joined 
Dr.  David  Strayhorn,  Sr.  in  the  practice  of  inter- 
nal medicine. 


BOOK  REVIEW 


Clinical  Endocrinology  and  Its  Physiologic  Basis. 
By  Arthur  Grollman,  M.D.,  Professor  and  Chair- 
man of  the  Department  of  Experimental  Medi- 
cine, The  University  of  Texas  Southwestern 
Medical  School.  429  pages,  223  Illustrations. 
Philadelphia:  J.  B.  Lippincott  Company,  1964. 
Price  $18.50. 

Dr.  Grollman  has  written  an  updated  and  more 
complete  treatise  of  endocrinology  than  was  in- 
cluded in  his  previous  book,  Essentials  of  Endo- 
crinology, published  in  1941. 

The  present  book  is  written  primarily  for  the 
clinitian;  however,  the  physiologic,  biochemical, 
genetic,  and  phylogentic  aspects  of  endocrinology 
are  treated  in  detail.  The  current  knowledge  of 
the  chemical  characterization  of  the  biosynthesis 
and  the  regulation  of  synthesis  and  release  of  the 
various  hormones  is  summarized. 

The  book  is  divided  into  sections  according  to 
the  endocrine  gland  under  consideration.  Each  sec- 
tion includes  a description  of  the  basic  anatomy 
and  physiology  of  an  endocrine  gland  as  well  as 
description  of  the  pathophysiologic  mechanisms, 
clinical  manifestations,  diagnosis,  and  manage- 
ment of  the  pathologic  conditions  of  the  gland. 
One  chapter  is  devoted  to  the  endocrine  disorders 
associated  with  chromosomal  abnormalities. 

This  book  is  an  excellent  reference  book  for  the 
medical  student,  general  practioner,  pediatrician, 
and  internist.  It  would  also  be  a useful  addition 
to  the  library  of  the  surgeon,  the  gyencologist  or 
any  clinician  who  is  sometimes  confronted  with 
an  endocrinologic  problem. 
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Calendar  of  Meetings,  1965-1966 

State 

Feb.  27-1966  State  and  County  Society 

Officers  Conference  of  the  Ten- 
nessee Medical  Association, 
Hermitage  Hotel.  Nashville 


November,  1965 
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April  17-19 

Tennessee  Medical  Association 
Annual  Meeting,  Civic  Center 
Auditorium,  Gatlinburg 

Regional 

Jan.  28-30,  1966 

Southern  Radiological  Confer- 
ence, Grand  Hotel,  Point  Clear, 
Alabama 

Feb.  9-10 

Mid-South  Postgraduate  Medi- 
cal Assembly,  Memphis,  Ten- 
nessee 

Feb.  28-Mar.  3 

Southeastern  Surgical  Con- 
gress, Marriott  Motor  Hotel, 
Atlanta 

March  3-5 

Central  Surgical  Association, 
Chicago 

March  29-30 

Southwestern  Pediatric  Socie- 
ty, Statler  Hilton  Hotel,  Los 
Angeles 

April  18-21 

Southwestern  Sui'gical  Con- 
gress, Flamingo  Hotel,  Las  Ve- 
gas 

National 

Dec.  4-9 

American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 

Jan.  13-15,1966 

American  College  of  Surgeons 
(sectional  meeting),  Ameri- 
cana Hotel,  Bal  Harbour,  Fla. 

Jan.  21-22 

American  Society  for  Surgery 
of  the  Hand,  Palmer  House, 
Chicago 

Jan.  22-27 

American  Academy  of  Ortho- 
paedic Surgeons  (members  and 
invited  guests  only),  Palmer 
House,  Chicago 

Jan.  31-Feb.  2 

American  College  of  Surgeons 
(sectional  meeting),  Sheraton 
Lincoln  Hotel,  Houston,  Texas 

Feb.  2-6 

American  College  of  Cardiolo- 
gy, Conrad  Hilton  Hotel,  Chi- 
cago 

Feb.  3-9 

Congress  on  Medical  Educa- 
tion, Palmer  House,  Chicago 

Feb.  8-12 

American  College  of  Radiology 
(members'  only),  Drake  Hotel, 
Chicago 

Feb. 19-23 

American  Academy  of  Allergy 
(22nd  Annual  Meeting),  Amer- 
icana Hotel,  New  York 

March  4-9 

American  Association  of  Pa- 
thologists and  Bacteriologists, 
Statler-Hilton,  Cleveland 

March  14-17 

American  College  of  Surgeons 
(sectional  meeting  for  doctors 
and  graduate  nurses),  Shera- 
ton-Cleveland  and  Statler  Ho- 
tels, Cleveland 

March  23-25 

American  Surgical  Association, 
Boca  Raton  Hotel,  Boca  Raton, 
Fla. 

April  1-7 

American  Academy  of  General 
Practice,  Boston 

April  14-19 

American  Dermatological  Asso- 
ciation (members  only)  Home- 
stead Hotel,  Hot  Springs,  Va. 

April  15-17 

American  Society  of  Internal 
Medicine,  Biltmore  Hotel,  New 
York 

April  18-22 

American  College  of  Physi- 
cians, New  York 

April  23-24 

American  Laryngological  Asso- 
ciation, Americana  Hotel,  San 
Juan,  P.  R. 

April  25-28 

Industrial  Medical  Association, 
Sheraton-Cadillac,  Detroit 

April  25-29 

American  College  of  Allergists, 
Palmer  House,  Chicago 

April  25-30 

American  Academy  of  Neuro- 
logy, Bellevue-Stratford  Hotel, 
Philadelphia 

April  27-29 

American  Pediatric  Society, 
Inc.,  Seaside  Hotel  & Steel 
Pier,  Atlantic  City,  N.  J. 

April  27-30 

American  Association  of  Plas- 

tic  Surgeons,  Sheraton-Cleve- 
land,  Cleveland 


Medical  Education  Anniversary 
Highlights  Clinical  Convention 

The  200th  anniversary  of  medical  education  in 
the  United  States  is  being  observed  in  Philadel- 
phia as  the  AM  A holds  its  19th  Clinical  Conven- 
tion there  November  28-December  1.  The  con- 
vention is  being  held  in  cooperation  with  the  bi- 
centennial observance  of  the  nation’s  oldest  medi- 
cal school,  the  University  of  Pennsylvania  School 
of  Medicine.  Physicians  and  their  families  will 
be  able  to  participate  in  ceremonies  observing  the 
school’s  founding.  They  also  will  have  opportuni- 
ties to  visit  other  parts  of  historic  Philadelphia. 
For  more  information  on  registration,  write  to 
Circulation  and  Records  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

American  Cancer  Society 

The  1966  scientific  session  of  the  American  Can- 
cer Society  will  be  held  at  the  St.  Francis  Hotel 
in  San  Francisco,  May  11.  The  symposium  will 
present  advances  in  the  diagnosis  and  treatment 
of  the  common  cancer  sites  in  this  country  and  is 
open  to  all  members  of  the  medical  and  dental 
professions  and  students.  There  is  no  advance 
registration  or  registration  fee.  For  further  infor- 
mation write:  Director  of  Professional  Education, 
American  Cancer  Society,  Inc.,  219  East  42nd 
Street,  New  York,  New  York  10017. 

Course  in  Laryngology  and 
Bronchoesophagology 

The  Department  of  Otolaryngology  of  the  Illi- 
nois Eye  and  Ear  Infirmary  and  the  College  of 
Medicine  of  the  University  of  Illinois  at  the  Medi- 
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cal  Center,  Chicago,  will  conduct  a postgraduate 
course  in  Laryngology  and  Bronchoesophagology 
from  March  21  through  April  2.  This  course  is 
limited  to  fifteen  physicians  and  will  be  under 
the  direction  of  Paul  H.  Holinger,  M.D.  Instruc- 
tion will  be  provided  by  means  of  animal  demon- 
strations and  practice  in  bronchoscopy  and  esopha- 
goscopy,  diagnostic  and  surgical  clinics,  as  well 
as  didactic  lectures. 

Interested  registrants  should  write  to:  Depart- 
ment of  Otolaryngology,  College  of  Medicine  of 
the  University  of  Illinois  at  the  Medical  Center, 
P.  O.  Box  6998,  Chicago,  Illinois  60680. 

Psychiatry  for  the  Internist 

The  American  College  of  Physicians  will  pre- 
sent Postgraduate  Course  No.  8 on  “Psychiatry 
For  The  Internist,”  December  6-10.  This  is  an 
intensive  course  with  the  emphasis  on  practical 
interviewing  technics  in  small  closely  supervised 
groups  working  with  patients  from  the  wards  and 
clinics  of  the  Los  Angeles  County  General  Hos- 
pital. The  registration  will  be  limited  and  each 
physician  will  be  assigned  to  work  in  a group  of 
three,  or  four  at  the  most.  Each  such  group  will 
have  one  instructor  from  the  Department  of  Psy- 
chiatry of  the  University  of  Southern  California. 


The  group  will  work  with  the  same  instructor 
throughout  the  five  days,  spending  each  day  in- 
terviewing patients  under  supervision,  thus  learn- 
ing through  observing  and  doing.  Problems  ap- 
propriate to  diagnosis  and  management  of  patients 
in  a general  medical  practice  will  be  the  single 
focus  of  the  course. 

Request  for  information  and  application  blanks 
should  be  directed  to:  Edward  C.  Rosenow,  Jr., 
M.D.,  Executive  Director,  American  College  of 
Physicians,  4200  Pine  Street,  Philadelphia,  Pa. 
19104. 

TMA  Distinguished  Service  Awards 

The  Board  of  Trustees  of  TMA  in  1964,  estab- 
lished a maximum  of  three  Distinguished  Service 
Awards  each  year  to  be  made  to  physician  mem- 
bers after  receiving  nominations  from  the  mem- 
bership of  the  Tennessee  Medical  Association.  The 
awards  are  presented  at  the  Annual  Meeting  each 
April. 

The  certificates  awarded  carry  prestige  and  dis- 
tinction and  should  be  for  a service  performed  in 
the  immediate  preceding  year.  For  criteria  and 
conditions,  see  Executive  Director’s  Yellow  Page 
in  this  issue  of  the  Journal. 
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The  authors  believe  that  definitive  management  of  cervical  carcinomas  is  possible  and  advantageous 
at  the  time  the  diagnosis  is  made.  They  demonstrate  that  a frozen  section  by  the  method  described  is 

adequate  for  an  adequate  diagnosis. 

Cervical  Carcinoma:  The  Cryostat  As 
A Diagnostic  Tool* 


R.  E.  DOUGHERTY,  M.D.,  D.  F.  BEALS,  M.D.,  and  A.W.  DIDDLE,  M.D.f 

Knoxville,  Tenn. 


Several  reports  have  appeared  in  the  re- 
cent literature  concerning  evaluation  of 
cervical  conization  material  by  frozen  sec- 
tion and  rendering  definitive  treatment  at 
the  same  time.1'9  Heretofore,  various  meth- 
ods of  frozen  section  have  been  used  for 
immediate  pathologic  study.  Recently  the 
cryostat  has  gained  favor  for  this  purpose. 
Yet,  some  gynecologists  and  pathologists 
are  still  reluctant  to  employ  the  method, 
and  provide  surgical  treatment  concomi- 
tantly for  fear  of  diagnostic  inaccuracies. 
The  purpose  of  this  communication  is  to  re- 
late our  experience  with  the  diagnostic  use 
of  the  cryostat  in  the  study  of  cervical  spe- 
cimens obtained  by  cone  biopsy. 

Materials  and  Methods 

The  cryostat  is  a microtome  permanently 
mounted  in  a refrigerated  box.  (The  com- 
mercial model  is  manufactured  by  the  In- 
ternational Equipment  Company,  Needham 
Heights,  Mass.)  It  provides  a constant 
temperature.  Tissue  to  be  examined  is 
quickly  frozen,  cut  by  the  microtome,  trans- 
ferred to  slides,  stained  with  hematoxylin 
and  eosin,  and  mounted  permanently. 
Slides  may  be  read  immediately. 

Surgical  procedures  at  this  institution  are 


done  by  the  resident  and  attending  staffs. 
Gynecologic  admissions  are  at  a rate  of  60% 
service  to  40  private.  The  corresponding 
figures  for  women  with  cervical  disease  re- 
corded in  this  communication  is  compara- 
ble. The  use  of  the  cryostat  was  begun  in 
June,  1963.  Whether  or  not  cervical  tissue 
was  studied  by  frozen  section  was  left  to 
the  discretion  of  each  surgeon.  From  June, 
1963  to  early  March,  1965,  conization  speci- 
mens were  evaluated  by  this  method  from 
68  patients. 

Initially  three  levels  of  4 tissue  blocks 
were  examined.  As  skill  in  the  use  of  the 
instrument  was  developed,  increasing  num- 
ber of  sections  was  included  in  the  pre- 
liminary report.  One  of  the  recent  pre- 
liminary studies  was  based  on  76  sections. 
The  time  required  for  this  interpretation 
was  50  minutes. 


Results 

The  final  diagnosis  for  the  68  patients  is 

listed  in  table  1.  Table  2 

gives  the  type 

Table  1 

Diagnosis 

Diagnosis 

Number  Patients 

Carcinoma  in  situ 

42 

Dysplasia 

13 

Invasive  carcinoma 

8 

Cervicitis 

5 

*Presented  at  the  meeting  of  the  Tennessee 
State  Obstetrical  and  Gynecological  Society,  April 
12,  1965,  Chattanooga,  Tenn. 

tFrom  the  Departments  of  Obstetrics  and  Gyne- 
cology and  Pathology,  Memorial  Research  Center, 
University  of  Tennessee,  Knoxville,  Tenn. 


and  time  of  treatment  in  relation  to  the  di- 
agnostic conization.  Three  patients  with 
noninvasive  disease  initially  treated  by 
conization  only,  subsequently  had  a hyst- 
erectomy. 
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Table  2 

Type  and  Time  of  Treatment 
Treatment  Number  Patients 

Sequential  to  conization 

Total  hysterectomy  51 

Conization  only  9 

Other  abdominal  procedure  1 

Delayed  2 to  180  days 

Radiation  3 

Total  hysterectomy  3 

Radical  surgery  1 

In  2 instances  there  was  disagreement 
between  pathologists  as  to  whether  the  cor- 
rect diagnosis  was  severe  dysplasia  or  car- 
cinoma in  situ. 

No  record  of  the  time  taken  for  the  fro- 
zen section  is  kept.  However,  a suitable  in- 
dex can  be  obtained  from  review  of  the  to- 
tal operating  time  recorded  for  the  16  pa- 
tients initially  evaluated  by  conization 
only.  The  longest  total  time  for  both  the 
operative  and  pathologic  procedures  was  95 
minutes,  the  shortest  time  was  20,  while  the 
average  was  44  minutes. 

Postoperative  morbidity  has  been  clas- 
sified by  some  as  a fever  on  any  2 postop- 
erative days  as  101°  or  greater.6  Others 
use  the  standard  definition  of  postpartum 
morbidity.  In  this  series  the  former  value 
was  taken.  Using  this  criterion,  none  of 
the  16  patients  treated  by  conization  only 
was  morbid.  By  contrast,  10  of  the  52 
women  having  definitive  procedures  at  the 
time  of  initial  conization  were  morbid.  (Ta- 
ble 3.) 

Table  3 

Postoperative  Morbidity* 

(of  52  patients  undergoing  definitive  treatment  at 
time  of  initial  conization  and  cryostat  studies) 


Vaginal  cuff  or  wound  problems  6 

Atelectasis  2 

Pyelonephritis  1 

Bowel  injury  1 

Total  10 


*NOTE:  All  patients  with  morbidity  were  in- 
digent. No  private  patient  was  morbid  postopera- 
tively. 

Comparison  of  the  preliminary  diagnosis 
determined  by  the  use  of  the  cryostat  with 
the  final  opinion  ascertained  through 
paraffin-fixed  tissue  reveals  no  change  in  62 
of  the  68  case  studies.  The  remaining  6 re- 
quire some  explanatory  comment.  The  hys- 
terectomy specimen  from  1 patient  re- 
vealed early  epidermoid  carcinoma  at  the 
level  of  the  endocervical  canal  but  outside 
the  area  of  the  cone  biopsy.  This  was  dem- 
onstrated in  one  section  of  the  hysterectomy 


specimen  only.  The  change  was  not  present 
in  the  multiple  sections  of  the  cone  biopsy 
specimen.  Accordingly,  this  is  a failure  not 
of  the  cryostat  method  but  rather  of  the 
procedure  of  conization.  The  patient,  who 
refused  additional  treatment,  is  now  20 
months  postoperative,  and  is  living  and 
well.  This  instance  will  not  be  used  in  sub- 
sequent comments  concerning  a revised  di- 
agnosis. The  exclusion  of  this  case  leaves  5 
women  for  whom  the  preliminary  diagnosis 
subsequently  was  revised.  Two  of  the  pa- 
tients, originally  considered  to  have  cervi- 
cal dysplasia  on  frozen  section,  later  were 
considered  by  another  pathologist  to  have 
carcinoma  in  situ  by  paraffin  studies.  In 
both  instances  the  observer  who  considered 
the  diagnosis  originally  to  be  dysplasia 
holds  to  this  opinion  in  consideration  of  the 
entire  specimen.  This  then  is  a difference 
in  pathologic  interpretation. 

The  third  patient  had  received  a cancero- 
cidal  dose  of  radiation  13  months  previously 
for  squamous  cell  carcinoma  of  the  cervix, 
international  Stage  II.  Cytologic  changes 
(Class  III)  persisted  in  the  cervix.  For  this 
reason  a cone  biopsy  was  obtained.  The  in- 
terpretation based  on  cryostat  studies  was 
consistent  with  dysplasia.  By  contrast, 
paraffin  treated  tissue  showed  only  chronic 
cervicitis.  The  fourth  patient  was  a multi- 
para and  pregnant  when  she  was  found  to 
have  cervical  cytologic  atypia.  Conization 
without  the  use  of  cryostat  procedure  was 
done  during  pregnancy.  A histologic  diag- 
nosis was  made  of  carcinoma  in  situ.  The 
patient  subsequently  aborted.  Our  general 
policy  is  to  wait  3 months  postpartum  be- 
fore definitive  treatment  is  offered  to  such  a 
patient.  This  was  done.  Because  the  Pa- 
panicalaou  smear  remained  persistently  pos- 
itive, a repeat  conization  was  undertaken 
at  the  end  of  3 months  to  rule  out  invasive 
carcinoma.  The  cryostat  diagnosis  was  re- 
turned as  chronic  cervicitis.  Subsequently 
multiple  sectioning  of  the  conization  materi- 
al revealed  one  small  area  of  carcinoma  in 
situ,  undoubtedly  the  origin  of  the  positive 
Papanicalaou  smear.  It  is  noteworthy  that 
the  diagnostic  inaccuracy  did  not  change 
the  plan  of  management. 

The  final  and  fifth  patient  with  a revised 
diagnosis  demonstrates  one  of  the  important 
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problems  in  this  series.  This  woman  pre- 
viously had  multiple  cervical  biopsies 
which  were  read  at  another  institution  as 
showing  equivocal  micro-invasive  squamous 
carcinoma.  Conization  and  cryostat  exami- 
nation was  undertaken.  The  preliminary 
diagnosis  was  carcinoma  in  situ  with  exten- 
sive glandular  involvement.  With  these 
findings,  a modified  Wertheim  hysterectomy 
was  elected  as  the  treatment  of  choice.  On 
permanent  section  one  area  of  equivocal  mi- 
cro-invasive squamous  carcinoma  was  iden- 
tified. Again  appropriate  treatment  was  an- 
ticipated. 

Comment 

Kaufman  and  others,3  at  the  Baylor  Uni- 
versity College  of  Medicine,  have  published 
several  papers  concerning  the  use  of  the 
cryostat  method  in  clinical  pathology,  with 
particular  reference  to  its  use  in  the  study 
of  cervical  conization  material.2’5’7’9  Trum- 
bull8 has  pointed  out  the  several  advan- 
tages of  frozen  section  procedures.  These 
include  reduced  hospital  stay,  the  use  of 
only  one  general  anesthetic,  reduced  post- 
operative morbidity,  and  decreased  hospi- 
tal expense.  It  must  be  granted  that  this 
type  of  examination  tends  to  increase  the 
time  per  case  spent  by  the  pathologist. 
However,  at  this  institution  this  has  been 
no  problem.  The  gynecologist,  on  the  other 
hand,  tends  to  save  time,  since  the  entire 
surgical  procedure  is  accomplished  at  one 
sitting.  As  hospital  days  are  reduced,  total 
time  spent  on  patient  visits  is  accordingly 
reduced.  Some  comment  might  also  be  made 
concerning  the  patient’s  fear.  By  this  meth- 
od an  intelligent  diagnosis  based  on  histo- 
logic evaluation  can  be  given  to  the  patient 
and/or  family  on  the  day  of  operation.  We 
have  found  our  patients  to  be  quite  appre- 
ciative of  this  fact. 


The  overall  postoperative  morbidity  in 
this  series  was  19  per  cent.  This  figure  com- 
pares favorably  with  those  presented  in 
other  series.6-10 

An  advantage  of  this  procedure,  which 
has  not  been  stressed  but  which  we  find 
quite  helpful,  is  that  many  of  our  patients 
have  had  other  forms  of  gynecic  disease  as- 
sociated with  atypia.  In  these  instances 
the  main  purpose  of  the  cryostat  evaluation 
is  to  rule  out  invasive  carcinoma,  and  not  to 
make  any  real  attempt  to  distinguish  be- 
tween the  various  forms  of  cervical  dys- 
plasia and  or  carcinoma  in  situ.  To  illus- 
trate, one  of  our  patients  was  to  undergo 
surgical  therapy  for  chronic  pelvic 
inflammatory  disease.  She  had  had  also,  a 
third  degree  laceration  in  previous  child- 
birth. A suspicious  Papanicalaou  smear  re- 
quired investigation  of  the  cervix  prior  to 
any  attempt  at  definitive  therapy.  The  diag- 
nosis of  dysplasia  was  asscertained  by  fro- 
zen section.  The  surgeon  was  then  free  to 
proceed  with  a repair  and  laparotomy.  Uri- 
nary stress  incontinence  was  the  presenting 
problem  of  many  of  our  patients  found  to 
have  cytologic  atypia,  and  in  these  patients 
additional  surgical  procedures  were 
planned  in  the  absence  of  invasive  carcino- 
ma as  determined  by  the  cryostat  material. 

Our  68  women  with  cervical  atypia  stud- 
ied with  the  aid  of  the  cryostat  are  added 
to  two  other  series  obtained  from  the  litera- 
ture.2-3 (Table  4.)  Thirty-three  of  a total 
of  335  patients  had  a revised  diagnosis  after 
permanent  sections  were  obtained.  Among 
the  335  only  one  woman  had  equivocal  mi- 
croscopic invasive  carcinoma  that  was  uni- 
dentified by  frozen  section. 

Some  clinicians  fear  that  the  use  of  the 
frozen  section  pushes  the  clinical  patholog- 
ist into  a hasty  diagnosis.  It  has  been  our 


Table  4 

Diagnoses  Correlated  with  Sections  Made  with  the  Cryostat  and  from  Paraffin  Blocks 


Author 

Total 

Patients 

Revised 

Diagnosis 

Per  Cent 

Missed 

Microinvasive 

Carcinoma 

Guerriero:! 

150 

25 

16.6 

0* 

Greenberg  & Kaufman2 

117 

3 

2.6 

0 

Dougherty,  et  al. 

68 

5** 

7.4 

1 

Totals 

335 

33 

9.8 

1 

Dutra1 

Routine  frozen 
166 

section — Cryostat  not  used. 
40 

23.9 

3 

*This  figure  excludes  2 patients  in  whom  suspicion  of  invasive  carcinoma  was  aroused,  and 
therapv  was  delayed  pending  additional  study. 

**This  figure  excludes  1 woman  with  microinvasive  carcinoma  outside  of  the  cone  specimen  and 
identified  in  the  hysterectomy  specimen  only  (failure  of  conization  per  se). 
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experience  that  the  pathologist  can  spend 
as  much  time  as  necessary  to  reach  his  con- 
clusions, and  that  time  spent  for  this  eva- 
luation is  probably  equal  or  greater  than 
time  spent  in  evaluating  routine  permanent 
slides.  There  is  no  question  that  the  stain- 
ing qualities  and  suitability  for  microscopic 
evaluation  of  material  thus  prepared  is  ex- 
cellent. Some  question  has  been  raised  con- 
cerning the  number  of  tissue  blocks  exam- 
ined. It  has  been  noted  previously  that  as 
skill  in  the  technic  progresses,  we  routinely 
read  36  or  more  sections.  Additional  time 
may  be  taken  if  suspicious  areas  need  to  be 
more  carefully  evaluated.  A word  of  cau- 
tion both  to  the  clinician  and  the  patholo- 
gist is  the  following:  A careful  statement 
must  be  made  as  to  the  exact  microscopic 
findings  so  that  both  individuals  concerned 
may  understand  the  histologic  picture.  If 
invasion  is  questioned,  perhaps  the  proce- 
dure would  be  best  terminated  to  give  both 
individuals  an  opportunity  to  permit  a 
fresh  look  at  the  problem  at  a later  date. 

Summary  and  Conclusions 

Our  experiences  with  the  use  of  the 
cryostat  as  a diagnostic  tool  in  the  study  of 
68  patients  with  cervical  diseases  are  pre- 
sented. Only  6 out  of  68  diagnoses  were 
modified  after  study  of  paraffin  sections 
and/or  the  total  uterus.  In  52  instances 
definitive  therapy  was  carried  out  at  the 
time  of  cervical  conization.  Of  the  16  pa- 
tients originally  having  conization  only,  7 
had  a definitive  procedure  later. 

It  is  our  conclusion  that  histologic  diag- 
noses by  use  of  the  cryostat  can  be  accu- 


rate, and  that  both  clinical  gynecologists 
and  clinical  pathologists  can  give  satisfacto- 
ry and  improved  care  to  the  patient  by  the 
use  of  this  procedure. 
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The  authors  make  the  point  that  causes  other 
than  myxedema  may  explain  coma  in  the  hypo- 
thyroid patient. 

CASE  REPORT 

Hypothyroidism  and  Coma 

Jefferson  D.  Upshaw,  Jr.,  M.D.,*  and 
Matthew  W.  Wood,  M.D.,*  Memphis,  Tenn. 

Introduction 

The  occurrence  of  coma  due  to  hypothy- 
roidism has  been  appreciated  for  many 
years.  Despite  this  fact,  however,  the  coma- 
tose hypothyroid  patient  still  offers  a prob- 
lem in  differential  diagnosis.  The  following 
case  is  presented  as  an  example  of  coma 
due  to  complicating  disease  in  a patient 
with  clinical  evidence  of  severe  hypothy- 
roidism. 

Case  History 

This  32  year  old  colored  woman  was  hospital- 
ized at  the  E.  H.  Crump  Hospital  on  Dec.  27, 
1962,  with  a chief  complaint  of  headache  of  2 
weeks  duration.  She  was  poorly  responsive  on 
admission.  The  history  was  obtained  from  her 
husband. 

In  the  past  she  had  generally  enjoyed  excellent 
health.  In  1952  she  had  a spontaneous  abortion. 
For  5 years  she  had  had  severe  bifrontal  head- 
ache occurring  near  the  onset  of  her  menstrual 
periods.  This  headache  was  relieved  by  lying 
down,  and  never  bothered  her  longer  than  1 to  2 
days.  The  menses  remained  regular,  occurring 
each  28  to  30  days  and  lasting  6 to  10  days. 

The  onset  of  the  present  illness  began  2 weeks 
before  admission.  At  this  time  the  patient  be- 
gan to  complain  of  recurrent  headaches — some- 
times occipital,  sometimes  bifrontal.  They  were 
relieved  by  lying  down.  The  headaches  gradually 
increased  in  severity  until  2 days  before  admis- 
sion when  they  became  so  severe  she  had  to  re- 
main in  bed.  On  day  prior  to  admission  she  be- 
came lethargic  and  developed  intractable  vomit- 
ing. She  also  had  2 watery  stools  which  were 
green  in  color.  Because  of  the  deterioration  in 
her  condition,  a physician  was  called  who  found 
no  physical  abnormalities  except  pallor.  Neurolog- 
ic examination  was  thought  to  be  normal.  On  the 
day  of  admission  she  became  increasingly  lethar- 
gic and  poorly  responsive.  She  was  seen  again  by 
her  physician  and  referred  for  admission  to  the 
hospital.  There  was  no  history  of  trauma  to  the 
head. 

Physical  Examination.  B.P.  was  96/60,  P.  48, 
and  rectal  T.  100°  F.  The  patient  was  a normally 


*From  the  Departments  of  Medicine  and  of 
Neurosurgery,  Univei'sity  of  Tennessee  College  of 
Medicine,  Memphis,  Tenn. 


developed  lethargic  colored  woman  who  could  be 
awakened  by  loud  verbal  stimulation;  she  then 
would  promptly  fall  asleep  again.  When  respon- 
sive she  complained  of  severe  generalized  head- 
ache. There  was  neither  cyanosis,  jaundice,  ede- 
ma nor  orthopnea.  The  skin  was  normal  in  tex- 
ture and  the  distribution  of  hair  was  normal.  The 
mucous  membranes  were  remarkably  pale.  The 
thyroid  was  not  palpable.  Extraocular  move- 
ments were  normal.  The  pupils  were  small, 
equal  and  normally  reactive;  funduscopic  exami- 
nation was  normal.  The  lungs  were  clear  to  per- 
cussion and  auscultation.  On  palpation  of  the 
precordium,  a faint  apex  beat  was  felt  just  within 
the  midclavicular  line.  Cardiac  dullness  was 
massive,  however,  extending  out  to  the  anterior 
axillary  line  in  the  left  5th  interspace  and  also 
well  to  the  right  of  the  sternum.  The  sounds 
were  somewhat  distant  but  of  good  quality.  The 
second  aortic  sound  was  equal  to  the  second  pul- 
monic sound  in  intensity.  There  were  no  mbs, 
murmurs,  nor  gallops.  The  volume  of  the  peri- 
pheral pulses  was  good,  and  there  was  no  pulsus 
paradoxicus.  There  was  no  distension  of  the  neck 
veins.  The  abdomen  was  unremarkable  as  were 
the  pelvic  and  rectal  examinations. 

On  neurologic  examination  the  patient  was 
found  to  have  marked  weakness  of  the  left  arm 
and  leg  in  comparison  with  those  on  the  right. 
Deep  tendon  reflexes  were  symmetrical  but  there 
was  remarkably  slow  relaxation  of  the  reflexes. 
Otherwise  neurologic  examination  was  normal. 

Laboratory  Data.  HCT.  was  26%.  The  W.B.C. 
was  4950,  with  9%  bands,  68%  P.M.N.,  1%  P.M.E., 
17%  lymphocytes  and  5%  monocytes.  Sickle  cell 
preparation  was  negative.  The  R.B.C.  were  nor- 
mocytic  and  normochromic;  platelets  were  ade- 
quate. Urine  specific  gravity  was  1.028;  there  was 
no  glycosuria;  proteinuria  was  1+;  microscopic 
examination  of  the  sediment  showed  only  5 to  7 
W.B.C.  hpf. 

Course  in  the  Hospital.  The  patient’s  blood  sug- 
ar and  blood  urea  nitrogen  were  normal  on  ad- 
mission. A chest  x-ray  taken  soon  after  admis- 
sion showed  massive  cardiac  enlargement  with  a 
water-bottle  configuration.  (Fig.  1,  left).  Skull 
films  were  negative,  the  pineal  lying  in  the  mid- 
line. An  EKG.  showed  low  amplitude  QRS  com- 
plexes and  nonspecific  ST-T  wave  changes.  Neu- 
rosurgical consultation  was  obtained,  and  2 hours 
after  admission  a right  carotid  arteriogram  was 
performed.  This  showed  the  presence  of  a large 
subdural  hematoma  (Fig.  2).  Blood  for  a pro- 
tein-bound iodine  determination  was  obtained  be- 
fore this  procedure. 

At  operation  burr  holes  were  made  and  a large 
subdural  hematoma  was  evacuated  from  the  right 
side  and  a second  but  smaller  hematoma  was  re- 
moved from  over  the  left  hemisphere.  The  pa- 
tient received  2 units  of  whole  blood  during  the 
procedure. 

By  the  morning  after  admission  the  left  hemi- 
paresis  was  no  longer  detectable.  She  was  more 
responsive  than  on  admission,  but  still  lethargic. 
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Fig.  1.  Chest  films  obtained  on  Dec.  27,  1962  (left)  and  July  3,  1963  (right).  The  only  therapy  was 
desiccated  thyroid. 


Over  the  next  several  days  the  patient  became 
progressively  less  lethargic.  She  continued  to 
have  bradycardia  with  pulse  rate  of  54  to  62. 
Despite  the  fact  that  transfusions  had  elevated 
the  HCT.  to  35%,  she  continued  to  appear  very 
pale.  She  did  not  develop  signs  of  cardiac  tampo- 
nade or  evidence  of  congestive  heart  failure. 

On  Jan.  3,  1963,  the  PBI.  determination  on 
blood  drawn  on  admission  was  reported  as  1.2 
micrograms  per  100  ml.  A cardiac  scan  utilizing 
radioiodinated  albumin  was  performed  showing  a 
normal  sized  blood  pool  with  a ratio  of  cardiac 
blood  pool  to  cardiac  contour  of  approximately  50 
percent.  There  was  marked  displacement  between 
the  cardiac  and  hepatic  blood  pools.  (Fig.  3.) 

Venous  pressure  was  not  increased.  Initial  cho- 
lesterol determination  (day  after  admission)  was 
118  mg.  per  100  ml.  This  was  repeated  and 
found  to  be  352  mg.  The  content  of  17  keto- 
steroids  in  a 24-hour  urine  sample  was  2.2  mg., 
and  of  17  hydroxycorticosteroids,  4.4  mg.  Inter- 
mediate strength  tuberculin  skin  test  was  nega- 
tive. 

The  dose  of  desiccated  thyroid  was  gradually 
increased  to  48  mg.  daily.  The  patient  improved 
steadily  and  wasi  feeling  well  when  discharged 
from  the  hospital  on  Jan.  15,  (the  19th  postopera- 
tive day).  The  reflexes  were  normal  at  this  time. 

The  patient  has  been  followed  as  an  out-pa- 
tient since  then  and  the  dosage  of  desiccated  thy- 
roid has  been  gradually  increased  to  2V2  grains 
daily. 

An  EKG.  on  April  2,  was  interpreted  as  normal 
except  for  slightly  low  voltage  in  the  limb  leads. 


Her  P.  remained  slow  60  per.  min.  Slowly  relax- 
ing reflexes  were  still  apparent.  Treatment  with 
16  mg.  of  desiccated  thyroid  daily  was  begun. 


Fig.  2.  Right  carotid  arteriogram  performed  on 
Dec.  27  showed  large  subdural  hematoma. 
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Fig.  3.  Cardiac  scan  with  radioiodinated  albumin 
showed  a cardiac  blood  pool  of  normal  size  super- 
imposed on  the  greatly  enlarged  cardiac  shadow 
apparent  on  a routine  chest  film  made  at  the  same 
time. 

Chest  x-ray  on  the  same  day  showed  a slight  de- 
crease in  size  of  the  cardiac  shadow  compared 
with  initial  film.  A chest  x-ray  made  on  July  2, 
1963  is  shown  in  figure  1 (right),  and  was  inter- 
preted as  normal.  The  HCT.  had  risen  to  40%  at 
this  time. 

When  last  seen  the  patient  was  asymptomatic 
and  free  of  abnormal  physical  findings.  At  this 
time  the  history  was  finally  completed.  Three 
weeks  before  hospitalization  she  had  struck  the 
right  side  of  her  head  forcibly  against  the  edge  of 
a table  during  an  altercation.  She  was  uncon- 
scious briefly  following  this,  but  seemed  all  right 
immediately  thereafter, 

Discussion 

A large  number  of  cases  of  coma  due 
to  myxedema  have  now  been  reported.2'12 
This  manifestation  of  severe  hypothyroid- 
ism is  probably  more  common  than  was  pre- 
viously appreciated.  Forester3  has  recently 
summarized  the  outstanding  features  of  the 
reported  cases  in  an  admirable  fashion. 

In  the  extensive  literature  on  coma  in 
myxedema,  little  stress  has  been  laid  on  the 
causal  relationship  of  complicating  disease. 
Superimposed  adrenal  failure  has  been  re- 


ported, as  has  hypoglycemia.  We  have 
been  unable  to  find  another  instance  of  sub- 
dural hematoma  associated  with  myxedema. 
Whereas  hypothyroidism  was  partly  re- 
sponsible for  the  severe  cerebral  depression 
in  our  patient,  her  major  life  threatening 
difficulty  was  related  to  the  subdural  accu- 
mulations of  blood. 

When  our  patient  presented  there  was 
ample  clinical  evidence,  despite  the  absence 
of  a typical  myxedematous  appearance,  to 
make  one  reasonably  certain  of  the  diag- 
nosis of  hypothyroidism.  The  strikingly 
slow  relaxation  of  her  reflexes,13,14  mas- 
sive enlargement  of  cardiac  dullness  with 
good  evidence  of  pericardial  effusion,13  and 
anemia  with  disproportionately  severe  pal- 
lor10 were  all  most  easily  explained  on 
this  basis.  The  perplexing  problem  was 
whether  or  not  hypothyroidism  alone 
would  account  for  the  patient’s  neurologic 
status,  or  whether  some  superimposed  proc- 
ess was  contributing  to  it.  The  tendency  of 
myxedema  coma  to  occur  during  winter 
months  has  been  noted  in  previous  re- 
ports.3-417 Hypothermia  is  frequently  seen 
in  myxedema  coma,  but  it  is  by  no  means 
invariably  present.3  Mild  hypotension,  se- 
vere lethargy,  and  bradycardia  have  all 
been  reported  in  myxedema,  precoma  and 
coma,17  and  progressive  unresponsiveness 
over  a two-day  period  is  consistent  with  ob- 
servations made  in  several  reports.2-4  Head- 
ache is  a frequent  complaint  in  myxede- 
ma.17,18 However,  in  our  patient  the  clini- 
cal history  of  progressive  lethargy,  vomit- 
ing, and  the  recent  onset  of  a left  hemipare- 
sis  strongly  suggested  an  expanding  intra- 
cranial lesion,  and  studies  were  arranged  to 
investigate  this  possibility.  A lumbar 
puncture  was  not  done  since  it  was  thought 
to  present  significant  hazard  in  this  clinical 
setting,  and  also  because  it  gave  little 
promise,  in  view  of  the  previously  reported 
high  spinal  fluid  pressures  and  protein  in 
myxedema,  of  being  very  helpful  in  the 
differential  diagnosis.2,17  Electroencephalog- 
raphy was  not  done  on  our  patient.  Such 
studies  in  the  myxedematous  patient  have 
been  reported  to  show  slowing  a low  vol- 
tage, findings  which  can  also  be  seen  in 
subdural  hematoma.20 

Nickel  and  Frame17  have  summarized  the 
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neurologic  manifestations  of  myxedema  and 
make  no  mention  of  localizing  neurologic 
signs.  Summers4  reported  bilateral  Babinski 
signs  in  2 of  his  patients.  LeMarquand3 
described  spasticity  of  the  left  side  in  a pa- 
tient he  reported.  This  patient,  however, 
gave  a history  of  two  remote  vascular  acci- 
dents affecting  this  side.  The  presence  of 
localizing  signs  such  as  the  left  hemiparesis 
in  our  patient  thus  suggests  strongly  the 
likelihood  of  complicating  factors  other 
than  myxedema.  To  our  knowledge  strik- 
ing objective  muscular  weakness  has  not 
been  reported  in  uncomplicated  myxedema- 
tous coma. 

The  correction  of  our  patient’s  anemia 
over  a period  of  seven  months  by  desiccated 
thyroid  is  consistent  with  the  rate  of  re- 
sponse reported  by  Bomford.19  The  slow 
rate  of  return  to  normal  cardiac  size  is  also 
consistent  with  previous  reports.15 

Pericardiocentesis  was  not  required  in 
this  patient  from  a hemodynamic  stand- 
point, but  there  was  strong  presumptive 
evidence  that  the  enlargement  of  her  car- 
diac shadow  was  due  to  pericardial  fluid. 

This  case  is  submitted  to  stress  the  point 
that  all  cases  of  coma  in  myxedema  are  not 
necessarily  due  to  hypothyroidism. 

Summary 

A case  of  hypothyroidism  with  anemia, 
presumptive  evidence  of  massive  pericardi- 
al effusion,  slowly  relaxing  reflexes,  pro- 
gressive cerebral  depression,  hypotension, 
bradycardia,  and  the  recent  onset  of  a left 
hemiparesis  is  reported.  Investigation  re- 
vealed that  her  major  neurologic  deficit  was 
the  result  of  bilateral  subdural  hematomas, 
the  evacuation  of  which  led  to  the  allevia- 
tion of  her  left  hemiparesis  and  improve- 
ment in  level  of  consciousness.  The  re- 
mainder of  her  signs  and  symptoms  re- 
sponded appropriately  to  treatment  with 
desiccated  thyroid. 
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WHY  TMA  MUST  INCREASE  ITS  DUES 

(Continued) 

In  last  month  s President’s  Page,  I outlined  some  of  the  reasons 
why  the  Board  of  Trustees  of  TMA  adopted  a resolution  recom- 
mending to  the  House  of  Delegates  that  the  annual  dues  be  in- 
creased by  $15  per  year  per  member  to  become  effective  January 
1,  1967,  making  the  total  annual  TMA  dues  after  that  date  $55  per 
member  per  year.  This  month  I will  point  out  some  additional 
factors  and  reasons  why  TMA  must  take  this  step. 

The  Journal  of  the  Tennessee  Medical  Association  is  now 
costing  more  to  print,  but  is  realizing  considerably  less  in  adver- 
tising revenues  than  it  has  in  recent  years.  Most  state  association 
journals  are  having  the  same  difficulty,  due  to  a considerable  re- 
duction in  advertising  on  the  part  of  the  pharmaceutical  industry.  Despite  this  loss  in 
advertising  revenue,  the  TMA  Journal  has  continued  to  maintain  its  high  quality  of 
scientific  material  by  using  a substantial  portion  of  dues  to  overcome  the  difference 
between  advertising  revenues  and  production  costs.  I feel  certain  that  the  physicians 
of  Tennessee  do  not  wish  to  discontinue  the  TMA  Journal  or  lower  its  standards,  and 
the  only  way  to  prevent  this  is  to  add  a considerable  amount  of  the  income  from  dues 
for  the  production  of  the  Journal. 

Likewise  the  cost  of  the  annual  meeting  of  TMA  has  increased  while  the  number 
of  commercial  exhibits  which  have  supported  our  meeting  over  the  years  has  lessened. 
The  rise  in  expenses  incurred  in  this  meeting  is  due  not  only  to  the  normal  increase  from 
hotel  rates  and  other  inherent  costs,  but  also  to  the  contribution  which  TMA  makes  in 
awards  to  the  Health  Project  Contest  and  in  awards  for  distinguished  service  among  its 
members.  The  alternative  here  is  either  a supplementary  appropriation  from  dues  or  a 
registration  fee.  The  Board  of  Trustees  has  resisted  the  idea  of  a fee  for  attending  this 
meeting  on  the  grounds  that  it  would  discourage  attendance,  and  that  the  annual  meeting 
of  the  Association  deserves  the  support  of  all  the  members  of  TMA  and  not  just  those 
who  take  advantage  of  its  postgraduate  medical  scientific  program,  business  sessions,  in- 
dustrial exhibits,  and  social  fellowship. 

There  are  many  other  expenses  which  continue  to  rise  such  as  postal  rates,  supplies, 
literature  and  materials,  the  expenses  of  TMA  Delegates  to  the  American  Medical  As- 
sociation’s meetings  which  require  increased  participation  on  the  part  of  the  Delegates 
during  the  entire  session,  and  new  programs  in  which  TMA  participates  on  a statewide 
basis  including  the  State  and  County  Medical  Society  Officers  Conference,  the  Mental 
Health  Congress,  and  the  Rural  Health  Conference.  Despite  considerable  increases  in 
operating  costs  there  have  not  been  parallel  increases  in  revenue.  With  the  exception 
of  the  Journal  and  the  exhibit  revenues,  which  has  been  pointed  out  do  not  cover  the 
cost  of  the  Journal  or  the  annual  meeting,  TMA  depends  entirely  on  dues  to  finance  its 
many  other  operations. 

The  present  dues  rate  of  $40  per  year  is  considerably  below  the  average  state  asso- 
ciation dues,  and  is  the  lowest  of  any  state  association  in  the  Southeast  except  South 
Carolina  which  has  dues  of  $35  per  year.  The  fiscal  year  1966  contains  a deficit  in  the 
budget  of  more  than  $20,000.  Physicians  generally  are  opposed  to  the  principle  of  deficit 
spending.  In  order  to  balance  the  budget  there  must  be  an  increase  in  income. 

The  Board  of  Trustees  therefore  feels  that  these  many  factors  which  I have  out- 
lined more  than  justify  the  recommendation  of  the  dues  increase.  The  activities  and 
services  of  the  Tennessee  Medical  Association  must  be  continued  to  meet  the  needs  of 
our  time.  They  can  be  continued  only  to  the  extent  that  they  are  supported  by  the 
physicians  of  Tennessee. 


Dr.  Burkhart 


President 
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1965  INCOME  TAX  DEDUCTIONS 

The  Woman’s  Auxiliary  to  the  AMA 
raised  $320,121.87  last  year  for  grants 
to  medical  schools  and  student  loan 
guarantee  funds.  Of  this  the  less  than 
1500  members  in  the  Tennessee  Auxi- 
liary collected  and  gave  $19,925.29  to 
the  AMA-ERF. 

Husbands,  the  days  for  contributions 
and  tax  deductions  for  1965  are  draw- 
ing to  a close. 


GUEST  EDITORIAL 

Questions  about  Medicare  continue  to 
reach  the  desk  of  the  Executive  Director 
of  TMA  almost  daily.  The  answers  to  many 
questions  will  not  be  forthcoming  for  some 
time,  until  the  committees  on  implementa- 
tion and  the  civil  servants  have  had  their 
say.  We  have  thought  nothing  could  be 
more  authoritative  at  present  than  a state- 


ment by  the  one  who  will  direct  the  Medi- 
care program.  Time  will  determine  whether 
the  implementation  of  Medicare  will  be  as 
simple  and  straight-forward  as  is  outlined. 

We  are  indebted  to  the  Massachusetts 
Physician  (25:49,  (Nov.)  1965)  for  permis- 
sion to  reprint  this  Guest  Editorial. 

Medicare  and  the  Physician 
Arthur  E.  Hess,  Director,  Bureau  of  Health 
Insurance,  Social  Security  Administration 

I would  like  to  cover  those  aspects  of  the 
new  health  insurance  for  the  aged  program 
which  are  most  significant  to  physicians.  In 
our  discussion  with  representatives  of  the 
medical  profession,  and  on  the  basis  of  the 
correspondence  we  have  received,  most  of 
the  questions  center  around  physician  reim- 
bursement, utilization  review,  the  amount 
of  paper  work  that  may  be  involved,  and 
some  general  concern  as  to  what  effect  the 
program  will  have  on  existing  practices  in 
the  furnishing  of  health  care.  These  are  all 
very  understandable  concerns  for  those 
who  practice  medicine,  and  I hope  to  shed 
some  light  on  the  manner  in  which  the  pro- 
gram will  operate  in  these  important  areas 
of  physician  interest. 

I would  like  first,  however,  to  comment 
on  three  points  which  are  fundamental  to 
the  manner  in  which  the  program  will  be 
carried  out.  These  are  the  statutory  prohi- 
bitions which  must  be  observed,  the  estab- 
lishment of  formal  consultative  groups  to 
review  and  recommend  program  policies 
and  procedures,  and  the  administrative  in- 
tent that  will  guide  the  implementation  of 
the  program.  Firstly,  Sections  1801  and 
1802  of  Title  XVIII  of  the  Social  Security 
Act  specifically  prohibit  Federal  interfer- 
ence in  the  practice  of  medicine  or  the  man- 
ner in  which  medical  services  are  provided, 
and  give  assurance  that  no  person  entitled 
to  benefits  under  this  program  shall  be  re- 
stricted in  any  way  in  his  free  choice  of 
physicians  from  whom  he  wishes  to  receive 
medical  services. 

Secondly,  Sections  1867  and  1868  of  the 
same  Title  provide  for  the  establishment  of 
a Health  Insurance  Benefits  Advisory 
Council  and  a National  Medical  Review 
Committee.  The  former  group  will  advise 
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on  program  policies  and  procedures;  the 
latter  group  will  review  program  opera- 
tions and  make  recommendations  for  im- 
provement. Both  groups  will  be  substantial- 
ly representative  of  the  medical  profession 
and  include  other  health  professionals  and 
representatives  for  the  general  public. 

A New  Mechanism 

Thirdly,  in  respect  to  administrative  in- 
tent, our  approach  will  be  to  establish  the 
kinds  of  policies  and  procedures  which  will 
contribute  to  the  achievement  of  the  same 
goals  which  the  medical  profession  itself 
has  always  sought — the  furnishing  of 
health  care  to  those  who  need  it,  without 
any  elderly  patient  postponing  or  being 
prevented  from  receiving  such  care  because 
of  inability  to  pay.  There  is  no  legislative 
or  administrative  intent  to  accomplish  this 
goal  by  changing  in  any  way  the  manner  in 
which  such  care  is  furnished,  but  rather  by 
creating  a new  mechanism  under  which 
such  care  is  financed. 

The  role  of  the  physician,  when  the  pro- 
gram goes  into  effect,  will  continue  to  be 
central  to  decisions  about  medical  care.  It 
will  be  the  physician  who  determines  what 
kind  of  care  his  patient  needs.  It  will  be  the 
physician  who  determines  whether  his  pa- 
tient needs  diagnostic  services,  hospitaliza- 
tion, skilled  nursing  home  care,  or  home 
health  services. 

It  will  be  the  physician  who  plans  the 
course  of  therapy,  whether  his  patient  is  in 
a hospital,  skilled  nursing  home,  or  is  re- 
ceiving home  health  services.  Nothing  in 
the  legislation  affects  the  medical  basis  for 
these  decisions.  All  that  is  administrative- 
ly required  under  hospital  insurance  in  or- 
der to  support  payment  is  that  a physician 
has  certified  that  medical  services  are  nec- 
essary, and  in  the  case  of  long  term  stays  in 
hospitals  or  skilled  nursing  homes,  that 
such  extended  care  is  essential  for  proper 
treatment. 

It  is  also  a decision  to  be  made  between 
the  physician  and  the  patient  as  to  how 
payment  will  be  arranged  under  the  volun- 
tary medical  insurance  plan.  There  are  two 
simple  methods  of  payment,  and  the  physi- 
cian and  his  patient  will  agree  on  which 
one  to  use.  The  physician  may  bill  the  pa- 


tient and  collect  from  him,  or  the  patient 
may  assign  his  right  to  reimbursement  to 
the  doctor.  The  doctor  will  submit  the  bill 
to  the  insurance  organization  acting  as  ad- 
ministrative agent  under  the  program  for 
that  area.  This  might  be  the  best  system 
for  the  physician  because  he  can  be  sure 
payment  would  come  promptly  and  directly 
to  him,  but  the  method  is  optional  and  may 
vary  from  patient  to  patient. 

Reasonable  Charges 

Under  either  method  the  carrier  would 
pay  80  percent  of  the  reasonable  charge  for 
services  rendered.  This  payment  is  made 
to  the  patient  if  he  has  submitted  a receipt- 
ed bill,  or  directly  to  the  physician  if  he  ac- 
cepted the  patient’s  assignment.  If  the 
physician  has  the  patient’s  assignment,  he 
accepts  the  reasonable  charge  as  his  full 
fee.  He  may,  however,  collect  from  the  pa- 
tient the  remaining  20  percent  of  the  reason- 
able charge  and  any  amount  of  the  $50  de- 
ductible still  owing  him.  It  will  be  up  to 
the  carriers  to  determine  reasonable 
charges.  They  will  take  into  account  pre- 
vailing rates  in  the  community  as  well  as 
customary  charges  by  the  physician  for 
similar  services  and  will,  therefore,  reflect 
local  variations  in  fees.  In  addition,  these 
charges  may  not  be  higher  than  the  charges 
for  the  carrier’s  own  policy  holders  for 
comparable  services  and  under  comparable 
circumstances. 

The  provision  for  utilization  review, 
while  not  a new  idea  in  institutional  care, 
has  caused  some  concern  to  physicians.  I 
would  like  to  emphasize  that  utilization  re- 
view is  conceived  of  as  primarily  an  educa- 
tional tool  and  not  a regulatory  mechanism. 
In  the  administration  of  a program  financed 
by  public  funds,  the  Congress  considered  it 
essential  that  there  should  be  a review  of 
institutional  utilization.  A great  deal  of 
testimony  by  professional  organizations 
supported  this  provision.  It  should  be 
borne  in  mind  that  the  utilization  review 
function  will  not  be  carried  out  by  govern- 
mental authorities,  but  by  the  professional 
medical  staff  of  institutions  or  by  an  outside 
group  composed  primarily  of  physicians 
and  sponsored  by  the  local  medical  society. 

In  respect  to  “paper  work”  that  may  be 
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imposed  under  the  program,  I think  I can 
assure  the  medical  profession  that  our  pro- 
cedures are  being  designed  to  conform  as 
closely  as  possible  to  the  documentation  re- 
quirements of  most  large  prepayment  or- 
ganizations. These  are  procedures  with 
which  most  physicians  are  familiar  and 
which  they  have  long  accepted.  What  we 
will  ask  for  will  be  the  minimum  informa- 
tion necessary  to  establish  eligibility  for 
payment  and  determine  amounts  due.  For 
physicians,  a description  of  medical  services 
rendered  will  ordinarily  be  sufficient. 

Consultative  Approach 

In  so  brief  a discussion,  it  would  not  be 
possible  to  cover  all  of  the  concerns  which 
the  medical  profession  may  have  about  this 
new  program.  Certainly  the  most  sig- 
nificant assurance  that  this  program  will 
operate  in  full  recognition  of  the  profes- 
sional concerns  of  physicians  lies  in  the 
broad  consultative  approach  which  we  are 
taking  in  developing  our  policies  and  proce- 
dures. As  I pointed  out  earlier  in  this  arti- 
cle and  want  to  reemphasize  in  this  conclu- 
sion, the  broad  rerpesentation  of  the  health 
profession  which  will  be  available  to  us 
through  the  Health  Insurance  Benefits  Ad- 
visory Council  and  the  National  Medical 
Review  Committee,  combined  with  out  con- 
tinuing consultation  with  professional  or- 
ganizations, creates  the  framework  for  the 
kind  of  partnership  between  Government 
and  the  medical  profession  we  earnestly 
seek,  in  which  the  common  interests  of  both 
will  be  effectively  served  and  in  which 
conflicts  will  be  rarely  unresolved. 


Special  Item 

IS  THERE  A DOCTOR  SHORTAGE 
IN  TENNESSEE? 

The  author  asks  a perennial  and  contro- 
versial question.  His  sample  is  small  and 
thus  no  doubt  reflects  bias.  Nevertheless 
some  of  the  answers  are  of  interest. — Editor. 

W.  Edward  French,  M.D.,  Memphis,  Tenn. 

Numerous  publications,  both  lay  and 
medical,  are  replete  with  articles  proclaim- 
ing a “shortage  of  doctors”  which  now  ex- 
ists or  will  exist  within  the  foreseeable  fu- 
ture. Indeed,  many  consider  this  shortage  to 
have  reached  “critical  proportions.” 

The  basis  for  the  assumption  that  a short- 
age exists  has  been  made  from  the  follow- 
ing points: 

(1)  The  dwindling  doctor-population  ratio; 

(2)  The  unfilled  interne-residency  positions  in 
our  hospitals; 

(3)  The  necessity  of  filling  the  above  positions 
with  foreign  graduates; 

(4)  The  necessity  of  American  students  attend- 
ing foreign  medical  schools  because  of  the 
lack  of  facilities  in  American  medical 
schools; 

(5)  Increasing  number  of  small  communities 
without  physicians. 

The  validity  of  the  above  points  are  hard 
to  refute. 

Assuming  that  the  doctors  in  each  county 
of  the  State  of  Tennessee  should  know  bet- 
ter than  anyone  else  whether  or  not  a doc- 
tor shortage  exists,  a questionnaire  was 
proposed  and  mailed  to  at  least  one  doctor 
in  every  county  where  doctors  practice.  In 
the  larger  areas  where  there  are  numerous 


Questionnaire 


(1) 

Do  you  believe  there  is  a shortage  of  doctors  in  your  county? 

Yes 

51 

No 

101 

(2) 

Do  you  believe  there  are  sick  people  in  your  community  who  go  untreated 
because  there  is  a shortage  of  doctors? 

Yes 

19 

No 

133 

In  other  communities  of  your  county? 

Yes 

26 

No 

108 

(3) 

Do  you  believe  there  will  be  a shortage  of  doctors  in  your  community  or 
county  within  the  foreseeable  future? 

If  so,  when?  Most  of  the  56  left  this  blank. 

Yes 

56 

No 

95 

(4) 

Is  there  a shortage  of  specialists  in  your  community? 
If  so,  list  the  ones  needed.  See  Table  No.  1. 

Yes 

51 

No 

95 

(5) 

Do  you  believe  that  young  physicians  remain  in  large  cities  creating  a 
surplus  in  these  cities  and  perhaps  a shortage  in  small  towns? 

Yes 

125 

No 

17 

(6) 

Do  you  believe  that  more  and  better  medical  care  could  be  given  the  people 
of  your  community  if  more  physicians  were  to  locate  in  your  community? 

Yes 

61 

No 

75 

(7)  If  possibly  a nationwide  shortage  exists,  which  of  the  following  would  do 
more  to  increase  the  number  of  young  men  aspiring  to  be  physicians? 

(a)  Federal  aid  in  the  form  of  scholarships  29 

(b)  Federal  aid  to  build  more  medical  schools  14 

(c)  The  assurance  by  Congress  that  NO  form  of 
government  medicine  would  be  created 
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doctors,  many  were  forwarded  a question- 
naire. The  President  and  Secretary  of  each 
county  or  consolidated  medical  society  were 
also  polled. 

In  all,  the  questionnaires  were  forwarded 
to  200  doctors  in  the  State  of  Tennessee. 
One  hundred  fifty-two  doctors  answered 
and  returned  the  questionnaire, — a response 
of  75  percent.  This  is  considered  a very 
good  response,  and  one  may  interpret  this 
as  an  indication  of  a strong  feeling  concern- 
ing a doctor  shortage. 

A copy  of  the  questionnaire  with  the  to- 
tals from  the  ones  returned  appears  on  the 
preceding  page. 

A casual  glance  reveals  the  fact  that  two 
to  one  of  the  doctors  in  our  State  believe 
that  there  is  no  shortage,  while  only  19  of 
the  50,  who  believe  there  is  a shortage,  be- 
lieve that  patients  go  untreated  because  of 
this  shortage.  In  other  words,  only  19  of 
152  responding  physicians  believe  patients 
in  our  State  go  untreated  because  there  is  a 
shortage  of  doctors.  Approximately  one- 
third  believe  there  is  a shortage  of  special- 
ists in  their  county.  Two  other  questions 
which  obtained  the  most  one-sided  answers 
concerned  the  belief  that  too  many  young 

Table 


EENT  22 

Orthopedist  9 

Urologist  8 

Ob-Gyn  6 

General  Surgeon  6 

Internal  Medicine  5 


Endocrinologist 

physicians  remained  in  large  cities  to  prac- 
tice; and  secondly,  the  opinion  that  more 
young  men  would  enter  the  field  of  medi- 
cine if  the  United  States  Government  would 
not  interfere  with  the  practice  of  medicine. 

A discussion  of  each  question,  together 
with  the  answers  will  be  made. 

The  51  doctors  who  feel  there  is  a short- 
age of  doctors  in  their  county,  practice 
medicine  in  36  different  counties.  As  might 
be  expected,  the  majority  of  these  counties 
are  those  with  the  lowest  doctor-population 
ratio.  Most  of  the  doctors  who  believe  pa- 
tients go  untreated  are  also  from  these  low 
doctor-populated  counties.  However,  at 
least  one  doctor  from  5 of  the  top  9 counties 
with  the  highest  doctor-population  ratio  in 


our  State  believes  patients  go  untreated  be- 
cause there  is  a shortage  of  doctors. 

It  is  interesting  that  at  least  one  doctor  in 
24  of  the  top  25  doctor-populated  counties 
thought  that  his  county  had  a shortage  of 
doctors.  Indeed,  one  may  find  it  hard  to  be- 
lieve that  anyone  would  consider  Shelby, 
Davidson,  Hamilton.  Washington,  Madison, 
Montgomery,  and  Gibson  counties  to  be 
short  of  doctors.  Yet,  some  doctors  from 
each  of  these  counties  believe  there  is  a 
shortage  of  doctors  in  their  county.  Also,  it 
is  difficult  to  believe  that  patients  in  David- 
son, Knox,  Washington,  Madison,  and  Gib- 
son counties  go  untreated  because  of  a 
shortage  of  doctors,  as  expressed  by  doctors 
in  those  counties. 

It  is  acknowledged  that  in  cities  such  as 
Memphis  and  Chattanooga,  and  perhaps  in 
others,  many  patients  come  to  the  city  from 
neighboring  states.  Though  this  is  true,  no 
physician  in  these  cities  would  wish  that 
out-of-state  patients  stay  at  home,  this  does 
add  to  the  overall  load  or  demand  for  phy- 
sician’s services. 

Several  doctors  from  each  of  the  7 of  the 
top  9 doctor-populated  counties  returned  a 
questionnaire.  (Table  1).  A majority  of 


Neurosurgery  5 

Psychiatrist  5 

Anesthesiologist  4 

Radiologist  2 

Allergist  2 

Neurologist  1 

1 


these  doctors  believe  there  is  no  shortage  in 
their  county.  Consequently,  most  of  doc- 
tors in  the  large  urban  areas  believe  there 
is  no  doctor  shortage.  Four  of  these  areas 
have  doctor-population  ratios  greater  than 
the  national  average.  (National  average 
(1955)  1 to  757). 

In  analyzing  the  answers  of  the  19  who 
believe  patients  in  their  county  go  untreat- 
ed because  of  a shortage  of  doctors,  13  be- 
lieve specialists  are  needed  in  their  county, 
and  5 thought  no  specialists  are  needed. 
Perhaps,  the  untreated  patients  are  ones 
who  fail  to  receive  treatment  because  of  the 
lack  of  specialists  in  their  counties.  In  the 
32  counties  where  doctors  consider  there  is 
a shortage  of  doctors  but  no  patients  go  un- 
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treated,  13  believe  specialists  are  not  need- 
ed. 

The  51  who  believed  there  was  a shortage 
of  specialists  and  j or  doctors  represented 
both  those  who  considered  there  was  and 
there  was  not  a shortage  of  doctors  in  their 
county, — being  25  and  26  respectively.  Per- 
haps some  of  those  who  believed  there  was 
a shortage  of  doctors  were  thinking  of  the 
need  of  specialists.  One  doctor  even  asked, 
“Aren’t  specialists  doctors?”  No  doubt  it  is 
true,  as  expressed  by  many,  it  would  be  de- 
sirable to  have  specialists  in  their  communi- 
ty, but  they  were  of  the  opinion  that  their 
community  could  not  support  a specialist. 
Several  commented  that  with  the  present 
ease  of  transportation  specialists  are  not 
needed  in  every  locality. 

In  answer  to  the  question  pertaining  to 
the  type  of  specialist  needed,  it  may  come 
as  no  surprise  that  EENT  was  the  most 
needed  specialist.  (Table  2) . 


doctors  per  capita  in  the  less  densely  popu- 
lated counties  than  in  the  more  densely  pop- 
ulated areas.  Although  there  are  proba- 
bly few  who  believe  some  means  should  be 
established  to  force  these  young  physicians 
to  practice  in  small  towns,  one  will  hasten 
to  add  that  some  inducement  is  needed  to 
entice  a young  physician  to  practice  in  a 
small  town.  Just  what  effective  induce- 
ment one  can  create  to  accomplish  this  has 
yet  to  be  proposed.  The  scholarship  plan 
such  as  the  one  used  in  Mississippi;  the  re- 
quirement of  a period  of  general  practice 
prior  to  starting  a residency;  the  senior 
year  requirement  of  practical  experience  in 
a general  practitioner’s  office  such  as  that 
being  done  in  Arkansas; — all  aid  in  enticing 
young  men  to  practice  in  small  towns.  Yet, 
these  plans  still  fall  short. 

It  is  a common  belief  of  possibly  the  ma- 
jority of  physicians  in  our  State,  and  per- 
haps elsewhere,  that  the  medical  school 


Table  2* 


Shortage  No  Shortage 
of  of 


County 

No.  Doctors 

Population  (1960) 

Ratio 

Doctors 

Doctors 

Shelby 

965 

627,019 

1-649 

1 

5 

Davidson 

644 

399,743 

1-621 

1 

9 

Knox 

413 

250,523 

1-606 

1 

3 

Hamilton 

302 

237,905 

1-788 

1 

2 

Washington 

99 

64,832 

1-653 

1 

0 

Madison 

64 

60,655 

1-948 

1 

3 

Montgomery 

34 

55,645 

1-1637 

1 

2 

Gibson 

26 

44,699 

1-1719 

2 

0 

*In  1955,  the  National  ratio  was  one  doctor  per  757  persons. 


From  the  above  table,  one  may  logically 
question  whether  the  doctors  in  some  of  the 
heavily  doctor-populated  counties  really 
believe  there  is  a doctor  shortage.  In  other 
words,  5 of  the  6 doctors  from  Shelby 
County  reported  there  was  no  shortage  of 
doctors  in  Shelby  County,  but  one  doctor 
did.  Does  this  mean  we  may  say  there  is  no 
shortage  of  doctors  in  Shelby  County? 
Furthermore,,  the  majority  of  doctors  who 
answered  the  questionnaire  from  Shelby, 
Davidson,  Knox,  Hamilton,  Madison,  and 
Montgomery  counties  or  6 out  of  the  top  9 
do  not  believe  a doctor  shortage  exists. 

The  one  question  with  the  most  one-sided 
answer  was  the  question  concerning  the  be- 
lief that  young  physicians  remain  in  large 
cities  creating  a surplus  there  and,  perhaps, 
a shortage  in  small  cities.  The  result  was 
125  to  17  in  the  affirmative.  It  is  perhaps 
commonly  accepted  that  there  are  fewer 


curriculum  is  geared  to  a large  hospital, 
specialty-type  of  practice  which  discour- 
ages small  town-type  practice.  This  would 
be  most  difficult  to  refute;  but  should  it  be 
different? 

It  is  interesting  that  9 physicians  of  50 
who  believed  there  was  a shortage  ex- 
pressed a concern  that  few  graduates  were 
choosing  general  practice.  Most  of  these 
thought  the  medical  schools,  perhaps  unin- 
tentionally, disuaded  men  from  general 
practice. 

The  last  question  with  one-sided  answers 
has  to  do  with  “what  could  be  done  to  en- 
tice more  young  men  to  enter  the  field  of 
medicine.”  Certainly,  there  is  concern 
among  many  as  to  the  part  of  Federal  Gov- 
ernment is  to  play  in  the  practice  of  medi- 
cine. Only  the  individual  physician  can  an- 
swer whether  or  not  he  approves  this. 
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Conclusion 

If  only  25  of  the  150  doctors  who  an- 
swered the  questionnaire  were  of  the  opin- 
ion that  more  general  practitioners  are 
needed  and  50  of  150  believe  there  is  a 
shortage  of  specialists,  one  can  deduce  that 
the  majority  of  doctors  in  the  State  of  Ten- 
nessee think  there  is  no  doctor  shortage. 

One  can  summarize  that  there  is  a grow- 
ing concern,  and  rightly  so,  for  the  dimin- 
ishing number  of  general  practitioners  in 
the  State  and  that  there  is  a great  upsurge 
of  specialists.  Yet,  the  need  for  specialists 
is  still  unfilled  since  twice  as  many  doctors 
felt  the  need  is  greater  for  specialists  than 
for  general  practitioners.  Although,  the 
medical  educator  may  be  the  first  to  admit 
it,  the  medical  education  today  is  geared  to 
a specialty  type  of  practice  and  away  from 
general  practice.  Perhaps,  one  of  the  rea- 
sons for  this  is  the  failure  to  define  what 
makes  a general  practitioner  and  how  long 
one  should  train  before  beginning  his  ca- 
reer as  a general  practitioner.  Is  one  who 
chooses  to  enter  practice  without  an  intern- 
ship (our  State  will  permit  this) , a general 
practitioner  of  equal  status  as  one  who 
completes  a three  year  training  program?  Is 
it  not  strange  that  with  the  tremendous  in- 
crease in  medical  knowledge  within  the 
past  40  years,  and  with  every  speciality 
group  regularly  increasing  its  requirements 
for  certification,  not  one  year  of  require- 
ment has  been  added  to  the  training  to  be- 
come a general  practitioner. 

An  appeal  is  therefore  made  that  the 
practice  of  general  medicine  be  better 
defined,  and  that  the  requirements  to  enter 
the  practice  of  general  medicine  be  elevat- 
ed commensurate  to  that  of  other  special- 
ties. The  laws  of  our  State  which  govern 
the  practice  of  medicine  should  be  improved 
so  that  one  may  be  licensed  to  practice 
medicine  or  surgery,  and  that  some  require- 
ment should  be  made  as  to  hospital  training 
before  starting  into  practice. 

Some  inducement,  without  compulsion, 
should  be  found  to  entice  young  men  to 
practice  medicine  in  smaller  cities.  Young 
specialists  should  realize  that  many  oppor- 
tunities await  them  in  smaller  communities. 
Our  medical  schools  have  failed  to  aid  in 
encouraging  the  practice  of  medicine  in 
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small  cities.  Cities  should  realize  that  they 
too  have  a part  in  establishing  adequate 
medical  facilities  for  a young  doctor.  Edu- 
cating a young  physician  is  one  thing,  but 
teaching  him  where  he  is  needed,  is  equally 
important. 


DEATHS 


Dr.  James  Alston  Taylor,  61,  Memphis,  died  Oc- 
tober 29th  at  St.  Joseph  Hospital  following  a long 
illness. 

Dr.  James  Parvin  Carter,  77,  Memphis,  died  No- 
vember 1st  at  Bright  Glade  Convalescent  Center. 

Dr.  Vincent  J.  DeMarco,  73,  Memphis,  died  sud- 
denly on  October  27th  of  a heart  attack. 

Dr.  William  E.  Hurt,  48,  Memphis,  died  of  a 
heart  attack  on  November  5th. 

Dr.  James  H.  Jones,  78,  Mt.  Pleasant,  died  Oc- 
tober 12th  at  his  home. 

Dr.  Louis  Eugene  Haun,  Sr.,  49,  Knoxville,  died 
October  29th  at  Presbyterian  Hospital. 

Dr.  Samuel  B.  Williamson,  78,  Milan,  died  Oc- 
tober 14th.  Before  his  retirement,  Dr.  William- 
son practiced  medicine  in  Memphis. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Roane-Anderson  County  Medical  Society 

The  1965  Dwight  Clark  Memorial  Lec- 
ture, sponsored  by  the  Roane-Anderson 
County  Medical  Society,  was  presented  on 
October  26th  by  Dr.  M.  Edward  Davis, 
chairman  of  the  department  of  obstetrics 
and  gynecology,  University  of  Chicago 
School  of  Medicine.  Dr.  Davis’  subject  was 
“Postmenopausal  Period  and  the  Retarda- 
tion of  Aging  in  Women.” 

The  annual  lectures  honor  the  late  Dr. 
Dwight  Clark,  Chicago  surgeon  who  served 
in  Oak  Ridge  with  the  U.  S.  Army  Medical 
Corps  during  World  War  II  and  helped  or- 
ganize the  Oak  Ridge  Hospital. 

Memphis-Shelby  County  Medical  Society 

The  Society  met  in  regular  session  in  the 
auditorium  of  the  Institute  of  Pathology  on 
November  2nd.  The  scientific  presentation 
entitled  “Lymphangiography”  was  made  by 
Dr.  John  P.  McGraw. 

The  business  session  of  the  Society  was 
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held  at  8:00  P.M.  following  the  presenta- 
tion. 

Knoxville  Academy  of  Medicine 

“The  Research  Program  at  the  University 
of  Tennessee  Memorial  Research  Center 
and  Hospital”  was  discussed  by  Dr.  Amoz  I. 
Chernoff  and  associates,,  at  the  meeting  of 
the  Academy  on  November  9th. 

On  December  3rd,  members  of  the  Acade- 
my and  the  staff  of  the  University  of  Ten- 
nessee Memorial  Research  Center  and  Hos- 
pital heard  a discussion  on  Medicare  by  Mr. 
Ira  Lane,  Executive  Director  of  the  Tennes- 
see Hospital  Association. 

TMA  Board  Chairman  Honored 

Dr.  John  C.  Burch,  Chairman  of  the  Board 
of  Trustees  of  TMA  was  presented  the  Dis- 
tinguished Service  Award  of  the  American 
College  of  Surgeons  at  its  meeting  in  Oc- 
tober in  Atlantic  City.  The  award  is  pre- 
sented annually  “for  outstanding  leader- 
ship in  extending  College  of  Surgeons  ac- 
tivities.” 
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The  Month  in  Washington 

(From  the  Washington  Office,  AMA) 

Federal  agencies  relaxed  regulations  for 
sale  of  ipecac,  ordered  warning  labels  on 
certain  antihistamines,  and  cracked  down 
on  two  patent  medicines.  The  Food  and 
Drug  Administration  decided  that  ready 
availability  of  ipecac  as  a poison  remedy 
outweighed  the  dangers  of  possible  misuse 
and  placed  it  back  on  the  list  of  drugs  for 
sale  over  the  counter  without  a prescrip- 
tion. Since  ipecac  was  placed  on  a prescrip- 
tion-only basis  in  January,  1964,  the  Ameri- 
can Medical  Association,  the  American  Aca- 
demy of  Pediatrics,  and  the  Association  of 
Poison  Control  Centers  had  urged  that  the 
vomit-inducing  drug  be  returned  to  its 
former  status. 

Under  the  new  FDA  ruling,  FDA’s  Bu- 
reau of  Medicine  told  the  Pediatrics  group 
in  Chicago  that  FDA  decided  it  would  be  in 
the  public  interest  to  permit  ipecac  to  be 
sold  over  the  counter  in  one-fluid-ounce 


bottles  with  special  warnings  on  dangers  of 
its  misuse. 

The  FDA  also  ruled  that  in  the  future  an- 
tihistamines containing  meclizine,  cyclizine 
and  chloro-cyclizine  must  bear  labels  warn- 
ing against  use  by  pregnant  women  without 
medical  advice.  However,  they  were  left 
on  the  over-the-counter  list.  The  FDA  said 
massive  doses  of  these  drugs  in  test  animals 
had  produced  congenital  abnormalities,  but 
there  had  been  no  evidence  they  have 
caused  abnormalities  in  human  babies. 

Chas.  Pfizer  & Co.,  Inc.,  one  of  the  compa- 
nies that  manufacture  such  antihistamines, 
protested  the  decision  as  not  being  “in  ac- 
cordance with  the  medical  facts.” 

A House  Government  Operations  Sub- 
committee headed  by  Rep.  H.  L.  Fountain 
(D.,  N.  C.)  recently  had  criticized  the  FDA 
for  its  handling  of  these  antihistamines, 
contending  that  stronger  warnings  were 
needed  and  indicating  that  they  should  be 
prescription  items. 

The  FDA  ordered  a halt  to  the  sale  of 
Alergimist  “A”  and  “B,”  widely  advertised 
as  “cures”  for  hayfever,  bronchial  asthma, 
migraine  headaches  and  allergic  dermatitis. 

The  product  has  been  actively  promoted 
through  newspaper,  radio  and  TV  ads  with- 
out having  been  passed  by  the  agency  as 
either  safe  or  effective.  The  product,  sold 
without  a prescription,  was  being  distribut- 
ed by  the  Brunson  Corporation  of  Miami 
Springs,  Fla.  FDA  said  the  same  concern 
previously  distributed  Allergimist  (with 
two  “l’s”)  until  an  injunction  in  September, 
1964,  was  obtained  against  its  interstate 
shipment. 

The  Federal  Trade  Commission  ordered 
the  J.  B.  Williams  Co.  of  New  York  City  to 
stop  allegedly  misrepresenting  the  effec- 
tiveness of  “Geritol”  liquid  and  tablets.  The 
Commission  ruled  that  Geritol  television 
commercials  and  newspaper  advertisements 
falsely  represent  that  all  cases  of  tiredness, 
loss  of  strength,  run-down  feeling,  nervous- 
ness and  irritability  indicate  a deficiency  of 
iron  and  that  the  common,  effective  remedy 
for  these  symptoms  is  Geritol. 

Geritol  is  not  beneficial  except  in  the 
small  minority  of  persons  whose  tiredness 
symptoms  are  caused  by  a deficiency  of  iron 
or  one  or  more  of  the  vitamins  contained  in 
the  preparation,  the  FTC  said. 
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More  and  farther-reaching  health  legisla- 
tion was  enacted  into  law  this  year  than 
ever  was  acted  upon  by  a previous  Con- 
gress. Medicare  and  the  heart  disease,  can- 
cer and  stroke  programs  topped  the  list  of 
such  legislation  enacted  into  law,  but  there 
also  were  other  important  new  health  pro- 
grams authorized.  Several  existing  ones 
were  expanded. 

Approved  health  legislation  included: 

— A $787  million  aid  program  for  medical, 
pharmaceutical  and  other  health  schools.  It 
authorized  for  the  first  time  federal  scholar- 
ships for  students  and  operating  funds  for 
medical  schools. 

— A $105  million  program  of  aid  for  medi- 
cal libraries. 

— A $250  million,  three-year  extension  of 
grants  for  construction  of  health  research 
facilities. 

— Authorization  of  strict  Federal  controls 
on  manufacture  and  sale  of  barbiturates 
and  amphetamines. 

— Requirement  that  cigarette  packages, 
beginning  January  1,  1966,  carry  a health 
hazard  warning. 

— Extension  of  the  vaccination  program 
and  expansion  of  it  to  include  measles. 

— Annual  appropriation  of  a record  $1.2 
billion  for  the  National  Institutes  of  Health. 

— Three  new  assistant  secretaries  of 
Health,  Education  and  Welfare — one  for 
health  affairs. 

— A four-year  $92.5  million  program  of 
aid  to  municipalities  for  construction  of 
garbage  disposal  plants  and  research  in  the 
field. 

— Greater  Federal  powers  in  the  water 
pollution  field  and  $300  million  to  help  com- 
munities build  sewage  plants. 

— New  Federal  powers  to  control  air  pol- 
lution, including  requirement  that  new  au- 
tos have  devices  to  reduce  exhaust  fumes. 

— Expansion  of  the  Federal  vocational  re- 
habilitation program,  including  $300  million 
in  grants  for  building  and  initial  staffing  of 
rehabilitation  facilities  and  workshops. 

— A four-year,  $173  million  program  for 
initial  staffing  of  community  health  centers. 

— An  Administration  on  Aging  in  the 
Health,  Education  and  Welfare  Department. 

— Appropriation  of  $157  million  for  Proj- 
ect Headstart — nursery"  school  training  and 


medical  examinations  of  pre-grammar 
school  children  from  low-income  families. 

— A $69  million  hospital  program  for  the 
Appalachia  Area. 

— Automatic  rank  of  lieutenant  general 
or  vice  admiral  for  surgeons  general  of  the 
army,  navy  and  air  force. 

— Extension  for  three  years  of  the  pro- 
gram of  grants  for  health  services  for 
domestic  migrant  agricultural  workers. 

— A one-year  extension  of  program  of 
grants  for  general  health  aid  and  for  com- 
munity health  services. 

* 

Community  vaccination  programs  against 
measles  have  been  recommended  by  the 
Surgeon  General’s  Advisory  Committee  on 
Immunization. 

In  extending  the  Federal  vaccination  pro- 
gram for  polio,  diphtheria,  tetanus  and 
whooping  cough,  Congress  this  year  ex- 
panded it  to  include  measles. 

The  Committee  said  that  measles  is  one  of 
the  most  important  causes  of  serious  illness 
in  children  and  recommended  that  continu- 
ing “maintenance”  programs  aimed  at  vac- 
cinating children  about  one  year  of  age  be 
established  in  all  communities. 
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Middle  Tennessee  Medical  Association 

The  142nd  semiannual  meeting  of  the 
Middle  Tennessee  Medical  Association,  un- 
der the  presidency  of  Dr.  James  T.  Jackson, 
was  held  in  Dickson,  on  November  18th  at 
the  Dickson  Country  Club.  Speakers  and 
their  subjects  were:  Dr.  John  S.  Warner, 
Nashville — “Unusual  Seizure  Manifesta- 
tions”; Dr.  Crawford  W.  Adams,  Nashville 
— “Indications  & Results  of  Cardioversion”; 
Dr.  William  C.  Francis,  Cookeville — “Idi- 
opathic Pulmonary  Hemosiderois”;  Dr.  Ar- 
thur G.  Bond,  Nashville — “Management  of 
the  Patient  with  Subarachnoid  Hemor- 
rhage”; Dr.  William  C.  Alford,  Jr.,  Nash- 
ville — “Chylothorax”;  Dr.  George  P.  Bo- 
gumill,  Fort  Campbell,  Ky.,  “Massive  Gan- 
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grene  Secondary  to  Chickenpox”;  Dr.  J.  L. 
Farringer,  Jr.,  Nashville — “Abscess  of  the 
Pancreas”;  Dr.  Clarence  R.  Sanders,  Galla- 
tin— “A  Case  Report — Leptospirosis”;  Dr. 
Charles  A.  Trahern,  Clarksville — “Goodpas- 
ture Syndrome”;  Dr.  Frank  H.  Luton,  Nash- 
ville— “The  Present  Status  of  Commitment 
of  Mental  Patients  in  Tennessee”;  Dr.  Amos 
U.  Christie,  Nashville — “Presidential  Pathol- 
ogy— Illnesses  & Causes  of  Death  in  Ameri- 
can Presidents”;  Dr.  Michio  Kaku,  Fort 
Campbell,  Ky., — “Continuous  Paracentesis 
in  the  Management  of  Abdominal  Trauma”; 
Drs.  G.  R.  Mayfield  and  E.  S.  Dummit, 
Columbia — “Followup  Experience  with  20,- 
000  Cervical  Cancer  Smears  in  Middle  Ten- 
nessee”; and  Dr.  Robert  M.  Hollister, 
Franklin — “Tuberculous  Peritonitis.” 

The  presentations  were  highlighted  by  a 
symposium  entitled  “Antibiotics  and  Infec- 
tions,” moderated  by  Dr.  M.  Glenn  Koenig. 
Panelists  included  Drs.  W.  Anderson  Spick- 
ard,  William  Schaffner,  and  Dorothy  J.  Tur- 
ner, all  of  Nashville.  A movie  and  discus- 
sion on  “Laryngeal  & Pharyngeal  Pouches” 
was  presented  by  Dr.  Paul  H.  Ward  c 
Nashville. 

Information  re  Pending  Draft  Call  for 
Physicians  in  1966 

The  following  information  is  furnished 
by  the  Department  of  Governmental  Medi- 
cal Services,  AMA,  relative  to  the  pending 
draft  call  for  1,529  physicians  who  will  be 
ordered  to  active  duty  during  the  period 
January  through  April  1966.  (1)  Physicians 
receiving  an  order  to  report  for  physical 
examination  does  not  necessarily  mean  that 
they  will  be  called  for  induction.  (2)  Pro- 
cedure of  the  call  will  be  those  physicians 
who  have  attained  age  26  in  the  order  o'" 
their  dates  of  birth  with  the  youngest  being 
selected  first.  (3)  Marriage  or  fatherhood 
are  not  grounds  for  deferment.  (4)  Physi- 
cians are  not  vulnerable  after  reaching 
their  35th  birthday.  (5)  If  a disproportion- 
ate number  of  residents  are  called  from  one 
hospital  or  one  department  or  service  in  a 
hospital,  appeal  should  be  made  by  calling 
the  matter  to  the  attention  of  the  state  med- 
ical advisory  committee  to  Selective  Serv- 
ice. Each  state  has  such  a committee.  (6) 
Residents  participating  in  the  Armed 
Forces  Berry  Plan  will  not  be  subject  to 


this  call.  (7)  An  appeal  of  classification 
must  be  made  to  the  draft  board  within  ten 
days  after  the  date  the  local  board  mails 
the  classification  notice.  (8)  The  Soldiers 
and  Sailors  Relief  Act  of  1940,  as  amended, 
is  applicable  for  the  purpose  of  suspending 
enforcement  of  certain  civilian  liabilities  of 
persons  assigned  to  the  Armed  Forces.  The 
provisions  of  this  Act  may  be  obtained  from 
legal  agencies  of  the  Federal  government  or 
civilian  attorneys. 

Hospital  Cancer  Registries 
Encouraged  by  Cancer  Society 

The  Board  of  Directors  of  the  Tennessee 
Division  of  the  American  Cancer  Society 
has  allocated  $5,000  for  the  purpose  of  pro- 
moting the  establishment  of  cancer  reg- 
istries in  hospitals  in  Tennessee.  Physicians 
are  requested  to  encourage  hospital  admin- 
istrators to  consider  the  establishment  and 
promotion  of  cancer  registries  and  if  they 
so  desire,  make  application  for  this  financial 
aid. 

The  Board  has  stated  that  no  hospital 
will  receive  more  than  $1,000  per  year  and 
the  grants  will  not  exceed  a three  year  pe- 
riod. There  is  no  restriction  as  to  how  the 
funds  shall  be  used  as  long  as  it  is  for  the 
purpose  of  establishing  and  maintaining  a 
cancer  registry  in  keeping  with  the  stand- 
ards of  the  American  College  of  Surgeons. 
For  additional  information  write:  Tennes- 
see Division,  American  Cancer  Society,  121 
17th  Avenue,  South,  Nashville  37203. 

University  of  Tennessee 
College  of  Medicine 

An  11-man  committee  has  been  appointed 
by  U.  T.  President,  Dr.  Andrew  Holt,  to 
carry  out  the  study  authorized  by  the 
Board  of  Trustees  of  the  University,  to  de- 
termine the  need  for  an  undergraduate  med- 
ical school  on  the  Knoxville  campus.  Dr. 
Homer  Marsh,  Vice  president  in  charge  of 
the  Medical  Units,  has  been  appointed 
chairman.  Others  are:  Dr.  M.  K.  Callison. 
Memphis,  Dean  of  the  College  of  Medicine: 
Dr.  I.  Reid  Collmann,  chief  of  staff,  Univer 
sity  Hospital;  Dr.  R.  B.  Wood,  representing 
Knoxville  Academy  of  Medicine;  Dr.  John 
H.  Burkhart,  representing  Tennessee  Medi- 
cal Association;  Dr.  C.  C.  Congdon,  repre- 
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senting  biological  division,  Oak  Ridge  Na- 
tional Laboratory;  Harlan  Mathews,  Nash- 
ville, state  commissioner  of  finance  and  ad- 
ministration, who  will  represent  the  Gover- 
nor’s office;  Jerome  Taylor,  representing 
the  UT  trustees;  Harold  Read,  UT  vice 
president  in  charge  of  finance;  Dr.  Herman 
Spivey,  vice  president  in  charge  of  academ- 
ic matters;  and  Dr.  Edward  J.  Boling,  vice 
president  in  charge  of  development. 

The  committee  will  also  see  if  it  can  de- 
velop some  system  to  help  hospitals 
throughout  the  state  in  strengthening  their 
graduate  internship  and  residency  pro- 
grams 

* 

The  Public  Health  Service  has  approved 
a $153,937  grant  to  the  UT  Medical  Units  in 
Memphis  for  research  in  the  use  of  compu- 
ters in  patient  care.  Dr.  Glenn  M.  Clark, 
assistant  dean  for  hospital  affairs,  is  coordi- 
nator of  the  project. 

* 

Seven  surgeons  on  the  UT  faculty  partic- 
ipated in  sessions  of  the  American  College 
of  Surgeons  annual  meeting  in  Atlantic 
City.  Dr.  Harwell  Wilson,  chairman  of  the 
department  of  surgery,  headed  a panel  dis- 
cussion on  gall  bladder  surgery.  He  also 
moderated  a film  session  on  postgraduate 
instruction.  Dr.  Harold  B.  Boyd,  professor 
of  orthopedic  surgery,  and  Dr.  Francis  Mur- 
phey,  head  of  the  neurosurgery  division, 
discussed  training  of  surgical  specialists 
Dr.  James  W.  Pate,,  associate  professor  in 
thoracic  surgery,  discussed  some  aspects  of 
surgery  in  acquired  heart  disease;  Dr.  Rog- 
er T.  Sherman,  associate  professor  of  sur- 
gery, talked  on  prevention  of  tetanus.  Dr. 
Edward  H.  Storer,  associate  professor  of 
surgery,  participated  in  a research  forum, 
and  Dr.  Richard  L.  DeSaussure,  clinical 
professor  of  surgery,  participated  in  the 
surgical  specialties  advisory  group. 

* 

New  faculty  members  are:  Dr.  James  F. 
Reger,  associate  professor,  and  Dr.  James 
S.  Evans,  instructor  in  anatomy;  Doctors 
Byron  E.  Leach  and  James  B.  Ragland,  as- 
sociate professors,  and  Doctors  Herman  L. 
Bogan,  Maurice  P.  Drake,  Ronald  D.  Garret, 
and  J.  Lyndal  York,  assistant  professors  in 
biochemistry;  Dr.  Ahmed  F.  S.  A.  Habeeb, 


assistant  professor,  and  Dr.  John  W.  Smith 
instructor  in  microbiology;  Dr.  Ernest  E. 
Muirhead,  professor,  Dr.  Blaise  Favara,  as- 
sistant professor,  and  Dr.  Ernest  Booth,  as- 
sistant clinical  professor  in  pathology;  Dr. 
William  C.  North,  professor  and  Dr.  Em- 
mett S.  Manley,  Instructor  in  pharmacolo- 
gy, and  Dr.  James  P.  Filkins  assistant  pro- 
fessor of  physiology. 

Meharry  Medical  College 

A Symposium  on  Recent  Advances  in 
Medicine  and  Surgery  was  held  on  Novem- 
ber 17.  The  guest  speakers  and  their  topics 
were:  Dr.  Matthew  Block,  Chief,  Hematolo- 
gy Division,  University  of  Colorado  Medical 
Center,  Denver — “Recent  Advances  in  the 
Treatment  of  Lymphomas”  and  “Embryonic 
Origin,  Development  and  Diseases  of  Immu- 
nologic Competence”;  Dr.  Kermit  E.  Krantz, 
Professor  and  Chairman,  Department  of 
Gynecology  and  Obstetrics,  University  of 
Kansas  Medical  Center,  Kansas  City,  “Re- 
cent Advances  in  the  Management  of  Dys- 
functional Uterine  Bleeding”  and  “Recent 
Advances  in  the  Management  of  Endotoxic 
Shock”;  Dr.  David  Yi-Yung  Hsia,  Associate 
Professor  of  Pediatrics,  Northwestern  Uni- 
versity Medical  School,  Chicago,  “Clinical 
Gains  in  the  Area  of  Genetics”  and  “Recent 
Advances  in  the  Diagnosis  of  Diseases  of 
the  Kidneys”;  Dr.  Bentley  P.  Colcock,  La- 
hey  Clinic,  Boston,  “Recent  Advances  in 
the  Treatment  of  Peptic  Ulcer”  and  “Pres- 
ent Indications  for  Surgery  in  Thyroid  Dis- 
ease,” and  Dr.  Walter  C.  Alvarez,  Emeritus 
Professor  of  Medicine,  Mayo  Foundation 
Graduate  School,  Chicago,  “Practical  Hints 
in  Diagnosis.” 

Vanderbilt  University 
School  of  Medicine 

The  Ford  Motor  Company  Fund  has  do- 
nated $100,000  toward  the  construction  of 
new  operating  rooms  at  Vanderbilt  Univer- 
sity Hospital.  Mr.  L.  O.  Seitz,  Manager  of 
the  Nashville  Ford  Glass  Plant,  presented 
the  first  one  of  three  annual  pledges  to  the 
Chancellor  of  the  University  and  the  Dean 
of  the  School  of  Medicine 

* 

New  faculty  appointments  have  been  the 
following: 


416 


PERSONAL  NEWS 


December,  1965 


Dr.  Robert  L.  Hamilton,  Instructor  in 
Anatomy;  Dr.  Alejandro  Berba,  Instructor 
in  Anesthesiology;  Doctors  Oscar  B.  Crof- 
ford,  Jr.,  H.  Earl  Ginn,  Robert  L.  Ney,  and 
Samuel  S.  Wright,  Assistant  Professors  of 
Medicine,  and  Doctors  Jack  D.  Bargainer, 
John  R.  Collins,  Richard  N.  Dexter,  Philip 
W.  Felts,  Lawrence  M.  Fishman,  Adelaide 
Hohanness,  Billy  Matter,  David  N.  Orth 
and  Jean  W.  Roughgarden  as  Instructors  in 
Medicine,  and  Dr.  David  W.  Strayhorn,  Jr. 
as  Clinical  Instructor  in  Medicine;  Doctors 
Harry  Baer,  Benjamin  H.  Caldwell,  James 
W.  Johnson  and  Norman  E.  Witthauer,  as 
Clinical  Instructors  in  Obstetrics  and  Gyne- 
cology; Dr.  John  M.  Miller,  Clinical  In- 
structor in  Orthopedic  Surgery;  Dr.  Robert 
G.  Horn,  Assistant  Professor  of  Pathology; 
Doctors  Willard  Blankenship  and  David  Sil- 
ber  as  Instructors  in  Pediatrics;  Dr.  Fridol- 
in  Sulser  as  Professor  in  Pharmacology;  Dr. 
Vicente  Honrubia  as  Assistant  Professor  of 
Physiology,  Doctors  M.  F.  Crass  III,  Odd- 
mund  Sovik  and  A.  H.  Underwood  as  In- 
structors in  Physicology;  Dr.  Lewis  B. 
Lefkowitz,  Jr.,  Assistant  Professor,  Dr.  Jo- 
seph M.  Bistowish,  Assistant  Clinical  Pro- 
fessor, Dr.  Lila  M.  Roots,  Instructor  and  Dr. 
Thomas  J.  Friddell,  Clinical  Instructor  in 
Preventive  Medicine;  Dr.  John  D.  Griffith, 
Assistant  Professor,  Dr.  Nat  T.  Winston, 
Assistant  Clinical  Professor,  Dr.  William  E. 
Fann,  Instructor  and  Doctors  Elizabeth 
Vorbusch  and  Sparkman  Wyatt,  as  Clinical 
Instructor  in  Psychiatry;  Doctors  James  P. 
Lester  and  Charles  W.  MacMillan,  Clinical 
Instructors  in  Surgery;  Dr.  L.  Willard 
Parker,  Clinical  Instructor  in  Dental  Sur- 
gery, Doctors  Jerrall  P.  Cross  and  Chris  B. 
Foster,  as  Clinical  Instructor  in  Otolaryn- 
gology. 

* 

Alumni  of  former  years  will  be  saddened 
to  learn  that  Dr.  Katharine  Dodd  died  in 
November  in  a Boston  Hospital  after  an  ill- 
ness of  several  months.  Graduates  of  the 
earlier  years  of  the  school  will  recall  her  as 
one  of  their  favorite  teachers  and  as  a most 
astute  clinician.  A graduate  of  Johns  Hop- 
kins Medical  School  in  1921,  Dr.  Dodd  was  a 
member  of  the  Vanderbilt  faculty  from  1925 
to  1944, — subsequently  being  a member  of 
the  faculties  at  the  University  of  Cincinnati 


and  the  University  of  Arkansas.  Following 
retirement  she  had  filled  posts  at  the  Uni- 
versity of  Louisville  and  at  Emory  Univer- 
sity. Only  recently  a portrait  of  Dr.  Dodd 
was  hung  in  Vanderbilt  University  Hospi- 


At  the  annual  meeting  of  the  Clinical 
Orthopaedic  Society  in  Indianapolis  in  Oc- 
tober, Dr.  George  K.  Carpenter,  Associate 
Professor  of  Orthopedic  Surgery,  Emeritus, 
and  identified  with  the  School  of  Medicine 
for  many  years  received  a signal  honor.  For 
the  first  time  since  its  organization  in  1912, 
a special  pin  was  presented  to  one  of  its 
members.  Dr.  Carpenter  received  the  award 
for  services  to  the  Army  in  World  War  II 
and  in  recognition  for  training  orthopedic 
surgeons  over  the  years.  Dr.  Benjamin 
Fowler,  Associate  Clinical  Professor  of  Or- 
thopedics, was  elected  president.  Dr.  Bill- 
ington,  pioneer  in  Nashville  orthopedics  was 
a past-president,  and  Doctors  Eugene  Re- 
gen, Sr.  and  George  Carpenter  have  been 
past  vice-presidents.  Doctors  Ashby,  Hill- 
man, Brooks,  Eyler  and  Parrish  are  other 
Nashville  members  of  the  Society. 
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Drs.  Alfred  H.  and  Gene  R.  Page  announce  the 
association  of  Dr.  Roy  C.  Page  at  Page  Clinic, 
Medical  Center  Plaza,  910  Madison  Avenue,  Mem- 
phis. His  practice  will  be  limited  to  surgery-oncol- 
ogy. 

Dr.  Ralph  M.  Kniseley,  assistant  chairman  of 
the  Medical  Division  of  the  Oak  Ridge  Institute  of 
Nuclear  Studies,  presented  a paper  at  the  annual 
meeting  of  the  American  Society  of  Clinical 
Pathologists  in  Chicago  on  October  20. 

Dr.  W.  A.  DeSautelle  has  been  re-elected  chief 
of  staff  at  Fountain  View  Nursing  Center,  and  Dr. 
John  H.  Burkhart  was  re-elected  secretary- 
treasurer. 

Dr.  J.  W.  Erwin,  director  of  the  Sullivan  County 
Health  Department  at  Blountville,  was  presented 
a Thirty-Year  Service  Award  during  the  26th  an- 
nual meeting  of  the  Tennessee  Public  Health  As- 
sociation. 

Dr.  Robert  T.  Strang,  Kingsport,  narrated  a film 
on  the  work  done  at  Palmer  Memorial  Palsy  Cen- 
ter at  a recent  meeting  of  the  Kingsport  Rotary 
Club. 

Dr.  William  Tyson,  Jr.  has  been  named  to  the 
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new  post  of  chief  of  the  City  of  Memphis  Hospi- 
tals emergency  department,  a job  of  directing  care 
of  100,000  patients  a year. 

Dr.  Joseph  M.  Bistowish,  director  of  the  Metro 
Health  Department  in  Nashville,  has  been  in- 
stalled as  president  of  the  American  Association 
of  Public  Health  Physicians. 

Dr.  John  J.  Harris,  anesthesiologist,  has  joined 
Drs.  E.  P.  and  Joe  Mohley  and  Dr.  Tom  C.  Wood 
in  practice  at  East  Wood  Clinic  in  Paris. 

Dr.  C.  Harwell  Dabbs,  Knoxville,  is  the  new 
president  of  the  Knoxville  Surgical  Society.  Other 
officers  are  Dr.  John  Yarbrough,  Maryville,  vice 
president;  and  Dr.  Harry  Jenkins,  Knoxville,  sec- 
retary-treasurer. 

Dr.  Ben  D.  Hall,  Johnson  City,  was  guest  speak- 
er at  a recent  meeting  of  the  Bristol  Sales  Execu- 
tive Club. 

The  Tennessee  Academy  of  General  Practice 
named  Dr.  Irving  Hillard,  Nashville,  its  “General 
Practitioner  of  the  Year”  at  its  17th  Annual  As- 
sembly in  Gatlinburg,  November  5.  The  award  is 
made  yearly  in  recognition  of  achievements  in 
medicine  and  community  services. 

Dr.  B.  F.  Byrd,  Jr.,  Nashville,  has  been  elected  a 
delegate-director  of  the  American  Cancer  Society. 

Dr.  Robert  Q.  Ingraham,  Jackson,  assumed  the 
presidency  of  the  Tennessee  Public  Health  Asso- 
ciation at  the  26th  annual  meeting  of  the  Associa- 
tion in  October.  Other  officers  elected  include  Dr. 
William  M.  Owens,  Jackson,  Vice  President  for 
West  Tennessee;  Dr.  C.  D.  Huffman,  Greeneville, 
Vice  President  for  East  Tennessee;  and  Dr.  Eu- 
gene W.  Fowinkle,  Memphis,  member-at-large  of 
the  executive  committee.  Dr.  Curtis  P.  McCam- 
mon,  Nashville,  was  re-elected  secretary-treasur- 
er. 

Dr.  James  B.  Nichols,  Kingsport,  spoke  on 
“Clinical  Neurosurgery”  to  medical  assistants  of 
the  Tri  City  area  at  a recent  meeting  in  Bristol. 

Dr.  R.  H.  Kampmeier,  Nashville,  addressed 
health  officers  of  the  South  and  Central  American 
Countries  on  “Professional  Education  and  Train- 
ing” at  the  Venereal  Disease  Seminar  sponsored 
by  the  Pan  American  Health  Organizations,  Wash- 
ington, Oct.  24-30. 

Dr.  Alys  H.  Lipscomb  has  been  elected  presi- 
dent of  the  Memphis  Academy  of  Internal  Medi- 
cine, succeeding  Dr.  Otis  S.  Warr.  Other  new 
officers  are  Dr.  Harry  Davis,  vice  president;  Dr.  G. 
Daniel  Copeland,  secretary,  and  Dr.  J.  D.  Upshaw, 
Jr.,  treasurer. 

Dr.  James  I.  Elliott,  Dyer,  has  been  elected 
chairman  and  chief  of  staff  of  the  Gibson  General 
Hospital. 

Nineteen  Tennessee  surgeons  received  fellows 
degrees  at  the  American  College  of  Surgeons  an- 
nual clinical  congress  in  Atlantic  City.  The  fellow- 
ships went  to:  Drs.  Joseph  J.  Dodds  and  John  T. 
Evans  of  Chattanooga;  Dennis  Coughlin  and  Rob- 
ert W.  Morris,  Jr.,  of  Knoxville;  William  L.  Taylor 
of  Lewisburg;  Ted  L.  Flickinger,  Norman  A.  Mc- 
Kinnon, Jr.,  and  Robert  D.  Mynatt  of  Maryville; 
Lewis  D.  Anderson,  James  T.  Duncan,  Jr.,  Samuel 


E.  Hunter,  Gene  R.  Paige,  Rushton  E.  Patterson, 
William  R.  Pridgen,  Edward  W.  Reed,  John  J. 
Shea,  Jr.,  Peter  B.  Wallace  and  Howard  H.  Kitch- 
ens of  Memphis  and  Vernon  H.  Reynolds  of  Nash- 
ville. 

Dr.  John  H.  Saffold,  Knoxville,  was  installed  as 
the  president  of  the  Tennessee  Academy  of  Gener- 
al Practice  at  the  organization’s  17th  annual  as- 
sembly in  Gatlinburg,  November  3-5.  President- 
elect, to  take  office  in  1966,  is  Dr.  Tinnin  Martin, 
Memphis.  Other  officers  include:  Dr.  George  Per- 
ler,  Nashville,  vice  president,  and  Dr.  John  Derry- 
berry,  Shelbyville,  Secretary-Treasurer. 

Dr.  John  K.  Wright  has  joined  Doctors  James 
A.  Kirtley,  Jr.  and  Douglas  H.  Riddell,  for  the 
practice  of  surgery  in  Nashville. 

Dr.  James  G.  Hughes  of  Memphis  was  installed 
as  president  of  the  American  Academy  of  Pedia- 
trics at  the  academy’s  annual  meeting  in  Chicago. 
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The  Life  of  Andreas  Vesalius  (I5l4-I564)f 

Crawford  W.  Adams,  M.D.,* *  Nashville,  Term. 

The  subject  for  this  discussion  is  the  life 
of  Andreas  Vesalius.  The  highly  sophisti- 
cated procedures  of  modern  medicine  occu- 
py most  of  our  time,  and  little  do  we  appre- 
ciate the  contributions  of  Vesalius  and  his 
contemporaries  during  the  16th  century. 
Anatomists  of  the  16th  century  were  the 
first  to  challenge  the  authority  of  Galen. 
These  were  courageous  men  who  made 
keen  observations  and  carried  out  careful 
dissections  in  spite  of  religious  intolerance 
and  public  ignorance.  As  a matter  of  fact, 
artists  were  given  “permission”  to  dissect 
the  human  body  approximately  100  years 
before  physicians.  Therefore  Vesalius  and 
fellow  anatomists  had  to  secretly  obtain  the 
abandoned  bodies  of  criminals  for  their  dis- 
sections. As  there  was  no  method  of  preser- 
vation of  body  tissues,  the  organs  were  rap- 
idly dissected  first.  The  vascular,  ner- 
vous, muscular,  and  skeletal  systems  were 
then  dissected.  The  importance  of  these 
older  observations  remain  unchallenged. 
Many  of  the  writings  are  extremely  accu- 
rate and  based  upon  masterful  observations 

fPresented  at  the  Dean’s  Hour,  Vanderbilt  Uni- 
versity School  of  Medicine,  Jan.  19,  1965. 

*From  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 
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which  have  become  integral  parts  of  mod- 
ern medical  concepts.  In  the  time  allotted 
for  this  discussion,  I hope  to  stimulate  your 
interest  in  the  life  of  one  forefather  of  med- 
icine and,  after  whetting  your  appetite, 
hope  you  will  select  an  historical  menu , 
slowly  digest  the  early  literature  and  there- 
by gain  knowledge  that  will  strengthen 
your  medical  background. 

Andreas  Vesalius  is  recognized  by  most 
scholars,  as  the  founder  of  modern  anato- 
my. Over  700  books  and  articles  have  been 
written  about  the  man  and  his  works. 
Vesalius  belonged  to  several  generations  of 
family  physicians,  and  some  of  his  fore- 
fathers published  medical  works  based  upon 
the  writings  of  Hippocrates,  Avicenna,  and 
Rhazes. 

Although  the  exact  date  of  the  birth  of 
Vesalius  is  unknown,  he  was  born  in  De- 
cember, 1514.  During  his  adolescent  years 
he  dissected  rats,  mice,  dogs,  and  cats, 
which  was  rather  unique  for  a student  of 
this  time,  since  natural  history  was  not  in- 
cluded in  the  academic  curriculum.  He  later 
enrolled  in  the  University  of  Louvain, 
where  his  great  grandfather  had  been  a 
teacher  of  medicine.  He  studied  the  an- 
cient languages  and  became  thoroughly 
versed  in  Hebrew,  Greek,  and  Latin.  Two 
of  his  eminent  teachers  were  Sylvius  and 
Guinterius.  Sylvius  having  a magnetic  per- 
sonality, drew  students  and  physicians  from 
all  of  Europe  and  often  lectured  to  as  many 
as  400  at  a time.  At  this  time,  student  par- 
ticipation in  anatomic  dissections  was  out  of 
the  question.  As  a matter  of  fact,  students 
were  considered  fortunate  if  they  were  able 
to  view  one  or  two  dissections  a year.  The 
majority  of  cadavers  were  male.  Rarely 
were  females  bodies  made  available  for 
postmortem  examination.  Sylvius,  an  ar- 
dent follower  of  Galen,  had  declared  Gal- 
en’s works  infallible  and  that  further  prog- 
ress in  anatomy  was  out  of  the  question. 
Guinterius,  another  proponent  of  Galen  and 
an  excellent  classical  scholar  and  teacher, 
had  translated  Galen’s  anatomic  works 
from  Greek  into  Latin.  As  one  can  imag- 
ine, Vesalius  was  thoroughly  versed  in  Gal- 
en’s observations.  It  is  no  wonder  that  he 
enthusiastically  published  his  own  observa- 


tions, even  though  in  part  they  differed 
from  those  of  Galen. 

In  1536,  at  the  age  of  21,  Vesalius  assisted 
Guinterius  in  the  preparation  of  his  “Insti- 
tutiones  Anatomicae”  which  was  then  de- 
scribed as  the  epitome  of  anatomy  based 
upon  the  works  of  Galen.  Most  of  the  ana- 
tomic dissections  were  made  by  Vesalius  as 
Guinterius  was  primarily  a scholar.  Vesali- 
us’ ability  and  observations  were  quickly 
recognized.  One  of  his  observations  will 
forever  apply  to  the  practice  of  medicine, 
namely  that  treatment  should  be  performed 
safely,  swiftly,  and  above  all  pleasantly. 
From  Paris,  Vesalius  returned  to  Louvain 
where  he  performed  public  dissections  for 
medical  students,  a practice  which  had 
lapsed  for  approximately  18  years.  At  this 
time  his  first  book  was  published,  the  “Par- 
aphrasis” or  “Paraphrase  of  the  Ninth  Book 
of  Rhazes.”  After  a few  months  in  Lou- 
vain, Vesalius  proceeded  to  Venice  where 
he  met  Johann  Stephen  Van  Calcar,  an  ar- 
tist studying  under  Titian.  Johann  Ste- 
phen was  his  proper  name;  though,  he  was 
frequently  referred  to  as  Johann  Calcar  or 
Stephen  Calcar  because  Calcar  was  his 
birthplace.  (This  was  not  an  unusual  cus- 
tom during  this  period.)  Johann  Stephen 
later  achieved  unusual  fame,  became  skilled 
in  portraiture,  and  will  always  be  remem- 
bered for  the  magnificent  illustrations  and 
frontispiece  of  the  “Fabrica.” 

After  graduation  from  medical  school, 
Vesalius  took  over  the  chair  of  surgery  and 
anatomy  for  an  annual  salary  of  40  florins. 
The  florin,  a Florentine  gold  coin,  was  first 
struck  in  1252  and  known  for  its  purity  in 
gold.  The  gold  content  weighed  approxi- 
mately 54  grains,  equivalent  to  approxi- 
mately five  dollars.  By  the  time  Vesalius 
left  Padua  in  1542,  his  salary  had  increased 
to  200  florins  annually.  Although  the  chair 
of  surgery  had  gained  prestige,  the  salary 
was  comparatively  small.  The  chair  of 
medicine  paid  1,000  florins  annually. 

Vesalius,  now  23  years  of  age,  published 
the  “Tabulae  Anatomicae  Sex.”  The  text 
was  Galenic,  but  the  illustrations  were 
greatly  improved  over  previous  anatomic 
illustrations,  such  as  may  be  seen  in  Beren- 
gario’s  Anatomy  of  1535.  Vesalius’  initial 
illustrations  still  portrayed  the  five  lobe 
liver,  and  the  venous  system  arising  from 
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the  liver  after  Galen.  Johann  Stephens 
paid  for  the  printing  of  the  “Tabulae  Ana- 
tomicae  Sex,”  and  in  turn,  the  profits  from 
the  sale  of  the  Tabulae  were  compensation 
for  the  illustrations  of  the  “Fabrica.”  This 
work  was  extremely  popular,  and  only  two 
known  complete  copies  are  in  existence  to- 
day. 

Between  the  age  of  24  to  29,  Vesalius  was 
extremely  active.  He  continued  teaching 
at  the  University  of  Padua,  corrected  the 
text  of  Guinterius’  “Institutionum,”  and  be- 
gan editing  several  of  the  books  of  Galen 
for  the  “Complete  Galen”  that  came  from 
the  Junta  Press  in  1541.  He  continued  to 
perform  public  anatomies  and  wrote  a care- 
ful paraphrase  of  the  10  books  of  Rhazes. 
He  also  collected  notes  from  classical  au- 
thors and  conceived  ideas  for  other  manu- 
scripts. At  this  time  he  did  away  with  the 
old  demonstrators  and  prosectors  and  per- 
formed anatomic  dissections  himself.  During 
the  dissections  he  lectured  and  demonstrat- 
ed to  large  numbers  of  students  and  physi- 
cians, as  is  recorded  in  the  frontispiece  of 
the  “Fabrica.” 

At  age  28,  he  completed  his  “De  Humanis 
Corporis  Fabrica”  (on  the  structure  of  the 
human  body).  The  first  edition  of  this 
monumental  manuscript  was  issued  from 
the  press  of  Joannes  Oporinus  at  Basel, 
Switzerland,  in  June  1543.  The  preparation 
of  this  text  and  the  illustrations  of  Johann 
Stephens  were  completed  at  Padua  and  rep- 
resented nine  years  of  work.  The  wood 
blocks  were  made  from  pearwood,  and  the 
text  was  then  sent  from  Venice  across  the 
Alps  to  Basel.  Vesalius  resided  at  Basel 
the  first  six  months  in  1543,  working  with 
the  publisher  and  Johann  Stephens  for  the 
printing  of  the  “Fabrica.”  As  one  can  im- 
agine, the  publication  of  such  an  elaborate 
manuscript,  one  hundred  years  after  the  in- 
vention of  the  printing  press,  was  an  out- 
standing achievement.  Actually,  two  books 
were  produced  at  this  time.  The  first  was  a 
thin  volume  of  12  leaves  called  the  “Epit- 
ome” which  was  an  introduction  or  a sum- 
mary of  the  “Fabrica”  followed  by  the  pub- 
lication of  the  “Fabrica”  which  consisted  of 
716  pages.  Without  doubt  the  “Fabrica”  is 
one  of  the  most  noteworthy  accomplish- 
ments in  medicine  and  represents  the  com- 
bined talents  of  Vesalius,  Stephens,  and 


Oporinus.  Vesalius  did  not  name  any  part 
of  the  body  he  described  after  himself;  yet, 
as  Singer  has  remarked,  “he  has  left  his 
name  on  the  whole  fabric  of  the  human 
body,”  or  as  O’Malley  has  stated,  “the  man 
is  the  book,  and  the  book  is  the  man.”  For 
further  progress  in  medicine,  the  correct 
understanding  of  the  structure  of  the  hu- 
man body  was  necessary.  Vesalius  was  des- 
tined as  the  man  to  supply  this  understand- 
ing. Although  he  admits  to  minor  error, 
the  vastness  of  his  accomplishment  and  the 
scholarly  description  of  the  body  will  for- 
ever establish  Vesalius  as  the  “Father  of 
Anatomy.”  The  artistic  drawings  by  Johann 
Stephens  recorded  incidents  common  to  the 
practice  of  medicine,  surgery,  and  obstetrics 
of  the  day.  These  illustrations  have  left 
over  the  years  an  indelible  image  on  the 
minds  of  artists  and  physicians  alike.  Most 
of  the  incidents  are  portrayed  in  the  draw- 
ings of  the  initials  at  the  beginnning  of  the 
major  paragraphs  of  the  “Fabrica.”  The 
descriptions  and  acting  parts  are  generally 
portrayed  by  young  children. 

Vesalius  published  the  “Consilia”  in  1542. 
This  publication  was  not  unusual.  The 
“Consilia”  consisted  of  written  consulta- 
tions regarding  advice  to  patients  whom 
Vesalius  had  or  had  not  seen  personally 
and  added  nothing  to  Vesalius’  fame.  Under 
constant  criticism,  Vesalius  became  bitter 
and  despondent  and  burned  all  his  books 
and  papers.  This  action  he  deeply  regretted 
in  later  life.  He  left  Padua  and  in  1544  be- 
came court  physician  to  Emperor  Charles 
V.  The  remainder  of  his  life  he  spent  as 
physician  and  surgeon  in  the  field  armies  of 
Charles  V.  During  this  period  his  kee^ 
power  of  observation  produced  noteworthy 
medical  and  surgical  contributions.  He  was 
the  first  to  recommend  thoracotomy  for  em- 
pyema and  noted  that  rigidity  of  the  neck 
indicated  underlying  meningitis. 

In  1546,  he  published  the  “China  Root 
Epistle”  which,  in  part,  was  a dissertation 
on  a form  of  Smilax,  which  is  a member  of 
the  lily  family.  This  plant  is  found  in  South 
America  and  China.  It  was  misleadingly 
called  the  China  root,  which  was  intro- 
duced throughout  Europe  during  the  six- 
teenth century  as  a remedy  against  syphil- 
is. The  bulk  of  this  epistle,  however,  is  not 
about  the  China  root  but  in  defense  of  his 


420 


BOOK  REVIEW 


December,  1965 


anatomic  observations.  He  further  criti- 
cises his  former  teachers,  Sylvius  and  Guin- 
terius,  for  their  adherence  to  the  doctrines 
of  Galen. 

In  1555,  the  second  edition  of  the  “Fabri- 
ca”  was  published  with  corrections  and 
more  accurate  anatomic  descriptions.  In  the 
last  chapter  of  this  edition,  Vesalius  de- 
scribes the  development  of  pneumothorax 
following  puncture  of  the  chest,  aphonia 
following  section  of  the  laryngeal  nerve, 
and  prolongation  of  life  by  artificial  intra- 
tracheal inflation  of  the  collapsed  lung. 

Vesalius  probably  died  from  an  obscure 
illness  on  the  Island  of  Zante  in  1564,  dur- 
ing the  return  voyage  from  a pilgrimage 
to  Jerusalem.  After  his  death  several 
different  stories  were  circulated  regarding 
the  pilgrimage  to  Jerusalem.  One  account 
stated  that  he  had  performed  a postmortem 
examination  on  the  body  of  a Spanish  no- 
bleman and  found  the  heart  still  beating. 
To  appease  the  inquisition  he  agreed  to 
make  the  pilgrimage  to  Jerusalem.  Another 
account  was  that,  after  an  excursion  to  Cy- 
press, he  became  critically  ill  at  sea  and 
was  shipwrecked  on  the  Island  of  Zante, 
where  he  died  alone  and  unknown.  Neither 
of  these  stories  have  been  authenticated 
and  the  actual  cause  of  death  is  still  a mys- 
tery. However,  the  manner  in  which  Vesali- 
us died  is  not  important  for  his  lifetime  was 
filled  with  accomplishment.  He  revolution- 
ized medical  instructions,  formalized  anato- 
mic dissection,  achieved  international  ac- 
claim, and  will  always  be  remembered  for 
the  monumental  writing  of  the  “Fabrica.” 
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Preventive  Medicine,  Volume  VII,  Communicable 
Diseases,  Arthropodborne  Diseases  Other  Than 
Malaria.  History  of  the  Medical  Department, 


U.  S.  Army,  Edited  by  Colonel  John  Boyd 
Coates,  Jr.,  and  Ebbe  Curtis  Hoff,  M.D.  370 
pages.  Washington,  D.  C.:  Superintendent  of 
Documents,  U.  S.  Government  Printing  Office. 
Price  $4.25. 

The  Surgeon  General  of  the  United  States  Army 
and  U.  S.  Government  Printing  Office  are  due  con- 
gratulations for  their  superb  continuing  effort  in 
publishing  the  medical  history  of  World  War  II.  In 
attractive  format,  sturdy  binding,  and  reasonable 
price  a thorough,  well-illustrated,  factual  account 
and  thoughtful  discussion  of  all  facets  of  military 
medicine  during  this  period  are  being  made  avail- 
able to  the  interested  public  in  a series  of  vol- 
umes. This  volume,  which  encompasses  arthro- 
pod-borne diseases  other  than  malaria,  discusses, 
among  other  topics,  virus  encephalitis,  dengue,  ty- 
phus, scrub  typhus,  Rocky  Mountain  spotted  fever, 
and  yellow  fever.  The  progress  of  preventive 
medicine  is  demonstrated  in  the  statistics:  yellow 
fever,  plague  and  epidemic  typhus  were  among  the 
most  feared  scourges  of  previous  wars;  the  U.  S. 
Army  in  World  War  II  recorded  no  cases  of  plague 
or  yellow  fever  and  only  slightly  more  than  100 
cases  of  louse-borne  typhus.  The  arthropod-borne 
diseases,  with  which  the  average  clinician  has  re- 
latively little  personal  experience,  wreaked  havoc 
among  invading  troops  and  were  major  military 
problems.  Immediately  after  an  invasion,  dengue 
and  sandfly  fever  rendered  many  men  unavailable 
for  combat,  while  scrub  typhus,  with  its  slightly 
longer  incubation  period  and  mild  onset  took  its 
toll  during  the  later  weeks  of  a campaign.  “ . . .at 
Sansapor,  New  Guinea  . . . scrub  typhus  rendered 
a regiment  ineffective  more  quickly  and  thorough- 
ly than  would  have  been  expected  as  a result  of 
severe  enemy  action.”  Two  themes  of  preventive 
medicine  recur  again  and  again  through  the  vol- 
ume: 1)  vector  control  is  the  keystone  of  arthro- 
pod-borne disease  control  and  2)  the  fighting 
man  must  be  convince^-  of  the  importance  of  per- 
sonal preventive  measures  or  they  will  discard  re- 
pellent along  with  other  gear  they  consider  in- 
essential for  combat. 

The  chapters  are  thorough  discussions  of  the 
clinical  problems  encountered,  clinical  and  labora- 
tory investigations  performed,  and  preventive 
measures  instituted.  They  are  introduced  by 
short  historical  perspectives.  The  photographs 
were  thought  to  be  particularly  valuable,  always 
precisely  illustrating  the  environmental  problem 
involved. 

This  book  and  the  entire  series  is  recommended. 

PERSPECTIVES  IN  VIROLOGY  IV.  Edited  by 
Morris  Pollard,  M.D.  308  pages.  Hoeber  Medi- 
cal Division  of  Harper  & Row.  N.  Y.  1965. 

This  is  the  fourth  symposium  in  a distinguished 
series,  and  this  latest  one  honors  Dr.  Richard  E. 
Shope,  pioneer  virologist,  whose  interests  have  led 
him  to  search  tor  the  hiding  places  of  elusive 
microbial  agents.  The  concept  of  hidden  or 
masked  virus  was  first  delineated  by  Dr.  Shope's 
studies  of  the  spontaneously-occurring  papilloma 


December,  1965 


ANNOUNCEMENTS 


421 


of  cottontail  rabbits.  He  found  a virus  in  the  tu- 
mors of  these  rabbits  on  only  a few  occasions,  but 
discovered  that  most  tumor-bearing  rabbits  had 
antibody  capable  of  neutralizing  this  seldom- 
found  virus. 

The  contributors  to  this  symposium  are  among 
the  eminent  students  of  tumor  viruses;  and  other 
virologists,  immunologists  and  molecular  biologists 
whose  interests  bear  on  the  subject  are  also  in- 
cluded. Their  contributions  are  of  considerable  in- 
terest to  others  struggling  with  similar  problems. 
The  symposium  is  devoted  to  the  ways  and  means 
of  studying  a large  and  heterogeneous  group  of 
infections  characterized  by  imperfect  or  defective 
virus  production.  The  importance  in  such  infec- 
tions of  the  host  cell  itself  and  of  the  immunologic 
status  of  the  host  organism  is  frequently  stressed. 
Each  presentation  is  followed  by  illuminating  dis- 
cussion. In  his  epilogue,  Dr.  Peyton  Rous  points 
out  how  the  study  of  viruses  has  been  used  to 
probe  the  secrets  of  normal  cellular  structure  and 
function,  through  the  specialized  and  selective  cel- 
lular defects  caused  by  different  virus  infections. 

Most  of  the  authors  have  organized  their  pres- 
entations exceedingly  well  and  have  been  careful 
to  clarify  and  define  their  terms  and  concepts,  so 
that  interested  persons  more  remote  from  their 
fields  can  get  a good  idea  of  what  they  have  done, 
what  they  are  thinking,  and  what  the  remaining 
problems  are. 

While  the  volume  is  not  intended  to  be  a stand- 
ard text  or  reference  book,  it  is  an  up-to-date 
progress  report  in  a field  in  which  there  has  been 
a great  deal  of  progress,  indeed.  Thus  it  contains 
much  that  can’t  be  found  in  texts  and  reference 
works  and  stimulating  speculations  that  don’t  oft- 
en get  into  print. 
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Calendar  of  Meetings,  1966 

State 

Feb.  27,  1966  State  and  County  Society  Officers 
Conference  of  the  Tennessee 
Medical  Association,  Hermitage 
Hotel,  Nashville 

April  17-19  Tennessee  Medical  Association 
Annual  Meeting,  Civic  Center 
Auditorium,  Gatlinburg 


Jan.  28-30 


Feb.  9-10 


Feb.  28-Mar.  3 


March  3-5 


Regional 

Southern  Radiological  Confer- 
ence, Grand  Hotel,  Point  Clear, 
Alabama 

Mid-South  Postgraduate  Medical 
Assembly,  Memphis,  Tennessee 
Southeastern  Surgical  Congress, 
Marriott  Motor  Hotel,  Atlanta 
Central  Surgical  Association, 
Chicago 


March  29-30 
April  13-16 


April  18-21 


Jan.  13-15 

Jan.  21-22 
Jan.  22-27 

Jan.  31-Feb.  2 

Feb.  2-6 
Feb.  3-9 
Feb.  8-12 

Feb.  19-23 

March  4-9 

March  14-17 


March  23-25 

April  1-7 
April  14-19 

April  15-17 

April  18-22 
April  23-24 

April  25-29 
April  25-30 


Southwestern  Pediatric  Society, 
Statler  Hilton  Hotel,  Los  Angeles 
West  Virginia  Academy  of  Oph- 
thalmology and  Otolaryngology, 
Annual  Meeting,  Greenbrier  Ho- 
tel, White  Sulphur  Springs,  West 
Va. 

Southwestern  Surgical  Congress, 
Flamingo  Hotel,  Las  Vegas 

National 

American  College  of  Surgeons 
(sectional  meeting),  Americana 
Hotel,  Bal  Harbour,  Fla. 
American  Society  for  Surgery  of 
the  Hand,  Palmer  House,  Chicago 
American  Academy  of  Oi'thopae- 
dic  Surgeons  (members  and  in- 
vited guests  only),  Palmer  House, 
Chicago 

American  College  of  Surgeons 
(sectional  meeting),  Sheraton 
Lincoln  Hotel,  Houston,  Texas 
American  College  of  Cardiology, 
Conrad  Hilton  Hotel,  Chicago 
Congress  on  Medical  Education, 
Palmer  House,  Chicago 
American  College  of  Radiology 
(members  only),  Drake  Hotel, 
Chicago 

American  Academy  of  Allergy 
(22nd  Annual  Meeting),  Ameri- 
cana Hotel,  New  York 
American  Association  of  Patholo- 
gists and  Bacteriologists,  Statler  - 
Hilton,  Cleveland 
American  College  of  Surgeons 
(sectional  meeting  for  doctors 
and  graduate  nurses),  Sheraton- 
Cleveland  and  Statler  Hotels, 
Cleveland 

American  Surgical  Association, 
Boca  Raton  Hotel,  Boca  Raton, 
Fla. 

American  Academy  of  General 
Practice,  Boston 

American  Dermatological  Associ- 
ation (members  only)  Homestead 
Hotel,  Hot  Springs,  Va. 

American  Society  of  Internal 
Medicine,  Biltmore  Hotel,  New 
York 

American  College  of  Physicians, 
New  York 

American  Laryngological  Associ- 
ation, Americana  Hotel,  San 
Juan,  P.R. 

American  College  of  Allergists, 
Palmer  House,  Chicago 
American  Academy  of  Neurology, 
Bellevue-Stratford  Hotel,  Phila- 
delphia 
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April  27-29  American  Pediatric  Society,  Inc., 
Seaside  Hotel  and  Steel  Pier,  At- 
lantic City,  N.  J. 

April  27-30  American  Association  of  Plastic 
Surgeons,  Sheraton-Cleveland, 
Cleveland 

Postgraduate  Seminar  tor 
Otolaryngologists 

The  University  of  Tennessee  College  of  Medi- 
cine will  offer  a postgraduate  seminar  in  “Fun- 
damentals of  Otolaryngologic  Allergy”  on  March 
15-19,  1966.  The  purpose  of  the  seminar  will  be 
to  instruct  those  physicians  limiting  their  practice 
to  otolaryngology  in  the  practical  aspects  and  ba- 
sic principles  of  allergy  in  relation  to  this  special- 
ty. The  faculty  for  the  seminar  will  consist  of  Sam 
H.  Sanders,  M.D.,  professor  and  chairman,  depart- 
ment of  Otolaryngology,  UT;  E.  Eugene  Cowan, 
M.D.,  clinical  assistant  professor  of  medicine,  Uni- 
versity of  Colorado  Medical  Center,  Denver;  Ken- 
neth Craft,  M.D.,  assistant  clinical  professor  of 
Otolaryngology,  University  of  Indiana  School  of 
Medicine,  Indianapolis;  Sylvester  C.  Missal,  assist- 
ant clinical  professor  of  Otolaryngology,  Western 
Reserve  School  of  Medicine,  Cleveland,  Ohio.  Also 
participating  as  guest  clinicians  will  be  Edley  H. 
Jones,  M.D.,  surgery  director,  division  of  Otolar- 
yngology, University  of  Mississippi,  Jackson,  and 
Richard  H.  Stahl,  M.D.,  assistant  clinical  instruc- 
tor in  Otolaryngology,  Western  Reserve  School  of 
Medicine. 

1966  Norman  A.  Welch,  M.D.,  Essay 
Contest  on  Medical  Ethics 

The  American  Medical  Association,  through  its 
Judicial  Council,  will  sponsor  a Medical  Ethics  Es- 
say Contest,  open  during  this  academic  year  to 
junior  and  senior  students  in  accredited  medical 
schools  in  the  United  States.  The  contest  is 
named  in  honor  of  the  late  Norman  A.  Welch, 
M.D.,  a leading  figure  in  American  medicine  for 
many  years,  who  died  September  3,  1964,  while 
serving  as  the  118th  President  of  AMA.  Cash 
prizes  totaling  $1,000  will  be  awarded  to  the  win- 
ning essays.  Complete  contest  rules,  as  well  as 
suggested  essay  topics,  are  available  upon  written 
request  from  the  Department  of  Medical  Ethics, 
American  Medical  Association,  535  N.  Dearborn 
Street,  Chicago,  Illinois  60610.  They  also  may  be 
obtained  at  the  offices  of  the  medical  school  deans. 

Congress  in  Ophthalmology  and 
Otolaryngology 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hospi- 
tal, Roanoke,  Virginia,  announces  to  the  profession 
its  39th  annual  Spring  Congress  in  Opththalmolo- 
gy  and  Otolaryngology,  April  4-8,  1966.  For  fur- 
ther information  write:  Superintendent,  Post 

Office  Box  1789,  Roanoke,  Virginia. 


Membership  in  the  Fifty  Year  Club  of 
American  Medicine 

“The  membership  of  the  club  is  composed  of 
American  physicians  who  have  practiced  the  sci- 
ence and  art  of  medicine  fifty  years  or  more  in 
dedication  to  medical  care.  What  a privilege  to 
meet  together  and  what  an  honor  to  be  a member. 
We  are  proud  of  the  past  and  we  are  equally 
proud  to  look  forward  to  the  future  in  medicine — 
a future  we  hope  will  be  as  rugged  and  yet  as  re- 
warding as  the  past.” 

The  club  represents  several  thousand  years  of 
personal  sacrificial  services  to  the  needy  and 
suffering.  This  group  could  pretty  well  tell  the 
medical  history  of  the  United  States — its  trials, 
tribulations,  successes  and  failures  all  the  way 
from  the  horse  and  saddle  bags  down  to  the  jet 
airplane. 

Those  eligible  are  invited  to  join  the  Fifty  Year 
Club  of  American  Medicine  and  to  meet  with  us  at 
the  spring  meetings  of  the  American  Medical  As- 
sociation and  at  our  club  luncheons.  An  initial  fee 
of  $5  is  required  to  pay  the  cost  of  your  lapel  but- 
ton, a nice  Merit  Certificate  (suitable  for  fram- 
ing). Write  to  Dr.  J.  H.  McCurry,  Secretary,  Cash, 
Arkansas  72421. 

Project  Viet-Nam 

In  response  to  an  urgent  appeal  to  American 
Medicine  by  President  Johnson,  the  American 
Medical  Association  is  assisting  the  newly  formed 
voluntary  organization  known  as  PROJECT 
VIET-NAM.  This  Project,  administered  by  The 
People-to-People  Health  Foundation,  Inc.,  is  a 
cooperative  medical  effort  of  America’s  inter- 
voluntary agencies  for  the  people  of  South  Viet- 
Nam.  The  Agency  for  International  Development 
(AID)  is  also  participating  in  this  program  that 
appears  vital  to  our  success  in  the  present  crisis  in 
Asia.  The  AMA,  cooperating  with  the  President’s 
request,  is  appealing  to  each  County  and  State  So- 
ciety for  participation  in  a program  that  will  as- 
sist in  the  procurement  of  volunteer  physicians  for 
this  important  venture. 

Project  Viet-Nam  will  send  teams  of  20  physi- 
cians into  Viet-Nam  for  periods  of  just  sixty  days 
The  teams  will  be  divided  into  four  groups,  each 
being  assigned  to  a hospital  now  being  operated 
under  the  AID  program.  Facilities  and  support- 
ing personnel  are  available  at  each  installation  for 
carrying  out  services  in  accordance  with  accepta- 
ble professional  standards.  While  ultimately  many 
disciplines  of  medicine  may  be  required,  the  im- 
mediate need  is  for  physicians  in  general  practice, 
general  surgery  and  orthopedic  surgery. 

Although  service  with  Project  Viet-Nam  is  on  a 
volunteer  basis,  transportation  from  home  and  re- 
turn via  commercial  airline,  a nominal  per  diem, 
housing,  meals  and  needs  will  be  supplied.  The 
federal  government  has  also  given  assurance  that 
all  volunteers  will  be  granted  the  same  privileges. 
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courtesies  and  priority  provided  government  per- 
sonnel in  the  area. 

Interested  physicians  may  obtain  further  infor- 
mation and  application  forms  by  communicating 
with:  PROJECT  VIET-NAM,  2233  Wisconsin  Av- 
enue, N.W.,  Washington,  D.C.  20007.  Phone:  338- 
5730  or  338-6110. 

Chest  Physicians  Announce 
1966  Essay  Contest 

The  American  College  of  Chest  Physicians 
offers  three  cash  awards  to  be  given  annually  for 
the  best  essay  prepared  by  undergraduate  medical 
students  on  any  phase  of  the  diagnosis  and/or 


treatment  of  chest  diseases  (heart  or  lungs). 
First  Prize  will  be  $500;  Second,  $300  and  Third, 
$200.  Each  winner  will  also  receive  a certificate  of 
winner  and  the  name  of  the  school  will  be  pre- 
sented to  the  Winner’s  school, 
sented  to  the  Winner’s  school. 

Winners  will  be  announced  at  the  32nd  annual 
meeting  of  the  American  College  of  Chest  Physi- 
cians, to  be  held  in  Chicago,  Illinois,  June  23-27, 
1966.  Official  application  form,  sample  copies  of 
the  journal,  and  additional  information  may  be  se- 
cured by  writing  Mr.  Murray  Kornfeld,  Executive 
Director,  American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago,  Illinois  60611, 
U.S.A. 


HOMOGENIZED 
VITAMIN  D MILK 
PRODUCES  SOFT  CURD 

(400  U.S.P.  Units  Vitamin  D 
Per  Quart) 


Phone 
AL  5-6451 


Fortified  Fat  Free  Milk 

(2000  Units  Vitamin  A — 400  Units  Vitamin  D) 

NASHVILLE  PURE  MILK  CO. 


CONTRIBUTIONS 

NOW 

INCOME  TAX  DEDUCTIBLE 
GIVE  TO 

TMA  STUDENT  LOAN  FUND 

112  Louise  Avenue,  Nashville,  Tennessee 
Sponsored  by  Tennessee  Medical  Association 


OFFICERS  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION,  1965-66 


President — John  H.  Burkhart,  M.D.,  3000 
Broadway,  N,  E.,  Knoxville 
President-Elect — G.  Baker  Hubbard,  M.D., 
Jackson  Clinic,  Jackson 
Vice-President — Robert  H.  Haralson,  M.D., 
821  Tuckaleechee  Rd.,  Maryville 
Vice-President — David  Gordon  Petty,  M.D., 
Carthage 

Vice-President — Francis  H.  Cole,  M.D.,  188 
S,  Bellevue,  Memphis 

Secretary — Charles  A.  Trahern,  M.D.,  1724 
Memorial  Drive,  Clarksville 
Executive  Director — Mr.  J.  E.  Ballentine, 
112  Louise  Avenue,  Nashville  37203 
BOARD  OF  TRUSTEES 
♦John  C.  Burch,  M.D.,  Chairman  & Treas. 

(1967)  2112  West  End  Ave.,  Nashville 
J.  Malcolm  Aste,  M.D.,  (1966)  188  South 
Bellevue,  Memphis 

*John  H.  Burkhart,  M.D.,  (1967)  3000 

Broadway,  N.  E.,  Knoxville 
E.  L.  Caudill,  Jr.,  M.D,  (1966)  114  East  H 
Street,  Elizabethton 

*C.  D.  Hawkes,  M.D.,  (1966)  220  South 
Claybrook  Street,  Memphis 
G.  Baker  Hubbard,  M.D.,  (1968)  Jackson 
Clinic,  Jackson 

PRESIDENTS  AND 

COUNTY 


R.  H.  Kampmeier,  M.D.,  (1966)  Vanderbilt 
Hospital,  Nashville 

*K.  M.  Kressenberg,  M.D.,  (1966)  215  Ce- 
dar Lane,  Pulaski 

O.  M.  McCallum,  M.D.,  (1966)  Henderson 
♦Edward  T.  Newell,  Jr.,  M.D.,  (1968)  707 
Walnut  Street,  Chattanooga 
Charles  A.  Trahern,  M.D.,  (1967)  1724 

Memorial  Drive,  Clarksville 
♦Executive  Committee 

SPEAKER  OF  THE  HOUSE 
J.  Malcolm  Aste,  M.D.,  188  South  Belle- 
vue, Memphis 

Vice-Speaker — Tom  E.  Nesbitt,  M.D.,  1921 
Hayes  Street,  Nashville 

COUNCILORS 

First  District — J.  J.  Range,  M.D.,  Memori- 
al Hospital,  Johnson  City  (1966) 

Second  District — John  H.  Saffold,  M.D., 
605  Walnut  St.,  Knoxville  (1967) 

Third  District — M.  F.  Langston,  M.D.,  103 
Palisades,  Signal  Mountain  (1966) 

Fourth  District — Kenneth  L.  Haile,  M.D., 
137  W.  Second  St.,  Cookeville  (1967) 

Fifth  District — John  Derryberry,  M.D.,  844 
Union  St.,  Shelbyville 


Sixth  District — Harry  T.  Moore,  Jr.,  M.D., 
326  Mid-State  Medical  Center,  Nashville 
(1967) 

Seventh  District — Carson  E.  Taylor,  M.D., 
246  N.  Military,  Lawrenceburg  (1966) 
Eighth  District — Charles  Hickman,  M.D., 
Bells  (1967) 

Ninth  District — Byron  O.  Garner,  M.D., 
Hillcrest  Dr.,  Union  City  (1966) 

Tenth  District — R.  L.  DeSaussure,  M.D., 
Baptist  Medical  Bldg.,  Memphis  (1967) 
DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 
Bland  W.  Cannon,  M.D.,  Suite  609,  910 
Madison  Ave.,  Memphis  (1967) 

Wm.  J.  Sheridan,  M.D.,  Medical  Arts 
Building,  Chattanooga  (1966) 

Daugh  W.  Smith,  M.D.,  1926  Hayes  Street, 
Nashville  (1967) 

Alternates: 

Julian  K.  Welch,  Jr.,  M.D.,  Brownsville 
(1967) 

John  H.  Burkhart,  M.D.,  3000  Broadway, 
N.E.,  Knoxville  (1966) 

W.  O.  Vaughan,  M.D.,  2103  Hayes  Street, 
Nashville  (1967) 


SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES,  1965-66 


PRESIDENTS 


SECRETARIES 


Bedford  County  Medical  Society 
(Fifth  District) 
Benton-Humphreys  County 
Blount  County 

Bradley  County 

Campbell  County 

Chattanooga-Hamilton  County 


Cocke  County 
Coffee  County 

Consolidated  Medical  Assembly 

Cumberland  County 
Nashville  Academy  of  Medicine 
Davidson  County 


Dickson  County 
Fentress  County 
Franklin  County 
Giles  County 
Greene  County 

Hamblen  County 

Hawkins  County 

Henry  County 

Hickman-Perry  County 
Jackson  County 

Knoxville  Academy  of  Medicine 

Lawrence  County 

Lincoln  County 

Macon  County 
Marshall  County 

Maury  County 

McMinn  County 
Memphis-Shelby  County 


Monroe  County 

Montgomery  County 

Northwest  Tennessee  Academy  of 

Overton  County 

Putnam  County 

Roane-Anderson  County 

Robertson  County 

Rutherford  County 

Scott  County 
Sevier  County 
Smith  County 
Sullivan-Johnson  County 

Sumner  County 

Tipton  County 

Warren  County 

W ashin  g ton  - C arte  r - 
Unicoi  County 
Weakley  County 


Grace  Moulder,  M.D.,  844  Union  St.,  Shelby- 
ville 

William  H.  Blackburn,  M.D.,  Camden 

Mary  Cragan,  M.D.,  Med.  Arts  Bldg.,  Mary- 
ville 

Frank  K.  Jones,  M.D.,  597  Church  St.,  N.  E., 
Cleveland 

L.  J.  Seargeant,  M.D.,  306  E.  Central  Ave., 
Lafollette 

John  M.  Higgason,  M.D.,  508  Medical  Arts 
Bldg.,  Chattanooga 


Drew  A.  Mims,  M.D.,  Mims  Clinic,  Newport 

C.  B.  Harvey,  M.D.,  601  No.  Atlantic,  Tulla- 
homa 

Montie  E.  Smith,  Jr.,  M.D.,  Selmer 

L.  A.  Chrouch,  M.D.,  Pleasant  Hill 
Jas.  N.  Thomasson,  M.D.,  1916  Hayes  St., 
Nashville 


L.  R.  Jackson,  M.D.,  Dickson 
Guy  C.  Pinckley,  M.D.,  Jamestown 
Joe  S.  Parsons,  M.D.,  Sewanee 
W.  J.  Johnson,  M.D.,  Pulaski 
Hal  Henard,  M.D.,  109  East  Church  St., 

Greeneville 

C.  S.  Scott,  M.D.,  705  McFarland,  Mirristown 

C.  C.  Johnson,  M.D.,  50  N.  Church  St.,  Rog- 
ersville 

Arthur  Dunlap,  M.D.,  302  Caldwell  Ave., 
Paris 

Paul  Teague,  M.D.,  Parsons 
L.  R.  Dudney,  M.D.,  Gainesboro 
John  O.  Kennedy,  M.D.,  Medical  Arts  Bldg., 
Knoxville 

Carson  E.  Taylor,  M.D.,  246  N.  Military,  Law- 
renceburg 

W.  D.  Jones,  M.D.,  214  W.  College,  Fayette- 
ville 

E.  M.  Froedge,  M.D.,  Lafayette 
Kenneth  Brown,  Jr.,  M.D.,  416  1st  Avenue  N., 
Lewisburg 

B.  J.  Vinson,  M.D.,  Hatcher  Lane,  Columbia 

James  F.  Cleveland,  M.D.,  Englewood 

A.  J.  Grobmyer,  Jr.,  M.D.,  22  N.  Pauline, 
Memphis 


James  H.  Barnes,  M.D.,  304  Church  St., 

Sweetwater 

V.  H.  Griffin,  M.D.,  1730  Memorial  Drive, 
Clarksville 

Chesley  H.  Hill,  M.D.,  Troy 

W.  G.  Quarles,  M.D.,  231  E.  University  St., 
Livingston 

J.  T.  Deberry,  M.D.,  141  West  Broad,  Cooke- 
ville 

T.  Guy  Fortney,  M.D.,  Medical  Arts  Bldg., 
Ocik  Rid^c 

James  R.  Quarles,  M.D.,  500  Main  St., 

Springfield 

Fred  R.  Lovelace,  M.D.,  Box  776,  Murfreesboro 

Milford  Thompson,  M.D.,  Bank  Street,  Oneida 

John  M.  Hickey,  Jr.,  M.D.,  Sevierville 

Frank  T.  Rutherford,  M.D.,  Carthage 

James  G.  McFaddin,  M.D.,  120  Blountville 
Hwy.,  Bristol 

H.  W.  Hooper,  M.D.,  570  Hartsville  Pike,  Gal- 
latin 

J.  D.  Witherington,  M.D.,  West  Pleasant 
Ave.,  Covington 

W.  R.  Gaw,  M.D.,  315  N.  Spring  St.,  McMinn- 
ville 

E.  Malcolm  Campbell,  M.D.,  207  E.  Watauga, 
Johnson  City 

M.  K.  Bottroff,  M.D.,  Martin 


A.  T.  Richards,  M.D.,  208  Madison  St.,  Shelby- 
ville 

H.  C.  Capps,  M.D.,  Waverly 

O.  L.  Simpson,  M.D.,  Center  Bldg.,  Maryville 

John  M.  Appling,  M.D.,  Bradley  Medical  Cen- 
ter, Cleveland 

Roscoe  C.  Pryse,  M.D.,  Lafollette 

C.  Robert  Clark,  M.D.,  210  Med.  Arts  Bldg., 
Chattanooga 

Mrs.  Flo  Richardson,  109  Med.  Arts  Bldg., 
Chattanooga  — Executive  Secretary 
Fred  M.  Valentine,  Jr.,  M.D.,  501  E.  Main  St.. 
Newport 

D.  P.  McFarland,  III,  M.D.,  E.  Grundy  St., 
Tullahoma 

James  L.  Thomas,  M.D.,  668  W.  Forest  St., 
Jackson 

S.  P.  Seaton,  M.D.,  Crossville 
Carl  Gessler,  M.D.,  2760  Lebanon  Rd.,  Nash- 
ville, 37214 

Mr.  Jack  Drury,  112  Louise  Avenue,  Nash- 
ville— Executive  Secretary 
Mary  Baxter  Cook,  M.D.,  Charlotte 

B.  F.  Allred,  M.D.,  Jamestown 
George  L.  Smith,  M.D.,  Winchester 

W.  H.  Murrey,  M.D.,  215  Cedar  Lane,  Pulaski 

V.  R.  Bottomley,  M.D.,  218  N.  Main  St., 
Greeneville 

C.  H.  Helms,  M.D.,  119  Evans  Ave.,  Morris- 
town 

Wm.  H.  Lyons,  M.D.,  Rogersville 

J.  Ray  Smith,  M.D.,  Paris  Clinic,  Paris 

Parker  D.  Elrod,  M.D.,  Centerville 
J.  S.  Johnson,  M.D.,  Gainesboro 
Ray  J.  Leffler,  M.D.,  East  Tenn.  Baptist  Hospi- 
tal, Knoxville 

M.  H.  Weathers,  M.D.,  Loretto 

B.  G.  Norwood,  M.D.,  203  East  Washington, 
Fayetteville 

M.  E.  Painter,  M.D.,  Lafayette 

W.  A.  Walker,  M.D.,  419  4th  Ave.,  N.,  Lewis- 
burg 

Lawrence  R.  Nickell,  M.D.,  Maury  County 
Hospital,  Columbia 
Charles  T.  Carroll,  M.D.,  Athens 
Tinnin  Martin,  M.D.,  4550  Summer  Ave., 

Memphis 

Mr.  Les  Adams,  774  Adams  Avenue,  Memphis 
— Executive  Secretary 

D.  F.  Heuer,  M.D.,  207  Monroe  Street.,  Sweet- 
water 

B.  T.  Hall,  M.D.,  N.  Meadow  Circle,  Clarks- 
ville 

Robert  Clendenin,  M.D.,  1229  S.  Russell,  Un- 
ion City 

Jack  M.  Roe,  M.D.,  231  E.  University  St., 
Livingston 

Thurman  Shipley,  M.D.,  135  W.  2nd  St., 

Cookeville 

Daniel  M.  Thomas,  M.D.,  221  W.  Tyrone,  Oak 
Ridge 

Sue  C.  Atwood,  M.D.,  500  Main,  Springfield 

Charles  W.  Lewis,  M.D.,  420  N.  University, 
Murfreesboro 

Roy  L.  McDonald,  M.D.,  Alberta  Ave.,  Oneida 
Charles  L.  Roach.  M.D.,  Sevierville 
David  G.  Petty,  M.D.,  Carthage 
Hugh  Griffin,  M.D.,  Dominion  Bank  Bldg., 
Bristol 

W.  R.  Massey,  M.D.,  County  Hospital,  Galla- 
tin 

Hugh  Vaughn,  M.D.,  Munford 

J.  L.  Moore,  M.D.,  Badger  Arcade,  McMinn- 
ville 

Gilbert  A.  Rannick,  M.D.,  107  W.  Fairview 
Ave.,  Johnson  City 
Paul  W.  Wilson,  M.D.,  Dresden 


White  County 
Williamson  County 

Wilson  County 


C.  B.  Roberts,  M.D.,  Sparta 

Joseph  L.  Willoughby,  Carters  Creek  Pike, 
Franklin 

Joe  Frank  Bryant,  M.D.,  McFarland  Hospital, 
Lebanon 


William  Harold  Andrews,  M.D.,  Sparta 
Robert  H.  Hollister,  M.D.,  Carters  Creek 
Pike,  Franklin 

T.  R.  Puryear,  M.D.,  239  E.  Main,  Lebanon 
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1965  MEMBERS  OF  TENNESSEE  MEDICAL  ASSOCIATION 


The  list  of  members  of  the  Tennessee  Medical  As- 
sociation is  published  in  compliance  with  a provision 
of  the  Constitution  and  By-Laws.  The  data  is  ac- 
curate as  of  December  10,  1965.  They  are  arranged  in 
the  following  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 


Towns  in  each  county  arranged  alphabetically  and 
the  members  in  each  town  arranged  alphabetically. 

List  of  members  residing  outside  the  state  arranged 
alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  died  in  the  year  1965. 


ANDERSON 

COUNTY 

Andersonville 

E.  L.  Parrott 
Clinton 

A.  W.  Bishop 
P.  M.  Dings 
J.  S.  Hall 

Henry  Hedden,  Jr. 
John  J.  Smith 

Lake  City 
Fred  S.  Booth 
(Mbr.  Knox  Co.) 
John  S.  Burrell 
(Mbr.  Knox  Co.) 
Curtis  C.  Sexton 
(Mbr.  Scott  Co.) 

Norris 

S.  G.  McNeeley 

Oak  Ridge 
Gould  A.  Andrews 
Robt.  P.  Ball 

R.  R.  Bigelow 
Louis  Bryan 
Alex  G.  Carabia 
Chas.  Congdon 
Betty  M.  Cooper 
John  P.  Crews 
Kenneth  Crounse 
Dexter  Davis 
John  D.  DePersio 
Robt.  E.  DePersio 
Armando  DeVega 
J.  L.  Diamond 

C.  Lowell  Edwards 
Earl  Eversole 

T.  Guy  Fortney 
Seaton  Garrett 

(Mbr.  Knox  Co.) 
Frank  H.  Genella,  jr. 
Herbert  Gerstner 
James  T.  Gillespie 

C.  B.  Gurney 
William  P.  Hardy 
J.  M.  Hays 
Ernest  L.  Hendrix 
William  B.  Holden 
R.  W.  Holland 
R.  A.  Johnson 
Avery  P.  King 
Ralph  Kniseley 
Thomas  A.  Lincoln 
Lynn  F.  Lockett 
Joseph  S.  Lyon 
Dana  W.  Nance 
Bill.  M Nelson 
Ralph  G.  Nichols 
(Mbr.  Knox  Co.) 
Etna  Little  Palmer 
Lewis  F.  Preston 
William  W.  Pugh 
Charles  J.  Ragan 
Thos.  L.  Ray 
Hyman  M.  Rossman 
Henry  B.  Ruley 
Kyle  O.  Rutherford 
Edward  R.  Seiler 
C.  W.  Sensenbach 
Paul  E.  Spray 
George  M.  Stevens 
Charles  R.  Sullivan 
Daniel  M.  Thomas 
Joe  E.  Tittle 
Elsie  V.  Tompkinson 
David  A.  White 
Gino  F.  Zanolli 

BEDFORD 
COUNTY 
W.  L.  Chambers 

A.  L.  Cooper 
John  S.  Derryberry 
Alfred  Farrar 
Taylor  Farrar 
Henry  Feldhaus,  Jr. 
Sue  W.  Johnson 
Grace  Moulder 
A.  T.  Richards 
Carl  Rogers 


C.  T.  Stubblefield 
Sara  Womack 

BENTON 

COUNTY 

Camden 

Wm.  H.  Blackburn 
Robt.  I.  Bourne,  Jr. 

J.  S.  Butterworth 

A.  T.  Hicks 
R.  L.  Horton 

John  H.  Overall,  Jr. 

BLEDSOE 

COUNTY 

Pikeville 

Thomas  G.  Cranwell 
(Mbr.  Hamilton 
Co.) 

Rufus  S.  Morgan 
(Mbr.  Hamilton 
Co.) 

BLOUNT  COUNTY 
Alcoa 
Oliver  K.  Agee 
Joe  S.  Henderson 

Louisville 
Beulah  M.  Kittrell 
Maryville 
Billy  Blanks 
J.  H.  Bowen 
H.  A.  Callaway,  Jr. 
James  M.  Callaway 
Lea  Callaway 
J.  W.  Christofferson 
Mary  D.  Cragan 
W.  C.  Crowder 
William  W.  Crowder 
Lynn  F.  Curtis 
W.  N.  Dawson 
Ted  L.  Flickinger 
R.  H.  Haralson,  Jr. 
James  T.  Holder 
Cecil  B.  Howard 
H.  L.  Isbell 
Edward  M.  Kelman 

E.  P.  Kintner 
Samuel  S.  Lambeth 
Roy  Y.  Laughmiller, 

Jr. 

Julian  C.  Lentz,  Jr. 

C.  B.  Lequire 
Robert  F.  Leyen 

F.  S.  Lovingood 

D.  L.  McCroskey 

N.  A.  McKinnon,  Jr. 
J.  F.  Manning 
James  H.  Millard,  Jr. 
L.  Q.  Myers 
Robert  D.  Mynatt 

J.  S.  Phelan 

G.  Tom  Proctor 
James  N.  Proffitt 
Robert  D.  Proffitt 

B.  P.  Ramsey 

O.  L.  Simpson,  Jr. 

H.  Trent  Vandergriff 
Lowell  E.  Vinsant 
John  A.  Yarborough 

BRADLEY 

COUNTY 

Cleveland 
Robert  L.  Allen 
John  M.  Appling 

D.  N.  Arnold 
Marvin  R.  Batchelor 
Chalmer  Chastain,  Jr. 
Robert  H.  Cofer 
Jack  R.  Free 
Wm.  A.  Garrott 

C.  S.  Heron 

Ivan  C.  Humphries,  Jr. 
Frank  K.  Jones,  Jr. 

C.  H Kimball 
Clyde  A.  Kyle,  Jr. 

J.  C.  Lowe 


Joseph  McCoin 
Hays  M.  Mitchell 

E.  Harris  Pierce 
Wm.  I.  Proffitt 
John  A.  Rogness 
Wm.  R.  Smith 
W.  C.  Stanbery 

S.  J.  Sullivan 
Claud  H.  Taylor 
James  R.  Thurman 
Madison  S.  Trewhitt 
J.  R.  Van  Arsdall 
Gilbert  A.  Varnell 

CAMPBELL 

COUNTY 

Jellico 

Charles  A.  Prater 
Ned  C.  Watts 

La  Follette 
J.  D.  Crutchfield 
M.  L.  Davis 

P.  T.  Howard 
P.  J.  O’Brien 
John  C.  Pryse 
R.  C.  Pryse 
L.  J.  Seargeant 
Burgin  H.  Wood 

CANNON  COUNTY 
Woodbury 
William  A.  Bryant 
(Mbr.  Rutherford 
Co.) 

Russell  E.  Meyers 
(Mbr.  Rutherford 
Co.) 

Ralph  Moore 

(Mbr.  Ruthrford 
Co.) 

CARROLL 

COUNTY 

Bruceton 
R.  T.  Keeton 

Huntingdon 
R.  B.  Wilson 

McKenzie 
J.  T.  Holmes 
James  H.  Robertson 

CARTER  COUNTY 
Elizabethton 
Robert  J.  Allen 
Martin  S.  Bronson 
Richard  Bucher 

E.  L.  Caudill,  Jr. 

W.  G.  Frost 
Royce  Holsey 
E.  T.  Pearson 
Dillard  Sholes,  Jr. 

D.  J.  Slagle 
Charles  J.  Wells 

Roane  Mountain 
George  W.  Patterson 

CHESTER 

COUNTY 

Henderson 
Darrell  King 
O.  M.  McCallum 
R.  L.  Wilson 

CLAIBORNE 

COUNTY 

Harrogate 
George  L.  Day 
(Mbr.  Campbell 
Co.) 

Roy  C.  Ellis,  Jr. 

(Mbr.  Campbell 
Co.) 

Tazewell 
Fred  Reed 

(Mbr.  Knox  Co.) 


New  Tazewell 
Wm.  N.  Smith 
(Mbr.  Campbell  Co.) 
Jean  C.  Tarwater 
(Mbr.  Knox  Co.) 

CLAY  COUNTY 
Celina 

Champ  E.  Clark 
(Mbr.  Overton  Co.) 

COCKE  COUNTY 
Newport 

Robert  B.  McMahan 
Drew  A.  Mims 
Wm.  B Robinson 
Glen  C.  Shults 
Fred  M.  Valentine 
Fred  M.  Valentine,  Jr. 

COFFEE  COUNTY 
Manchester 
William  D.  Calhoun 
Clarence  H.  Farrar 
Howard  A.  Farrar 
John  A.  Shields 
Coulter  S.  Young 

Tullahoma 
R.  L.  Brickell 
Jack  T.  Farrar 
W.  B.  Frierson 

(Mbr.  Bedford  Co.) 

B.  E.  Galbraith 
Edwin  E.  Gray,  Jr. 
Charles  B.  Harvey 
J.  M.  King 
Charles  W.  Marsh 
Earl  E.  Roles,  Jr. 

C.  C.  Snoddy 
Chas.  Harry  Webb 

CROCKETT 

COUNTY 

Alamo 

E.  O.  Prather,  Jr. 

Bells 

Charles  N.  Hickman 
R.  W.  Mayfield 
Wm.  R.  Sullivan 

CUMBERLAND 

COUNTY 

Crossville 
James  T.  Callis 
R.  Gene  Cravens 
Paul  A.  Erwin,  Jr. 
Wm.  E.  Evans 
Harvey  H.  Grime 
R.  Donathan  Ivey 
R.  G.  Kloss 
H.  F.  Lawson 
Robert  M.  Metcalfe 
Charlotte  L.  Olson 
Stuart  P.  Seaton 

Pleasant  Hill 
Margaret  K.  Stewart 

DAVIDSON 
COUNTY 
Donelson 
E.  E.  Anderson 
Luther  A.  Beazley 
R.  B.  Gaston 
C.  N.  Gessler 
Chas.  H.  Huddleston 
Joseph  E.  Hurt 
Orrin  L.  Jones 
Joe  M.  Miller 
James  B.  Millis 
Luther  E.  Smith 
Wm.  B.  Wadlington 

Goodlettvsille 
James  S.  Hastie 
Lee  F.  Kramer 


Madison 

James  E.  Burnes 
William  J.  Card 
Sam  W.  Carney,  Jr. 
Frederec  B.  Cothren 
Hillis  F.  Evans 
Julian  C.  Gant 
George  B.  Hagan 
James  M.  High 
Herbert  T.  McCall 
Jefferson  C.  Penning- 
ton, Jr. 

Robt.  L.  Pettus,  Jr. 

Joe  E.  Sutherland 
Harry  Witztum 

Madison  College 
Cyrus  E.  Kendall 
Nashville 

Crawford  W.  Adams 
R.  W.  Adams,  Jr. 
Benton  Adkins 
Ildefonso  A.  Alcantara 
J.  W.  Alford,  Jr. 
William  C.  Alford 
Joseph  H.  Allen 
Wm.  E.  Allison 
J.  Clyde  Alley,  Jr. 

Ben  J.  Alper 
W.  L.  Alsobrook 
Arthur  R.  Anderson 
Edwin  B.  Anderson 
H.  R.  Anderson 
J.  Sumpter  Anderson, 
Jr. 

Robt.  S.  Anderson 
Daniel  Baccus,  D.D.S. 
Harry  Baer 
J.  Mansfield  Bailey 
Thurman  Dee  Baker 
Sidney  W.  Ballard 
Preston  H.  Bandy 
Edwin  H.  Barksdale 
Paul  H.  Barnett 
John  A.  Barrow,  III 
Allan  D.  Bass 
Gustav  A.  Batizy 
Jack  M.  Batson 
Randolph  Batson 
David  S.  Bayer 
Eric  Bell,  Jr. 

Lynch  D.  Bennett 
Edmund  W.  Benz 
Stanley  Bernard 
John  H.  Beveridge 
Otto  Billig 

F.  T.  Billings,  Jr. 

Geo.  T.  Binkley,  Jr. 
Russell  T.  Birming- 
ham 

Eugene  L.  Bishop,  Jr. 
Lindsay  K.  Bishop 
Joseph  M.  Bistowish, 
Jr. 

James  B.  Boddie,  Jr. 
Michael  A.  Bokatf 
Arthur  G.  Bond 
John  B.  Bond 
Walter  A.  Bonney,  Jr. 
Geo.  W.  Bounds,  Jr. 
John  M.  Boylin 
H.  B.  Brackin 
H.  B.  Brackin,  Jr. 
Cloyce  F.  Bradley 

G.  Hearn  Bradley 
James  M.  Brakefield 

T.  F.  Bridges 
Thos.  E.  Brittingham 
Stanley  K.  Brockman 
Arthur  L.  Brooks 
Dorothy  L.  Brown 
M.  F.  Brown 

(Mbr.  Lincoln  Co.) 
Edward  W.  Browne, 
Jr.  ^ 

Harry  G.  Browne 
J.  Thomas  Bryan 
R.  N.  Buchanan,  Jr. 
Richard  D.  Buchanan 
John  C.  Burch 
Joseph  G.  Burd 
Henry  Burko 
George  R.  Burr  us 


Roger  B.  Burrus 
Swan  B.  Burrus 
B.  F.  Byrd,  Jr. 

James  J.  Callaway 
Benjamin  H.  Caldwell, 
Jr. 

Richard  O.  Cannon 
Joe  M.  Capps 
George  K.  Carpenter 

G.  K.  Carpenter,  Jr. 
Oscar  W.  Carter 
Norman  M.  Cassell 
Lee  F.  Cayce 
Robert  L.  Chalfant 
Eric  M.  Chazen 
Abraham  P.  Cheij 
Amos  Christie 
William  M.  Clark 
Jeannine  A.  Classen 
Kenneth  L.  Classen 
Everett  M.  Clayton,  Jr. 
Cully  A.  Cobb,  Jr. 
Robert  T.  Cochran 
Henry  A.  Cohen 
John  H.  Coles,  III 
Harold  A.  Collins 
Paula  F.  Conaway 
George  E.  Cooke 
Charles  Corbin,  Jr. 
Orrie  A.  Couch,  Jr. 
Sam  C.  Cowan,  Jr. 
Charles  M.  Cowden 
Frederic  E.  Cowden 
Geo.  Boyd  Crafton 

H.  James  Crecraft 
Jerrall  P.  Crook 
R.  R.  Crowe 

E.  Perry  Crump 
W.  Andrew  Dale 
Rollin  A.  Daniel,  Jr. 
Wm.  J.  Darby 
Philip  V.  Daugherty 
Michael  D.  Davis 
G.  Wm.  Davis 
T.  W.  Davis 
Thomas  C.  Delvaux, 

Jr- 

Wm.  A.  Demonbreun 
Harold  C.  Dennison, 
Jr. 

Walter  L.  Diveley 
Wm.  M.  Doak 
Wm.  D.  Donald 
Earl  D.  Dorris 
Robert  T.  Doster 
Fred  Downey,  Jr. 

L.  Rowe  Driver 
Ray  L.  Dubuisson 
Price  H.  Duff 
George  E.  Duncan 
Herbert  Duncan 
Thomas  Ray  Duncan 
Wm.  H.  Edwards 
Lloyd  C.  Elam 
Paul  Elcan,  D.D.S. 
Phillip  C.  Elliott 
James  W.  Ellis 
Stanley  Elmore 
Irwin  B.  Eskind 
Harry  M.  Estes 
E.  Wm.  Ewers 
Don  L.  Eyler 
Wm.  T.  Farrar 
John  L.  Farringer,  Jr. 
W.  B.  Farris 
W.  F.  Faulk,  Jr. 

R.  O.  Fessey 
John  P.  Fields 
Robert  M.  Finks 
James  H.  Fleming 
John  M.  Flexner 
Robert  M.  Foote 
Howard  R.  Foreman 
Garth  E.  Fort 
John  H.  Foster 

S.  Benjamin  Fowler 
Richard  France 
Horace  M.  Frazier 
John  W.  Frazier,  Jr. 
Thomas  F.  Frist 
James  L.  Fuqua 
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Donald  L.  Gaines 
(Mbr.  Hickman- 
Perry) 

Robert  K.  Galloway 
Chas.  K.  Gardner 
James  C.  Gardner 
Sam  Y.  Garrett 
Hamilton  V.  Gayden 
Horace  C.  Gayden 
Charles  M.  Gill 

J.  P.  Glover,  Jr. 

John  R.  Glover 
Fred  Goldner,  Jr. 
James  E.  Goldsberry 
David  K.  Gotwald 
Louis  S.  Graham 
Burton  P.  Grant 
Herschel  A.  Graves,  Jr. 
Paul  A.  Green 
Clifton  E.  Greer,  Jr. 
Newton  B.  Griffin 
John  W.  Griffith,  Jr. 
John  H.  Griscom 
Thos.  W.  Grizzard 
Laurence  A.  Grossman 
Milton  Grossman 
Wm.  E.  Gupton,  Jr. 
Arnold  Haber,  Jr. 
David  W.  Hailey 
Chas.  E.  Haines,  Jr. 
Wallace  H.  Hall,  Jr. 
Thos.  B.  Haltom 
Chas.  M.  Hamilton 
James  R.  Hamilton 
W.  M.  Hamilton 
Roy  G.  Hammonds 
Axel  C.  Hansen 
Robert  A.  Hardin 
Robert  L.  Harrington 
Jackson  P.  Harris 

E.  F.  Harrison 
(Mbr.  Hamilton 
Co.) 

Robt.  C.  Hartmann 

A.  B.  Harwell 
James  T.  Hayes 
James  W.  Hays 
John  H.  L.  Heintzel- 

man 

James  B.  Helme 
J.  L.  Herrington,  Jr. 
John  G.  Herzfeld 

B.  K.  Hibbett,  III 
William  Higginson 
James  M.  High 
William  H.  Hill 
Elmore  Hill,  D.M.D. 

I.  R.  Hillard 
John  W.  Hillman 

R.  H.  Hirsch 

(Mbr.  Robertson 
Co.) 

Chas.  S.  Hirshberg 
Charlie  Joe  Hobdy 
Geo.  W.  Holcomb,  Jr. 
Chas.  F.  Hollabangli 
W.  W.  Hubbard 
James  M.  Hudgins 
Granville  W.  Hudson 
Janet  K.  Hutcheson 
Vernon  Hutton,  Jr. 
Maurice  Hyman 

M.  D.  Ingram,  Jr. 
Albert  P.  Isenhour,  Jr. 

J.  McK.  Ivie 

J.  Kenneth  Jacobs 
W.  F.  B.  James 
John  A.  Jarrell,  Jr. 

D.  J.  Johns 
Alfonso  P.  Johnson 
Ira  T.  Johnson,  Jr. 
James  W.  Johnson 
Marshall  Johnson 
Chambliss  R.  Johnston 
Edmund  P.  Jones 
John  R. Jones 
William  R.  Jones 
T.  M.  Jordan 

R.  H.  Kampmeier 
Herman  J.  Kaplan 

A.  E.  Keller 
J.  Allen  Kennedy 
Wm.  G.  Kennon,  Jr. 
John  P.  Kinnard,  Jr. 
Lowry  D.  Kirby 
Carl  T.  Kirchmaier 
J.  A.  Kirtley,  Jr. 
Eugene  C.  Klatte 
O.  Morse  Kochtitzky 
Leonard  J.  Koenig 

C.  J.  Ladd,  D.D.S. 
Roland  D.  Lamb 
Horace  T.  Lavely,  Jr. 
David  H.  Law 

G.  Allen  Lawrence 

A.  R.  Lawson 


James  P.  Lester 
Malcolm  R.  Lewis 
Grant  W.  Liddle 
Richard  C.  Light 
Joanne  L.  Linn 
Robert  J.  Linn 
A.  B.  Lipscomb 
Joseph  A.  Little 
Thomas  C.  Littlejohnf 
James  P.  Loden 
Jackson  P.  Lowe 

S.  L.  Lowenstein 
Frank  H.  Luton 
Philip  L.  Lyle 
Robt.  H.  Magruder 
Guy  Milford  Maness 
Edw.  H.  Martin, 

D.D.S. 

Travis  H.  Martin 
Ralph  W.  Massie 
Jas.  Andrew  Mayer 
Ben  R.  Mayes 
Charles  W.  MacMillan 
Robert  D.  MacMillan 
Curtis  P.  McCammon 
G.  S.  McClellan 
Robt.  E.  McClellan 

C.  C.  McClure,  Jr. 
Robt.  L.  McCracken 

M.  Chas.  McMurray 
Barton  McSwain 
Wm.  F.  Meacham 
Arnold  M.  Meirowsky 
Cullen  R.  Merritt,  II 
Andrew  H.  Miller 
Cleo  M.  Miller 
John  Maurice  Miller 
Lloyd  C.  Miller 

Lee  R.  Minton 
Edwin  H.  Mitchell 
Thomas  F.  Mogan 

R.  W.  Money 
Harry  T.  Moore,  Jr. 

N.  B.  Morris 

P.  G.  Morrissey,  Jr. 

M.  K.  Moulder 
I.  Armistead  Nelson 
Dewey  Nemec 
Tom  E.  Nesbitt 

E.  V.  Newman 
Oscar  F.  Noel 
Margaret  S.  Norris 
Wm.  T.  Nunes 
John  R.  Olson 
Wm.  F Orr,  Jr. 

James  C.  Overall 
Fred  D.  Ownby 
Richard  P.  Ownbey 
Homer  M.  Pace,  Jr. 
Thomas  F.  Paine,  Jr. 
Roy  Wm.  Parker 
Thomas  F’.  Parrish 
Bernard  J.  Pass 

R.  C.  Patterson,  Jr. 

C.  Gordon  Peerman, 

Jr. 

F. dna  S.  Pennington 
Thos.  Guv  Pennington 
George  L.  Perler 
Frank  A.  Perry 

M.  A.  Petrone 
James  M.  Phythyon 
David  R.  Pickens,  Jr. 
Charles  B.  Pittinger 
Phillip  P.  Porch,  Jr. 

T.  Edward  Potts 
Robert  W.  Quinn 
James  Seay  Read 
Robert  M.  Reed 

E.  M.  Regen 
Eugene  M.  Regen,  Jr. 

S.  C.  Reichman 
Roy  J.  Renfro 
Vernon  H.  Reynolds 
Lenor  de  Sa  Ribiero 
John  R.  Rice 

James  P.  Richards 
Greer  Ricketson 
Douglas  H.  Riddell 

F. lkin  L.  Rippy 

S.  S.  Riven 

Joseph  D.  Robertson 
Fred  C.  Robinson 
David  E.  Rogers 

D.  T.  Rolfe 
Marvin  J.  Rosenblum 
Sol  A.  Rosenblum 
Louis  Rosenfeld 

P.  M.  Ross 
Fred  A.  Rowe,  Jr. 
Robert  M.  Roy 
Robert  N.  Sadler 
Louis  Sampson 
Dan  S.  Sanders,  Jr. 
Houston  Sarratt 
tGraduate  Training 


Elwyn  A.  Saunders 
John  L.  Sawyers 
Julia  E.  Sawyers 
J.  H.  Sayers,  Jr. 

C.  David  Scheibcrt 
Stephen  Schillig,  Jr. 
Jack  C.  Schmitt, 

D.D.S. 

Lawrence  G.  Schull 
Herbert  J.  Schulman 
FI.  Wm.  Scott,  Jr. 

A.  B,  Scoville,  Jr. 

C.  Gordon  Sell 
Sarah  H.  Sell 
John  L.  Shapiro 
Harry  S.  Shelley 
Ben  A.  Shelton 
Wm.  F.  Sheridan,  Jr. 
Abram  C.  Shmerling 

N.  S.  Shofner 
Brian  T.  Shorney 
Harrison  H.  Shoulders, 

Jr. 

Harrison  J.  Shull 

D.  R.  W.  Shupef 
Burton  Silbert 

T.  E.  Simpkins 
Wm.  T.  Slonecker 
Chas.  B.  Smith 
Daugh  W.  Smith 
Henry  C.  Smith 
John  Randall  Smith 
Marion  L.  Smith 
Anderson  Spickard,  Jr. 
Bertram  E.  Sprofkin 
Daphine  Sprouse 
Richard  L.  Steele 
Sam  E.  Stephenson,  Jr. 
Joseph  Steranka 
Lee  Wm.  Stewart 
W.  R.  C.  Stewart 
Frank  W.  Stevens 
Hugh  L.  C.  Stevens 
William  S.  Stoney 
Joe  M.  Strayhorn 
W.  D.  Strayhorn,  Jr. 
Wilborn  D.  Strode 
Wm.  D.  Sumpter,  Jr. 
Arthur  J.  Sutherland 
Jack  T.  Swan 
Richard  P.  Taber 

G.  J.  Tarleton,  Jr. 
John  M.  Tanner 
Ed  L.  Tarpley 
Pauline  Tenzel 
Robert  T.  Terry 
Andrew  B.  Thach,  Jr. 
C.  S.  Thomas 
J.  N.  Thomasson 
John  B.  Thomison 
Chas.  B.  Thorne 
Spencer  P.  Thornton 
W.  O.  Tirrill,  Jr. 

W.  O.  Tirrill,  III 
Kirkland  W.  Todd,  Jr. 
Robt.  H.  Tosh 
C.  C.  Trabue,  IV 
Leslie  E.  Traughber, 

Jr. 

Carr  A.  Treherne 
C.  B.  Tucker 
John  M.  Tudor 
Wm.  O.  Vaughan 
Joseph  W.  Wahl 
Ethel  Walker 
Matthew  Walker 
John  M.  Wampler 
James  W.  Ward 
Paul  H.  Ward 
Russell  D.  Ward 
Thomas  F'.  Warder 
John  S.  Warner 
Thomas  S.  Weaver 

B.  H.  Webster 
Bernard  Weinstein 
Charles  E.  Wells 
Frank  E.  Whitacre 
Joe  T.  Whitfield 
Earl  E.  Wilkinson 
Edwin  L.  Williams 
W.  Carter  Williams 

(Mbr.  Smith  Co.) 
W.  Carter  Williams, 

Jr- 

John  A.  Wdson 
Frank  G.  Witherspoon 
Norman  E.  Witthauer 
Frank  C.  Womack,  Jr. 

C.  C.  Woodcock 
M.  C.  Woodfin 
John  R.  Woods 
Samuel  S.  Wright 
John  K.  Wright 
John  L.  Wyatt 
Sparkman  H.  Wyatt 
Kate  Savage  Zerfoss 


Thomas  B.  Zerfoss 
Thos.  B.  Zerfoss,  Jr. 

Old  Hickory 
Alvin  Hawkins 
James  K.  Lawrence 
R.  P.  Miller 
Henry  D.  Murray 
Robert  D.  Pilkinton 
Howard  C.  Pomeroy 

E.  B.  Rhea 
W.  W.  Wilson 

DECATUR 

COUNTY 

Parsons 

H.  L.  Conger 
Robert  M.  Fisher 
Paul  Teague 

DEKALB  COUNTY 
Alexandria 

H.  Odell  Mason 
(Mbr.  Smith  Co.) 

DICKSON  COUNTY 
Charlotte 

Mary  Baxter  Cook 
James  C.  Elliott 

Dickson 
J.  T.  Allen 
W.  A.  Bell,  Jr. 

W.  A.  Crosby 
J.  T.  Jackson 
Lawrence  C.  Jackson 
Lawrence  R.  Jackson 
W.  M.  Jackson 
Jack  S.  Kaley 
Robert  Lawrence 

E.  W.  McPherson 

DYER  COUNTY 
Dyersburg 
W.  E.  Anderson 
J.  Paul  Baird 
Thos.  V.  Banks 
James  YV.  Bonds 
J.  D.  Connell 
P.  A.  Conyers 
W.  E.  David 
Thomas  W.  Johnson 
Robert  T.  Kerr 
Elton  King 

O.  B.  Landrum 
Fred  Moore 

J.  C.  Moore 
William  O.  Murray 
J.  G.  Price 
R.  David  Taylor 
W.  I.  Thornton,  Jr. 

L.  A.  Warner,  Jr. 
Lydia  V.  Watson 

Newbern 
Wm.  L.  Phillips 

P.  B.  Widdis 

Trimble 
V.  Art  Murphy 

FAYETTE 

COUNTY 

Somerville 
John  L.  Armstrong 
John  M.  Bishop 
Frank  S.  McKnight 
Lloyd  H.  Plemmons 
Karl  B.  Rhea 
Lee  Rush,  Jr. 

FENTRESS 

COUNTY 

Jamestown 

B.  Fred  Allred 
Guy  C.  Pinckley 
Jack  C.  Smith 
Shelby  O.  Turner 

FRANKLIN 

COUNTY 

Cowan 

Charles  D.  Couser 
Decherd 
Dewey  W.  Hood 
Huntland 
L.  J.  Stubblefield 
(Mbr.  Lincoln  Co.) 


Sewanee 

Ruth  A.  Cameron 
Charles  B.  Keppler 

E.  W.  Kirby-Smith 
H.  T.  Kirby-Smith 
J.  L.  Parsons,  Jr. 

Winchester 
Jo  C.  Anderton 
Reynolds  Fite 
Gerald  E.  Johnson 
George  L.  Smith 
James  Van  Blaricum 

GIBSON  COUNTY 
Dyer 
John  W.  Ellis 

Humboldt 
H.  G.  Barker 
Thomas  M.  Crenshaw 
Chas.  W.  Davis 
A.  H.  Fick 
Wm.  H.  Roberts 
Jas.  D.  Rozzell 
George  E.  Spangler 

Medina 
Robert  Morris 
Milan 
H.  P.  Clemmer 
Tames  O.  Fields 

F.  L.  Keil 

James  H.  Williams 
Philip  G.  Williams 

Trenton 
Edw.  C.  Barker 
E.  C.  Crafton 
James  W.  Hall 
Bob  G.  Thompson 


GILES  COUNTY 
Ardmore 

C.  B.  Marshall 

(Mbr.  Lincoln  Co.) 

Pulaski 
Robert  B.  Agee 

K.  M.  Kressenberg 
W.  H.  Murrey 
W.  K.  Owen 
J.  U.  Speer 
1).  M.  Spotwood 


GRAINGER 

COUNTY 

Rutledge 

L.  C.  Bryan 

(Mbr.  Hamblen  Co.) 

T.  J.  Hill 

(Mbr.  Hamblen  Co.) 
Washburn 
Robt.  J.  Phlegar 
(Mbr.  Hamblen  Co.) 


GREENE  COUNTY 
Greeneville 
V.  R.  Bottomley 
Robert  G.  Brown 
Robt.  S.  Cowles,  Jr. 
Luke  L.  Ellenburg 
Haskell  W.  Fox 
R.  B.  Gibson 
Hal  Henard 

N.  P.  Horner 
C.  D.  Huffman 
A.  K.  Husband 
Ben  J.  Keebler 
Haskell  B.  McCollum 
James  R.  McKinney 
Kenneth  C.  Susong 

Mosheim 

1.  Dale  Brown 

G.  R.  Evans 


HAMBLEN 

COUNTY 

Morristown 
W.  K.  Alexander 
Lee  R.  Barclay 

M.  J.  Bellaire 
Howard  T.  Brock 
John  D.  Caldwell 
Kemp  Davis 
Donald  R.  Dees 


C.  J.  Duby 
Crampton  H.  Helms 
Y.  Alvin  Jackson 
John  H.  Kinser 

F.  J.  Little,  Jr. 

F„  Gene  Lynch 
R.  L.  Mueller 
John  L.  Pearce 

J.  W.  Richardson 
Charles  S.  Scott 
Powell  M.  Trusler 

HAMILTON 

COUNTY 

Chattanooga 
Jerome  H.  Abramson 
Chester  G.  Adams 
Jesse  E.  Adams 
John  W.  Adams,  Jr. 
Julian  Adams 
Wm.  P.  Aiken 
John  T.  Albritton 
Billy  J.  Allen 
C.  H.  Alper 
E.  R.  Anderson 
Harry  S.  Anderson 
J.  J.  Armstrong 

I.  L.  Arnold 
Stewart  H.  Auerbach 
Merton  Baker 
Robert  E.  Baldwin 
Fred  B.  Ballard,  Jr. 
Woodruff  A.  Banks,  Jr. 

H.  B.  Barnwell 
George  E.  Beckman,  Jr 
E.  F.  Besemann 
Samuel  S.  Binder 

W.  R.  Bishop 
Robt.  W.  Boatwright 
Lonnie  R.  Boaz,  Jr. 
Robert  J.  Boehm 
Walter  E.  Boehm 
Harry  V.  Bork 
Wm.  D.  Brackett 
Frank  S.  Brannen 
Roger  Breytspraak 

J.  C.  Brooks,  Jr. 

Reid  L.  Brown 
Edw'ard  F.  Buchner 

III 

Arch  H.  Bullard 
John  A.  Burke 
Thomas  L.  Buttram 
W.  R.  Buttram 
W.  R.  Buttram,  Jr. 
Earl  R.  Campbell 
Earl  R.  Campbell  Jr. 
Don  A.  Cannon 
Maurice  A.  Canon 
E.  E.  Carrier 
John  P.  Carter 
Bennett  W.  Caughran 
Douglas  Chamberlain 
Edwin  F.  Chobot,  Jr. 
Charles  R.  Clark 
Robert  B.  Clark,  III 

O.  H.  Clements 
Frank  C.  Combes 
J.  Hicks  Corey,  Jr. 
Dennis  M.  Cornett 
George  E.  Cox 
Thomas  R.  Cox,  Jr. 
James  L.  Craig 
Booker  T.  Crombie 
John  M.  Crowell 
Tolbert  C.  Crowell 
Doyle  E.  Currey 
J.  Tom  Currey 
Thos.  H.  Curtis 
James  B.  Davis 
James  W.  Davis 

O.  M.  Derry  berry 
Robt.  G.  Demos 
Peter  L.  DeRuiter 
Joseph  J.  Dodds 
Richard  B.  Donaldson 
Stanley  Jay  Dressier 
James  R.  Drake 
Albert  S.  Easley 
A.  F.  Ebert 
Bruce  Elrod 
John  T.  Evans 
Robt.  E.  Eyssen 
J.  R.  Fancher 
George  W.  Farris 
Richard  Van  Fletcher 
James  Mitchell  Foley 
A.  C.  Ford 

Wm.  Robert  Fowler 
Daniel  H.  Framm 
Guy  M.  Francis 
J.  Marsh  Frere 
Augustus  H.  Frye,  Jr. 
O.  C.  Gass 

G.  C.  Gibson,  Jr. 

Robt.  H.  Giles,  Jr. 
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E.  Wayne  Gilley 
A1  W.  Gothard 
Frank.  B.  Graham 
Joseph  W.  Graves 
Wm.  R.  Green 
Bruce  F.  Grotts 
T.  A.  Grubbs,  Jr. 

F.  Russell  Hackney 
Robert  B.  Hagood,  Jr. 
David  P.  Hall 

John  C.  Hampton 

H.  Barlow  Harris 
Carl  A.  Hartung 
Chas.  W.  Hawkins 
James  M.  Hays 
James  R.  Headrick 
James  W.  Hedden 
Robt.  S.  Heilman 

H.  B.  Henning 
Warren  B.  Henry 
George  K.  Henshall, 
Jr. 

Homer  D.  Hickey 
John  M.  Higgason 
j.  M.  Higginbotham 
j.  F.  Hobbs 
Richard  G.  Hofmeister 
Pope  B.  Holliday  Jr. 
H.  W.  Hollingsworth 
Benton  B.  Holt,  Jr. 

C.  M.  Hooper 
Rudolph  Hoppe 
Don  R.  Hornsby 
John  O.  House 
W.  P.  Hutcherson 

D.  Isbell 
DeWitt  B.  James 
Gerald  I.  Jones 
Harry  E.  Jones 
Edward  G.  Johnson 
Joseph  W.  Johnson, 

Jr. 

J.  E.  Johnson 
J.  Paul  Johnson 
J.  Paul  Johnson,  Jr. 

D.  B.  Karr 
John  J.  Killeffer 
John  E.  Kimball,  Jr. 

C.  Windom  Kimsey 
Warren  H.  Kimsey 
Clyde  R.  Kirk 
Durwood  L.  Kirk 
Gene  H.  Kistler 
Rudolph  M.  Landry 
Fred  D.  Lansford,  Jr. 
Lawrence  H.  Lassiter 
Joseph  V.  Lavecchia, 

Jr. 

Stewart  Lawwill,  Jr. 
Willis  E.  Lemon 
Ernest  C.  Lineberger 
Philip  H.  Livingston 
Ira  M.  Long 
Robt.  E.  Mabe 
Wm.  B.  MacGuire,  Jr. 
David  V. 

MacNaughton,  Jr. 

T.  J.  Manson 

S.  S.  Marchbanks 
C.  B.  C.  Marsh 
Fred  E.  Marsh 
Cooper  H.  McCall 
David  P.  McCallie 
Augustus  McCravey 
Preston  C.  McDow 
George  R.  McElroy 
Edel  F.  McIntosh 

J.  Edward  McKinney 
H.  C.  Miles 
Robert  T.  Miller 
George  A.  Mitchell 
Thomas  C.  Monroe 

T.  F.  Mullady,  III 
Fay  B.  Murphey,  Jr. 
Oscar  B.  Murray 
Robt.  W.  Myers 
Fujie  Nakamura 
Marvin  M.  Nathan 
Merrill  F.  Nelson 
Cecil  E.  Newell 

E.  T.  Newell,  Jr. 

Paul  V.  Nolan 
Robert  N.  Osmundsen 
Wm.  C.  Pallas 

R.  L.  Patterson 

E.  White  Patton 
Martin  A.  Perez 
Millard  F.  Perrin 
Walter  A.  Peterson,  Jr. 
W.  Houston  Price 
Maurice  Pruitt 
Walter  Puckett,  III 
Jesse  O.  Quillian 
Joe  Anne  Quillian 
Maurice  Rawlings 
Chas.  J.  Ray 


Chas.  W.  Reavis 
W.  D.  L.  Record 
E.  E.  Reisman,  Jr. 
James  E.  Reynolds 
Gilbert  M.  Roberts,  Jr. 
Robert  C.  Robertson 
Alfred  P.  Rogers 
William  E.  Rowe 
James  R.  Royal 
Don  J.  Russell 
Benjamin  G.  Santos 
Lewis  A.  Schmidt,  III 
Edgar  L.  Scott,  Jr. 

H.  A.  Schwartz 
Clarence  Shaw 
George  W.  Shelton 
W.  J.  Sheridan 
Edwin  H.  Shuck,  Jr. 
Harold  G.  Sibold 
George  L.  Sivils 
Francis  J.  Smiley 
Moore  J.  Smith,  Jr. 
Stewart  P.  Smith 
Philip  C.  Sottong 
Robert  T.  Spalding 
James  H.  Spaulding 
Richard  F.  Stappen- 
beck 

Eleanor  Stafford 
Harold  J.  Starr 
Willard  Steele 
Willard  H.  Steele,  Jr. 
William  A.  Stem 
Wm.  G.  Stephenson 
Joseph  H.  Stickley 
J.  E.  Strickland,  Jr. 
Harry  A.  Stone 
Wesley  Stoneburner 
Mary  E.  Stroud 
Michael  M.  Stump 
Nat  H.  Swann,  Jr. 
Charles  L.  Suggs,  Jr. 
Chas.  Ray  Swift 
George  N.  Taylor 
Bernard  Tepper 
Jack  Tepper 
Marjorie  Tepper 
Guy  K.  Terrell 
Chas.  Roberts  Thomas 
Paul  C.  Thompson 
Robt.  C.  Thompson 
David  H.  Turner 

A.  S.  Ulin 
Louis  Ulin 
Minnie  R.  Vance 
Wm.  E.  Van  Order 
Gus  J.  Vlasis 
Charles  H.  VonCanon 
Muriel  E.  Von  Wers- 
sowetz 

Odon  F.  Von  Wersso- 
wetz 

James  P.  Wallace 

A.  Neal  Ward 
(Mbr.  Knox  Co.) 

Robert  A.  Waters 

L.  Spires  Whitaker 
Jesse  L.  Williams,  Jr. 
Walter  Wolfe 

(Mbr.  Washington, 
Carter,  Unicoi) 
Julian  M.  Yood 
George  G.  Young 
Marion  M.  Young 
Guy  Zimmerman,  Jr. 
Joseph  I.  Zuckerman 

Hixson 

Nicholas  B.  Norris,  Jr. 
Paul  E.  Hawkins 
Robert  J.  Pitner 

Lookout  Mountain 
James  L.  Caldwell 
Thomas  S.  Long 

Signal  Mountain 
Alton  G.  Hair 

M.  F.  Langston 
Arch  Y.  Smith 

Soddy 

Ann  Hallett 

HARDEMAN 

COUNTY 

Grand  Junction 
Nicholas  H.  Edwards 
Bolivar 

D.  L.  Brint 
H.  H.  Barham 
Charles  Frost 
Edwin  M.  Levy 

B.  F.  McAnulty 


Whiteville 
Aubrey  Richards 
HARDIN  COUNTY 
Saltillo 

Howard  W.  Thomas 
Savannah 

H.  D.  Blankenship,  Jr. 
R.  B.  Deberry 
John  D.  Lay 
Thos.  V.  Roe 
Howard  W.  Whitaker, 

Jr- 

Thomas  R.  Williams 

HAWKINS 
COUNTY 
Church  Hill 
Warner  L.  Clark 
(Mbr.  Sullivan- 
Johnson) 

Eidson 

John  M.  Pearson 
Rogersville 
Ralph  Gambrel 
William  E.  Gibbons 
Walter  L.  Goforth 
W.  H.  Lyons 

Surgionsville 
Geo.  C.  Lyons 

HAYWOOD 

COUNTY 

Brownsville 

H.  L.  Gilliand 
David  E.  Stewart 
John  C.  Thornton,  Jr. 
J.  K.  Welch,  Jr. 

HENDERSON 

COUNTY 

Lexington 
R.  M.  Conger 

C.  J.  Huntsman 
W.  F.  Jones,  Jr. 
Maurice  N.  Lowry 
W.  C.  Ramer 
J.  C.  Stripling 

HENRY  COUNTY 
Paris 

Arthur  C.  Dunlap 
R.  Graham  Fish 
William  P.  Griffey,  Jr. 

I.  H.  Jones 

E.  P.  Mobley,  Jr. 

Joe  D.  Mobley 
John  E.  Neumann 
W.  G.  Rhea 
Wm.  Gardner  Rhea, 
Jr. 

Kenneth  G.  Ross 

J.  Ray  Smith 
Thomas  C.  Wood 

HICKMAN 

COUNTY 

Centerville 
Parker  D.  Elrod 
T.  James  Humphreys 

HOUSTON 

COUNTY 

Erin 

O.  S.  Luton 

(Mbr.  Montgomery 
Co.) 

Albert  J.  Mitchum 
(Mbr.  Montgomery 
Co.) 

HUMPHREYS 
COUNTY 
New  Johnsonville 
James  John  Lawson 
Waverly 
H.  C.  Capps 
Autry  C.  Emmert 
W.  J.  McClure 
Dorris  A.  Sanders 
Joseph  W.  Stephens 
Arthur  W.  Walker 

JACKSON 
COUNTY 
Gainesboro 
E.  Morgan  Dudney 


L.  R.  Dudney 
Jack  S.  Johnson 

JEFFERSON 

COUNTY 

Dandridge 
O.  L.  Merritt 
(Mbr.  Hamblen 
Co.) 

Jefferson  City 
David  C.  Cawood 
(Mbr.  Hamblen 
Co.) 

John  W.  Ellis 
(Mbr.  Hamblen 
Co.) 

Sam  C.  Fain 

(Mbr.  Hamblen 
Co.) 

Frank  Milligan 
(Mbr.  Hamblen 
Co.) 

Estle  P.  Muncy 
(Mbr.  Hamblen 
Co.) 

J.  B.  Sams 

(Mbr.  Hamblen 
Co.) 

Strawberry  Plains 
Robert  W.  Creech 
(Mbr.  Knox  Co.) 

R.  M.  Webster 
(Mbr.  Knox  Co.) 

White  Pine 
E.  Dale  Allen 
(Mbr.  Hamblen  Co.) 

E.  R.  Baker 
(Mbr.  Hamblen 

Co.) 

JOHNSON 

COUNTY 

Mountain  City 
Paul  J.  Bundy 
R.  O.  Glenn 

KNOX  COUNTY 
Concord 
Malcolm  Cobb 
R.  H.  Duncan 

Corryton 
A.  D.  Simmons 
Fountain  City 
A.  L.  Jenkins 

F.  H.  Payne 

J.  Gordon  Smith 

Knoxville 

Eugene  Abercrombie 
Alton  Absher 
J.  E.  Acker,  Jr. 

Wm.  J.  Acuff 
T.  Edward  Acuff 
Robert  L.  Akin 
Charles  M.  Armstrong 
Edmund  B.  Andrews 
John  W.  Avera 
Anne  B.  Avery 
Robert  M.  Baker 
O.  E.  Ballou 
Floyd  N.  Bankston 
Walter  C.  Beahm 
Daniel  F.  Beals 
Joe  D.  Beals 
John  Henry  Bell 
Spencer  Y.  Bell 
Bruce  B.  Bellomy 
Walter  H.  Benedict 
Chas.  W.  Black 
Joe  W.  Black,  Jr. 
Wade  H.  Boswell 
H.  O.  Bourkard 
Jacob  T.  Bradsher 
Richard  F.  Brailey 
Brooks  Brantley, 
(Mbr.  Hamilton 
Co.) 

Robert  G.  Brashear 
Robert  J.  Brimi 
Clayton  M.  Brodine 
Robert  T.  Brooks 
Fred  F.  Brown,  Jr. 
Horace  E.  Brown 
Raymond  C.  Bunn 
James  A.  Burdette 
John  H.  Burkhart 
Wm.  G.  Byrd 
J.  Ed  Campbell 
John  W.  Campbell 


Clyde  L.  Capps 
P.  H.  Cardwell 
C.  S.  Carlson 
Frederick  W.  Carr 
L.  G.  Caylor 
Jack  Chesney 

L.  Warren  Chesney 
H.  E.  Christenberry, 

Jr- 

K.  W.  Christenberry 
H.  S.  Christian 
C.  L.  Chumley 
William  E.  Clark 
Edward  S.  Clayton 

H.  G.  Coker 

I.  Reid  Collman 
Edward  D.  Connor 
David  A.  Corey 
Dennis  Coughlin,  Jr. 

M.  L.  Courtney 
James  B.  Cox 
John  J.  Craven 
Miles  S.  Crowder 
Joe  C.  Crumley 

J.  P.  Cullum 

C.  Harwell  Dabbs 
Elvyn  V.  Davidson 
Daniel  Davis 
Lloyd  C.  Davis 
Martin  Davis 
Oliver  DeLozier 
R.  V.  DePue,  Jr. 

W.  A.  DeSautelle 

A.  W.  Diddle 
Sheldon  Domm 
Lucile  Dooley 
Larry  Dorsey 
John  H.  Dougherty 
James  E.  Downs 
Mary  Brock  Duffy 
James  B.  Dukes 
Chas.  R.  Earnest,  Jr. 
E.  M.  Edington 
James  B.  Ely 
Richard  J.  Erickson 
I'rank  A.  Faulkner 
Mark  P.  Fecher 
George  Fillmore 
George  H.  Finer 

J.  Marsh  Frere,  Jr. 
Fred  M.  Furr 
Wm.  F.  Gallivan 
Jos.  C.  Gambill 
Frank  B.  Gaylon,  Jr. 
Joseph  I.  Garcia,  Jr. 
Wm.  H.  Gardner 
George  L.  Gee,  Jr. 
Garrison  Geller 
Robert  H.  Gentry 
J.  Vivian  Gibbs 
Carl  E.  Gibson 
Robt.  B.  Gilbertson 
Richard  A.  Gillespie 
Abner  M.  Glover 

B . D . Goodge 
Glenn  D.  Grubb 
James  R.  Guyton,  Jr. 
T.  F.  Haase,  Jr. 

J.  R.  Hamilton,  Jr. 
Walter  S.  E.  Hardy 
James  P.  Harmon 
David  N.  Hawkins 
J.  T.  J.  Hayes,  Jr. 

M.  L.  Hefley 
George  G.  Henson 
Zelma  L.  Herndon 
Howard  K.  Hicks 
Hubert  C.  Hill 
Oliver  W.  Hill,  Jr. 
Victor  Hill 
R.  L.  Hobart,  Jr. 
David  F.  Hoey 
Leon  C.  Hoskins 
George  Turner 
Howard,  Jr. 

Moses  W.  Howard 
Fred  E.  Hufstedler 
Perry  M.  Huggin 
Charles  C.  Hutson 
E.  C.  Idol 
Geo.  L.  Inge 

C.  E.  Irwin 
Harry  H.  Jenkins 
Joe  Breese  Johnson 
Francis  S.  Jones 
Paul  L.  Jourdan 
Margaret  E.  Joyce 
George  M.  Katibah 
William  M.  Keeling 
A.  Pat  Kelly 

H.  M.  Kelso 
A.  Glenn  Kennedy 
John  O.  Kennedy 
John  E.  Kesterson 
Stacy  H.  Kinlaw 
Victor  H.  Klein,  Jr. 


Lamar  L.  Knight 
Willis  F.  Kraemer 
Wm.  G.  Laing 

A.  Hobart  Lancaster 
Robert  F.  Lash 
William  M.  Law 

F.  K.  Lawson 
Robert  P.  Layman 
Robert  S.  Leach 
Walter  J.  Lee,  Jr. 

R.  J.  Leffler 
John  H.  Lesher 
Robert  A.  Lewis 
Felix  G.  Line 
Thomas  L.  Lomasney 
Frank  London 
Henry  H.  Long 
John  Roberts 

Maddox,  Jr. 

Geo.  S.  Mahon 
Gershom  Mailman 
Margaret  Maynard 
Bruce  R.  McCampbell 

M.  D.  McCullough 
William  E.  McGhee 
Joseph  S.  McMurry 
Robert  W.  Meadows 
Edwin  E.  Miller 
William  O’Miller 
Foy  B.  Mitchell 
Jack  M.  Mobley 
Ralph  H.  Monger 

J.  L.  Montgomery 
John  D.  Moore,  Sr. 
John  D.  Moore,  Jr. 
Owen  D.  Moore 
Travis  E.  Morgan 
Robt.  W.  Morris,  Jr. 
James  E.  Moseley 

G.  E.  Murray 
William  S.  Muse 
James  D.  Myers 
J.  B.  Naive 

Carl  A.  Nelson,  Jr. 
John  R.  Nelson,  Jr. 
William  A.  Nelson 

H.  L.  Neuensch wander 
Robert  W.  Newman 
Eugene  P.  Niceley 
Hazel  M.  Nichols 

G.  T.  Novinger 
Elvin  B.  Noxon 
Kenneth  A.  O’Connor 
R.  A.  Obenour 
Harry  K.  Ogden 
Homer  C.  Ogle 

B.  M.  Overholt 
Nicholas  D.  Pappas 
Reese  W.  Patterson, 

Jr. 

Robert  F.  Patterson, 

Jr. 

Wm.  L.  Patterson 
Charles  G.  Peagler 
Herschel  Penn 
Jarrell  Penn 

H.  Dewey  Peters 
Ira  S.  Pierce 
Cecil  E.  Pitard 
W.  W.  Potter 
William  F.  Powell 
Bruce  R.  Powers 
Wilson  W.  Powers 
H.  Hammond  Pride 
Thomas  C.  Prince,  Jr. 
James  C.  Prose 

John  A.  Range 
Joe  L.  Raulston 
Freeman  L.  Rawson 
W.  Gilmer  Reed 
Wm.  H.  Reeder 
Paul  D.  Richards 
Bill  N.  Riggin 

N.  G.  Riggins 
John  C.  Rochester 
Frank  T.  Rogers 
Wm.  K.  Rogers 
James  M.  Rouse 
Burton  M.  Rudolph 
Kenneth  B.  Rule 
Richard  C.  Sexton 
Digby  G.  Seymour 

J.  IT  Saffold 
Karl  T.  Sammons 
Alex  B.  Shipley 
Elton  E.  Shouse,  Jr. 
Kenneth  E.  Shoemaker 
E.  Chas.  Sienknecht 
Frank  J.  Slemons 
Chas.  C.  Smeltzer 
E.  B.  Smith 
Joe  T.  Smith 
Vernon  I.  Smith 
W.  E.  Smith 
John  R.  Smoot 
James  L.  Southworth 
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J.  Hooper  Stiles,  Jr. 
Thos  F.  Stevens 
J.  M.  Stockman 
Wm.  K.  Swann,  Jr. 

E.  L.  Tauxe 
Dale  A.  Teague 
Philip  C.  Thomas 
Wm.  M.  Tipton 
Lucian  W.  Trent 
Geo.  M.  Trotter 
M.  Frank  Turney 
Andrew  S.  Wachtel 
Thomas  W.  Vance 
Norma  B.  Walker 
Calvin  R.  Wallace 
Sidney  L.  Wallace 
Donald  E.  Wallis 

C.  L.  Walton 

R.  G.  Waterhouse 
David  H.  Waterman 
J.  H.  Waters,  Jr. 

David  T.  Watson 
Glenn  F.  Watts 
Alvin  J.  Weber,  Jr. 

Roy  A.  Wedekind,  Jr. 
Arthur  W.  Welling 
Fred  West 
Herbert  F.  White 
Roger  E.  White 
Richard  L Whittaker 
John  W.  Whittington 
Robert  B Whittle 
Richter  H.  Wiggall 
Richard  B.  Willing- 
ham 

Lee  L.  Williams 
M.  L.  Williams 
G.  A.  Williamson,  Jr. 
Perry  J.  Williamson 
Leon  J.  Willien 
Stephen  G.  Wilson,  Jr. 
John  H.  Wolaver 

R.  B.  Wood 
James  P.  Worden 

O.  Horace  Yarberry,  Jr 
Vernon  H.  Young 
Vincent  T.  Young 
Eugene  G.  Zachary 
Charles  R.  Zirkle 
George  A.  Zirkle,  Jr. 

Mascot 
John  C.  Adler 
Hubert  Howard 
Vesser,  Jr. 

LAKE  COUNTY 
Ridgely 
W.  B.  Acrce 

Tiplorwille 
J.  R.  Holeficld 
E.  B.  Smythe 

LAUDERDALE 

COUNTY 

Halls 

J.  T.  Elmore 
J.  G.  Olds 

Ripley 

A.  J.  Butler,  Jr. 

James  Howard  Rags- 
dale 

Wm.  IT  Tucker 

P.  W.  Walker,  Jr. 
Claude  R.  Webb 

LAWRENCE 

COUNTY 

Lawrenceburg 

V.  H.  Crowder 

W.  O.  Crowder 
Boyd  P.  Davidson 
Norman  Henderson 
James  C.  Hudgins,  Jr. 

L.  B.  Molloy 

V.  L.  Parrish 

W.  S.  Sutherland 
Carson  E.  Taylor 

Loretto 
Ray  E.  Methvin 

M.  H.  Weathers 

LEWIS  COUNTY 
Hohenwald 
Edgar  D.  Akin 

B.  J.  Smith 

LINCOLN 
COUNTY 
Fayetteville 
Edwin  E.  Blalock 


Anne  U.  Bolner 
L.  M.  Donaldson 
William  D.  Jones 
Ben  H.  Marshall 
Robert  E.  McCown 
J.  V.  McRady 

B.  G.  Norwood 
T.  A.  Patrick,  Jr. 

C.  D.  Toone 

Paul  E.  Whittemore 

LOUDON  COUNTY 
Lenoir  City 
Harold  D.  Freedman 
(Mbr.  Knox  Co.) 
Walter  C.  Shea,  Jr. 

R.  V.  Taylor 

(Mbr.  Knox  Co.) 

Loudon 
Conic  Blair 

( Mbr.  Knox  Co.) 
Samuel  A.  Harrison 
(Mbr.  Knox  Co.) 
W.  B.  Harrison 
(Mbr.  Knox  Co.) 
Wm.  T.  McPeake 
(Mbr.  Knox  Co.) 

J.  R.  Watkins 

(Mbr.  Knox  Co.) 

MACON  COUNTY 
Lafayette 

C.  C.  Chitwood,  Jr. 
Jack  C.  Clark 

E.  M.  Frocdge 
Max  E.  Painter 
Earl  F.  Rich 

MADISON 

COUNTY 

Remis 

Allen  N.  Williams,  Jr. 
Jackson 

Clyde  V.  Alexander 
Harold  K.  Alsobrook 
Thomas  K.  Ballard 
R.  J.  Barnett 
G.  H.  Berryhil! 

Jack  H.  Booth 
Wm.  H.  Brooks 
Swan  Burrus 
Swan  Burrus,  Jr. 
Hughes  Chandler 
Edward  F.  Crocker 
Wm.  G.  Crook 
G.  B.  Dodson,  Jr. 

J.  E.  Douglass 
Roy  A.  Douglass,  Jr. 
Clarence  Driver 
Blanche  Somerville 
Emerson 
Blair  D.  Erb 
James  R.  French 
Fred  M.  Friedman 
Oliver  H.  Graves 
W.  W.  Harrison 
Geo.  Harvey,  Jr. 

Bobby  C.  Higgs 
Robert  S.  Hill 
C.  L.  Holmes 
Ben  House 
G.  B.  Hubbard 
Chester  K.  Jones 

G.  Frank  Jones 
Leland  M.  Johnston 
Duval  H.  Koonce 
James  D.  Lane 
James  A.  Langdon,  Jr. 
Harold  T.  Mclver 
Robert  B.  Mandle 

A.  L.  Middleton 
Jesse  A.  Miller 

H.  N.  Moore 

A.  J.  Mueller 
Lamb  B.  Myhr 

R.  M.  Neudecker 
George  Pakis,  Jr. 

L.  G.  Pascal,  Jr. 

James  A.  Phillips 
John  G.  Riddler 
Robert  J.  Smith 
Charles  C.  Stauffer 
James  L.  Thomas 

J.  R.  Thompson,  Jr. 

S.  Allen  Truex 

R.  T.  Tucker,  Jr. 
Charles  H.  Webb 

F.  E.  Williamson,  Jr. 
George  B.  Wyatt 
Paul  E.  Wylie 

H.  R.  Yarbro 


MARION 

COUNTY 

Jasper 

H.  G.  McMillan 
(Mbr.  Hamilton 
Co.) 

South  Pittsburg 
Horace  E.  Elmore 
(Mbr.  Hamilton 
Co.) 

J.  B.  Havron 

(Mbr.  Hamilton 
Co.) 

William  Headrick,  Jr. 
(Mbr.  Hamilton 
Co.) 

Hiram  B.  Moore 
(Mbr.  Hamilton 
Co.) 

Eugene  Ryan 

(Mbr.  Hamilton 
Co.) 

Viston  Taylor,  Jr. 
(Mbr.  Hamilton 
Co.) 

Whitwcll 
Cleo  Chastain 

(Mbr.  Hamilton 
Co.) 

Wm.  G.  Shull 
(Mbr.  Hamilton 
Co.) 

MARSHALL 

COUNTY 

Lewisburg 

Kenneth  P.  Brown,  Jr. 
Kenneth  Brown,  III 
J.  T.  Gordon 
Hoyt  C.  Harris 
James  S.  Lambert 
(Mbr.  Lawrence  Co. 
Soc.) 

J.  C.  Leonard 
James  W.  Limhaugh, 
Jr. 

Kenneth  J.  Phelps 
Wm.  S.  Poarch 
J.  F.  Rutledge,  Jr. 
Wm.  L.  Taylor 
W.  A.  Walker 

MAURY  COUNTY 
Columbia 

D.  B.  Andrews 
Charles  R.  Britc 
Rufus  R.  Clifford,  Jr. 
William  N.  Cook 
Eldon  S.  Dummit,  Jr. 
Edward  Ewton 
Wm.  G.  Fuqua 
C.  C.  Gardner,  Jr. 
Daniel  R.  Gray,  Jr. 
John  W.  Harris 
Valton  C.  Harwell,  Jr. 
Harry  C.  Helm 
Wm.  N.  Jernigan 
Ralph  Kustoff 
Ambrose  M.  Langa 
Robin  Lyles 
Geo.  R.  Mayfield,  Jr. 
Clay  R.  Miller 
Lawrence  R.  Nickell 
Edwin  K.  Provost 

B.  J.  Vinson 
Leon  S.  Ward 

J.  W.  Wilkes,  Jr. 
Thomas  K.  Young,  Jr. 

Mt.  Pleasant 
Allyn  M.  Lay 
Tavlor  Rayburn,  Jr. 

J.  O.  Williams,  Jr. 

McMINN  COUNTY 
Athens 
W.  R.  Arrants 
Charles  T.  Carroll 
L.  D.  Curtner 
William  M.  Davis 
R.  W.  Epperson 

C.  O.  Foree 

W.  Edwin  Foree 
R.  Danny  Hays 
Robert  G.  Hewgley 
Milnor  Jones 
John  H.  Lillard 
J.  A.  Powell,  Jr. 

Helen  M.  Richards 
L.  H.  Shields 
Robert  W.  Trotter 

Englewood 
J.  F.  Cleveland 


Etowah 
Wm.  K.  Frye 

S.  Boyd  McClary,  Jr. 
(ohn  C.  Sharp 

II.  P.  Whittle 

McNAIRY 

COUNTY 

Adamsville 
Harold  W.  Vinson 
Selmer 

T.  N.  Humphrey 
Harry  L.  Peeler 
Wm.  M.  Phillips 
James  H.  Smith 
Montie  E.  Smith,  Jr. 

MONROE 

COUNTY 

Madisonville 
R.  C.  Kimbrough 
F.  Houston  Lowry 
Horace  M.  McGuire 

Sweetwater 
J.  H.  Barnes 
Joe  H.  Henshaw 
I).  F.  Heuer,  Jr. 

T.  A.  Lowry 
Joe  K.  Wallace 
J.  E.  Young 

Vonore 
Troy  Bagwell 

(Mbr.  Knox  Co.) 

MONTGOMERY 
COUNTY 
Clarksville 
Edward  R.  Atkinson 
J.  F.  BcIIenger 
Carlos  B.  Brewer 
F.  D.  Coleman 

E.  P.  Cutter 

Sam  M.  Doane,  Jr. 
Dawson  Durrett,  Jr. 
Stephen  Farr 
William  A.  German 
M.  M.  Green 

V.  H.  Griffin 

B.  T.  Hall 

J.  E.  Hampton 
T.  K.  Hepler 
Bryan  T.  Iglehart 
Howard  R.  Kennedy 
R.  C.  Koehn 
J.  H.  Ledbetter,  Jr. 
William  G.  Lyle 

F.  J.  Malone,  Jr. 

Frank  G.  McCampbclI 
lames  L.  McKnight 

F.  C.  Petty 
Jack  Ross 

A.  F.  Russell 

D.  R.  Shipley 
Marion  E.  Spurgeon 
Charles  A.  Trahern 
Harold  V.  Vann 
Troy  A.  Walker 
William  H.  Wall,  Jr. 
Paul  E.  Wilson 

R.  M.  Workman 
John  Fay  Wright,  Jr. 

MOORE  COUNTY 
Lynchburg 
F.  Harlan  Booher 
(Mbr.  Lincoln  Co.) 

OBION  COUNTY 
Kenton 
Alden  H.  Gray 

(Mbr.  Consolidated 
Counties) 

Obion 

W.  S.  Myerst 

Troy 

Chesley  H.  Hill 
Union  City 
J.  Kelly  Avery 
M.  A.  Blanton,  Jr. 
Harold  D.  Butler 
H.  W.  Calhoun 
Joe  Campbell 
Wm.  N.  Carpenter 
Robert  E.  Clendening 

B.  O.  Garner 
Dan  C.  Gary 

R.  L.  Gilliam,  II 
tResidency  Training 


Lawrence  W.  Jones 

E.  P.  Kingsbury,  Jr. 

R.  G.  Latimer,  Jr. 

E.  McCall  Morris 
James  W.  Polk 
Malcolm  T.  Tipton 
Robert  R.  Young,  Jr. 

O.  A.  Zeller,  Jr. 

OVERTON 
COUNTY 
Livingston 
M.  E.  Clark 
H.  B.  Nevans 
Denton  D.  Norris 
W.  G.  Quarles,  Jr. 

J.  M.  Roe 

PERRY  COUNTY 
Linden 

B.  L.  Holladay 
Gordon  H.  Turner, 

Jr. 

POLK  COUNTY 
Copperhill 
H.  H.  Hyatt 

(Mbr.  Hamilton 
Co.) 

J.  T.  Layne 

(Mbr.  Hamilton 
Co.) 

IV.  C.  Zachary,  Jr. 

( Mbr.  Knox  Co.) 
Ducktown 
Wm.  R.  Lee 

(Mbr.  Hamilton 
Co.) 

PUTNAM 

COUNTY 

A l good 

J.  T.  Moore,  Jr. 

Cookeville 
Jack  L.  Clark 
Katherine  Goff 
Crawford 
L T.  Deberry 
Wm.  C.  Francis 
Kenneth  L.  Haile 
Wm.  A.  Hensley,  Jr. 
Clarence  I..  Jones 
Robert  V.  Larrick 
Jerre  I, owe 
Thurman  Shipley 
Wm.  S.  Taylor 
J.  Fred  Terry 
Claud  M.  Williams 

Monterey 

C.  A.  Collins 
T.  M.  Crain 

RHEA  COUNTY 
Dayton 
Lester  F.  Littell 
(Mbr.  Hamilton 
Co.) 

J.  J.  Rodgers 

(Mbr.  Hamilton 
Co.) 

W.  A.  Thomison 
(Mbr.  Hamilton 
Co.) 

Spring  City 
Kenneth  Gould, 

(Mbr.  Hamilton 
Co.) 

ROANE  COUNTY 
Harriman 
A.  Julian  Ahler 
Thomas  L.  Bowman 
Elbert  C.  Cunningham 
Fred  J.  Hooper 
Lewis  T.  Howard 
H.  Stratton  Jones 
L.  A.  Killeffer 

Kingston 
Carolyn  A.  Beard 
Charles  Moorefield 

P.  R.  Rothrock 
John  R.  Sisk 
Nat  Sugarman 
Robert  E.  Wilson 

Oak  Ridge 
(See  Anderson  Co.) 


Oliver  Springs 

S.  J.  Van  Hook 

Rockwood 
Thomas  A.  Fuller 
Robert  S.  Hicks 
Jack  Lindsay 
George  Shackletl 
John  V.  Snodgrass,  Jr. 

ROBERTSON 
COUNTY 
Cedar  Hill 
R.  H.  Elder 

Cross  Plains 
Ora  W.  Ramsey 
Ridgetop 
E.  E.  Iiottsford 
Springfield 
J.  W.  Atwood 
Sue  C.  Atwood 
Warren  G.  Hayes 
John  M.  Jackson 

C.  M.  Looney 
J.  R.  Quarles 
N.  H.  Raines 
W.  P.  Stone 
John  B.  Turner 
Raymond  H.  Webster 
J.  E.  Wilkison 

RUTHERFORD 
COUNTY 
Murfreesboro 
Carl  E.  Adams 
Joseph  C.  Bailey 
W.  Stanley  Barham 
J.  T.  Boykin 
John  M.  Bryan 
John  F.  Cason 
William  E.  Coopwood 
B.  S.  Davison,  Jr. 
David  T.  Dodd 
Paul  C.  Estes 
Francis  Nl.  Fesmire 
Jacob  N.  Fidel  holt/ 
(Mbr.  Davidson 
Co.) 

R.  James  Garrison 

S.  C.  Garrison,  Jr. 

T.  Gilbert  Gordon 
Richard  E.  Green 
A.  E.  Harvey 
Sam  H.  Hay 

R.  D.  Hollowell 
Kenneth  D.  Hunt 
J.  Capers  Jones 
J.  K.  Kaufman 
Lois  M.  Kennedy 
Joseph  C.  Knight 
Donald  L.  LeQuire 
Chas.  W.  Lewis 
Fred  R.  Lovelace 
M.  B.  Murfree,  Jr. 
Eugene  P.  Odom 
Sam  H.  Patterson 
Robert  G.  Ransom 
Creighton  Rhea 
Robert  S.  Sanders 
Wm.  W.  Shacklett 
Charles  Smith 
W.  Radford  Smith 
Olin  Williams,  Jr. 

J.  Howard  Young,  Jr. 

Smyrna 

Robert  H.  Hackman 
SCOTT  COUNTY 

Norma 

D.  T.  Chambers 

Oneida 
M.  F.  Frazier 
Maxwell  E.  Huff 
H.  M.  Leeds 
Roy  L.  McDonald 
Milford  Thompson 

SEQUATCHIE 

COUNTY 

Dunlap 

Leslie  D.  Ekvall 
(Mbr.  Hamilton 
Co.) 

Charles  Graves 
(Mbr.  Hamilton 
Co.) 

SEVIER  COUNTY 
Gatlinburg 
Ralph  H.  Shilling 
Charles  E.  Waldroup 
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Sevierville 
Troy  J.  Beeler* 

R.  A.  Broady 
John  M.  Hickey,  Jr. 

R.  A.  McCall 
Chas.  L.  Roach 
Cecil  D.  Rowe 

Pigeon  Forge 
Hilda  Jane  Walters 
Seymour 
Janies  B.  Bell 

(Mbr.  Knox.  Co.) 

SHELBY  COUNTY 
Arlington 
Malcolm  A.  Baker 
Bartlett 

Edgar  S.  Wilson 
Collierville 
John  E.  Oullan 
Cordova 

L.  W.  Diggs 

Germantown 
John  T.  Carter,  Jr. 

Memphis 
Sara  E.  Abbott 
Robert  F.  Ackerman 
John  Q.  Adams 
L.  H.  Adams 
Ralph  M.  Addington 
Henry  L.  Adkins 
Justin  H.  Adler 
Lorin  E.  Ainger 
Garabed  H.  Aivazian 
Howard  Thos.  Akers 
Albert  M.  Alexander 
James  E.  Alexander 
Chester  G.  Allen 

F.  Pearson  Allen 
Frank  S.  Allen 
Robert  G.  Allen 

F.  H.  Alley 
Jacob  Alperin 
James  L.  Alston 
Lawrence  D.  Amick 
J.  P.  Anderson 
Lewis  D.  Anderson 
Sam  B.  Anderson,  Jr. 
William  F.  Andrews 
Donald  N.  Anishanslin 
Robert  A.  Anthony 
John  W.  Apperson,  Jr. 
William  H.  Armes, 

Jr. 

J.  M.  Aste 
H.  E.  Atherton 
Leland  L.  Atkins 
Edgar  L.  Austin 
Richard  L.  Austin 
John  Andrew 
Avgeris 
VV.  W.  Aycock 
J.  C.  Ayres,  Jr. 

J.  Earl  Baker 
John  W.  Baird 
George  F.  Bale 
Leon  Thomas  Banakas 
Elizabeth  Bell  Barker 
George  L.  Barker 
James  B.  Barker 
Aden  W.  Barlow,  Jr. 
James  R.  Barr 
Jerome  N.  Barrasso 
John  M.  Barron 

G.  H.  Bassett 
Emmett  D.  Bell,  Jr. 
Steven  H.  Bell 
Arthur  L.  Bellott,  Jr. 
Hal  E.  Bennett 

B.  F.  Benton 
Wm.  M.  Berton 
J.  M.  Bethea 
Richard  O.  Bicks 
Albert  W.  Biggs 
James  D.  Biles,  Jr. 

E.  S.  Birdsong,  Jr. 

C.  R.  Bishop 
W.  A.  Bisson 
W.  T.  Black,  Jr. 

Basil  A.  Bland,  Jr. 
Breen  Bland 

Phil  B.  Bleecker 
Herbert  Blumen 
Harry  B.  Blumenfeld 
Henry  A.  Boldt,  Jr. 
Robert  F.  Bonner 
Howard  A.  Boone 
*In  Service 


James  L.  Booth 

C.  Whitman  Borg 
Mary  Ellen  S. 

Bouldin 
R.  L.  Bourland 
Earl  P.  Bowerman 

H.  B.  Boyd 
Boyer  M.  Brady,  Jr. 
Winston  Braun 
R.  R.  Braund 
James  T.  Bridges 
Carey  Bringle 
Louis  Goodno  Britt, 
Jr. 

D.  A.  Brody 
Joseph  H.  Brock 
Maury  Bronstein 
Brown  Brooks 
James  S.  Brown 
Lawrence  E.  Brown 
Russell  L.  Browning 
Harry  G.  Bryan 
Malvern  T.  Bryan 
James  W.  Bryant 
W.  D.  Burkhalter 
Wm.  Francis  Buchner 
Richard  D.  Burns 
Wm.  B.  Burrow 
Orlin  D.  Butterick,  Jr. 
James  S.  Bvas 

Shed  H.  Caffey 
R.  A.  Calandruccio 
Edward  P.  Caldwell 

M.  K.  Callison 
Alvro  M.  Caniacho 

E.  Guv  Campbell 
Ernest  A.  Canada 
Dee  James  Canale 
Dominic  J.  Cara,  Jr. 
Bland  W.  Cannon 
George  M.  Cannon 
Robert  S.  Caradine,  Jr. 

D.  M.  Carr 
David  S.  Carroll 
Dan  Carruthers,  Jr. 
Harvey  W.  Carter 
L.  L.  Carter 

A.  H.  Chamberlain,  Jr- 
J.  M.  Chambers,  Jr. 
Ewin  S.  Chappell 
Fenwick  W.  Chappell 
Charles  P.  Cheatham 

R.  E.  Ching 
Joseph  M.  Chisolm 
Glenn  M.  Clark 
James  A.  Clark,  Jr. 
Charles  L.  Clarke 
Hugh  Adams  Clarke 

E.  W.  Cocke,  Jr. 
Lawrence  L.  Cohen 

F.  H.  Cole 

B.  C.  Collins 
James  H.  Collins 
Frank  H.  Collins 
E.  D.  Connell 
John  P.  Conway 
George  Cooper,  Jr. 
George  A.  Coors 
Giles  A.  Coors 

G.  Daniel  Copeland 
Arthur  A.  Cox 
Erwin  M.  Cox 
John  E.  Cox 
Rufus  E.  Craven 

E.  A.  Crawford 

S.  E.  Crawford 
Loyd  V.  Crawford 
P.  T.  Crawford 

A.  H.  Crenshaw 
Thomas  K.  Creson,  Jr. 
Robert  N.  Crockett,  Jr 

C.  V.  Crosswell 
Terry  P.  Cru thirds 
James  W.  Culbertson 
Alvin  J.  Cummins 
Ray  E.  Curie 

Orin  L,  Davidson 
Harry  Davis 
Norman  H.  Davis 
J.  M.  Davis 
Robert  A.  Davison 
Charles  J.  Deere 
Hubert  L.  Dellinger, 
Jr. 

V.  J.  Demarco 
McCarthy  DeMere 
Richard  DeSaussure 
Alice  R.  Deutsch 
Charles  P.  DeMinico 
Melvin  Wayne  DeWees 
J.  L.  Dies 

Phillip  H.  Dirmeyer 
Don  E.  Dismukes 
John  B.  Dorian,  Jr. 
Wm.  H.  L.  Dornette 
Thomas  G.  Dorrity 


Chas.  V.  Dowling 
Paul  T.  Drenning 
John  K.  Duckworth 
Horton  Du  Bard 
Marion  Dugdale 
Wm.  Lloyd  Duncan 
W.  D.  Dunavant 
James  T.  Duncan,  Jr. 
Hamel  B.  Eason 
Elmer  S.  Eddins 
Allen  S.  Edmonson 
Joseph  A.  Elgart 
E.  U.  Epstein 
Cyrus  C.  Erickson 
James  N.  Etteldorf 

C.  Barton  Etter 

O.  A.  Eubanks,  Jr. 

J.  D.  Evans 
M.  L.  Evans 

B.  E.  Everett,  Jr. 
William  H.  Fancher 
Cornell  C.  Faquin,  Jr. 
Harold  G.  Farley 
Turley  Farrar 

Cyrus  C.  Farrow,  Jr. 
Harold  Feinstein 
James  Rodnev  Field 
Daniel  F.  Fisher 
James  B.  Flanagan 
Irvin  I).  Fleming 

A.  R.  Flowers,  Sr. 
Nancy  C.  Flowers 
Max  Foner 
Hugh  Francis,  Jr. 

Jerry  Thomas  Fran- 
cisco 

W.  Edward  French 
Burt  Friedman 
Eugene  W.  Gadberry 
James  T.  Galyon 
Joseph  C.  Garbarini, 
Jr. 

Herbert  C.  Gardner 
Edward  L.  Gegan 
Elsbeth  Gehorsam 
Lewis  W.  George 
O.  S.  Gibbs 

D.  Frederick  Gioia 

C.  E.  Gilliespie 
John  J.  Gilluly 

B.  H.  Ginn 

William  V.  Ginn,  Jr. 
George  E.  Gish 
Thomas  C.  Gladding 
Willard  G.  Glass 
M.  E.  Glasscock,  III 
Wm.  Cile  Godsey 
Fred  A.  Goldberg 

D.  W . Goltman 
J.  O.  Gordon 
Martha  Ferguson  Goss 

H.  B.  Gotten 
Nicholas  Gotten 
Robert  D.  Gourley 
Thomas  E.  Goyer 
Conrad  L.  Grabeel 

(Mbr.  Roane  Co.) 
W.  H.  Gragg,  Jr. 

John  F.  Gratz,  Jr. 
Lester  R.  Graves,  Jr. 

H.  D.  Gray 
Arthur  W.  Green 

C.  R.  Green 
Jack  Greenfield 
Jerry  W.  Grise 

(Slbr.  Davidson 
Co.) 

A.  J.  Grobmyer,  Jr. 
Pauline  Grodsky 
Fred  T.  Grogan,  Jr. 
Morton  L.  Gubin 
Nobel  Guthrie 
James  S.  Haimsohm 
Hollis  H.  Halford,  Jr. 
Jack  R.  Halford 
Emmett  R.  Hall,  Jr. 

V.  A.  Hall 
Margaret  A.  Halle 
James  C.  Hancock 
Ralph  S.  Hamilton 
J.  F.  Hamilton 
Wm.  T.  Hamilton 
John  B.  Hamsher 
Ethel  Ashton  Harrell 
Oscar  B.  Harrington 
Buford  T.  Harris 
Mallory  Harwell 
Howard  B.  Hasen 
Fred  Erdman  Hatch, 

J'- 

A.  Kenneth  Hawkes 
C.  D.  Hawkes 
Jean  M.  Hawkes 
C.  L.  Hay 
L.  K.  Haynes 
Thomas  G.  Head 


Walter  H.  Henley 
Louie  C.  Henry 

A.  L.  Herring 
Roger  Lew  Hiatt 
George  B.  Higley 
Fontaine  S.  Hill 
James  M.  Hill 

E.  E.  Hines 

John  Lewis  Hobson 
W.  K.  Hoffman,  Jr. 
Thomas  L.  Holliday* 

I.  E.  Holmes 

John  Pierce  Holman, 
Jr. 

Sherman  H.  Hoover 
Leo  G.  Horan 
Arthur  E.  Horne 
Glenn  E.  Horton 
Hubert  L.  Hotchkiss 
C.  H.  Householder 
John  L.  Houston 
Hector  S.  Howard,  Jr. 
William  T.  Howard 
James  G.  Hughes 
John  D.  Hughes 
Max  O.  Hughes 
Robert  R.  Hughes 
John  V’.  Hummell 
Sam  E.  Hunter 
W.  E.  Hurt 
Wiley  Carter  Hutchins 

J.  H.  Ijams 
C.  W.  Ingle 

A.  J.  Ingram 
Charles  E.  Jabbour 
Thos.  M.  Jackson 
H.  J.  Jacobson 
Hal  P.  James 
Oliver  C.  Jeffers 

Geo.  Wm.  Jenkins,  II 
Anthony  P.  Jerome 
J.  Don  Johnson 
Halvern  H.  Johnson 
A.  M.  Jones 
George  P.  Jones,  Jr. 
Joe  Paul  Jones 
R.  Luby  Jones 
Sidney  D.  Jones,  Jr. 
Robert  G.  Jordan,  Jr. 
A.  Wilson  Julich 
Edward  Steven  Kaplan 
Jerry  Kaplan 
Stanley  B.  Kaplan 
Lyman  A.  Kasselberg 
Harvey  L.  Kay,  Jr. 
Marvin  M.  Keirns 
Ernest  G.  Kelly 
Henry  G.  Kessler 
Yoon  C.  Kim 
W.  F.  Kimmell 
Robert  P.  Kline 
Charles  M.  King 
J.  C.  King 
Howard  H.  Kitchens 
W.  F.  Klotz 

F.  H.  Knox,  Jr. 

Robert  L.  Knox 
Sheldon  B.  Korones 
Alfred  P.  Kraus 
Bernard  M.  Kraus 
Melvin  M.  Kraus 
Cary  M.  Kuykendall 

N.  W.  Kuykendall,  Jr. 
J.  Warren  Kyle 
Lucius  M.  Lamar,  Jr. 
H.  Z.  Landis 

C.  G.  Landsee 
Herbert  G.  Lanford 
Frank  A.  Latham 
M.  W.  Lathram 

A.  E.  Laughlin 
H.  G.  La  Velle,  Jr. 
Robert  E.  Lawson 
Ling  Hong  Lee 
Melvyn  A.  Levitch 
Gilbert  J.  Levy 
L.  C.  Lewis 
P.  M.  Lewis 
Alys  H.  Lipscomb 
Geo.  R.  Livermore,  Jr. 

D.  G.  Lockwood 
Charles  E.  Long 
William  E.  Long 
J.  H.  Lotz 

J.  C.  Lougheed 
Varna  P.  Love 
Martha  A.  Loving 
George  S.  Lovejoy 
William  M.  Lovejoy 
Edward  H.  Mabry 
W.  F.  Mackey 
Ray  W.  Mackey 
Holt  B.  Maddox 
James  K.  Maguire 
Battle  Malone 

T.  P.  Manigan 


John  C.  Mankin 
Philip  M.  Markle 
Carl  D.  Marsh 
George  W.  Marten 
Tinnin  Martin,  Jr. 

A.  D.  Mason,  Jr. 

Wm.  W.  Mason 
Gordon  L.  Mathes 

0.  S.  Matthews 
William  P.  Maury,  Jr. 
R.  F.  Mayer 

Wm.  W.  Mayers 
L.  H.  Mayfield 
John  T.  McAskill 
Robert  P.  McBurney 
Chas.  B.  McCall 
John  W.  McCall 
John  G.  McCarter,  Jr. 
j.  J.  McCaughan 

B.  F.  McCleave 
James  G.  McClure 

D.  C.  McCool 
L.  K.  McCown 

E.  F.  McDaniel,  Jr. 
John  L.  McGee,  Jr. 
Eugene  E.  McKenzie, 

Jr. 

J.  Wesley  McKinney 

A.  M.  McLarty 

B.  E.  McLarty 
Richard  P.  McNelis 
George  McPherson 
Elise  T.  McQuiston 

A.  H.  Meyer,  Jr. 
Robert  M.  Miles 
Lee  W.  Milford,  Jr. 

C.  W.  Miller,  Jr. 

Fox  Miller 

George  L.  Miller,  Jr. 
Harold  R.  Miller 
Joseph  H.  Miller 
Richard  A.  Miller 
Richard  Braun  Miller 
Richard  W.  Miller 
Dan  C.  Mills 
David  M.  Mills 
Geo.  T.  Mills 
J.  Purvis  Milnor,  Jr. 

1.  C.  Minkin 

B.  G.  Mitchell 

E.  D.  Mitchell,  Jr. 

W.  R.  Mitchum 

E.  C.  Mobley 

J.  C.  Mobley,  Jr. 

Wm.  L.  Moffatt 
E.  M.  Molinski 
Ralph  H.  Monger,  Jr. 
David  F.  Moore 
Fontaine  B.  Moore,  Jr. 
James  A.  Moore 
Marion  R.  Moore 
Moore  Moore,  Jr. 

Wm.  H.  Morse 
Ralph  H.  Monger,  Jr. 
Wm.  H.  Moshier 
Henrv  Moskowitz 
J.  P.  Moss 
T.  C.  Moss 
R.  Lyle  Motley 
Kenneth  J.  Munden 
Francis  Murphey 
Walter  H.  Murphy 
W.  F.  Murrah,  Jr. 
Roland  H.  Myers 
John  P.  Nash 
Chas.  Lea  Neely,  Jr. 
John  C.  Newton 
Thomas  W.  Nichols 
George  C.  Nichopoulis 
Eugene  R.  Nobles,  Jr. 
John  Davis  Nofzinger 
Robert  S.  Norman 
Wm.  L.  Northern,  Jr. 

D.  W.  Oelker 
Evelyn  Bassi  Ogle 
L.  C.  Ogle 

W.  S.  Ogle 
Claude  D,  Oglesby 
Charles  B.  Olim 
J.  C.  Orman 
Phil  E.  Orpet,  Jr. 

Wm.  J.  Oswald 
Alfred  H.  Page 
Gene  R.  Page 
Joseph  B.  Parker,  Jr. 
Charles  W.  Parrott,  Jr. 
Samuel  Paster 
Morris  Pasternack 
James  W.  Pate 
Rushton  E.  Patterson, 
Russell  H.  Patterson 
Sam  Polk  Patterson 
Bernard  S.  Patrick 
Raphael  N.  Paul 

G.  E.  Paullus,  Jr. 


Iris  A.  Pearce 
Phillip  A.  Pedigo* 
John  D.  Peeples,  Jr. 

B.  L.  Pentecost 
Maurice  C.  Pian,  Jr. 
Jorge  A.  Picaza 
John  D.  Piggott 

W.  H.  Pistole 
James  A.  Pitcock 
Samuel  Ellis  Pitner,  Jr 
Alan  B.  Platkin 
Gerald  I.  Plitman 

R.  M.  Pool 

A.  R.  Porter,  Jr. 

C.  H.  Porter 
Huey  H.  Porter 
Stephen  A.  Pridgen 
Wm.  R.  Pridgen 
Edward  McCall  Priest 

L.  C.  Prieto 

Billie  Harold  Putman 

S.  L.  Raines 
Robert  L.  Rainey 
W.  T.  Rainey 
Darwin  W.  Rannels 

R.  Beverly  Ray 
John  J.  Redmon 
Edward  W.  Reed 
Robert  C.  Reeder 
Harvey  C.  Reese,  Jr. 

H.  Eugene  Reese 

J.  R.  Reinberger 
John  M.  Reisser,  Jr. 

W.  E.  Rentrop 
Walter  A.  Rentrop 
Hal  S.  Rhea 
Chas.  R.  Riggs 
Edwin  N.  Rice 
W.  Webster  Riggs,  Jr. 
George  A.  Riley 

M.  J.  Roach,  Jr. 

James  Thos.  Robertson 
J.  A.  Roane 

S.  Gwin  Robbins 

C.  G.  Robinson 
James  A.  Robinson 
W.  W.  Robinson 
W.  P.  Rochelle 
Gordon  K.  Rogers 

E.  Wm.  Rosenberg 
Nathaniel  E.  Rossett 
Joseph  A.  Rothschild 
Robert  M.  Ruch 
Walter  A.  Ruch,  Jr. 

H.  G.  Rudner 
Henry  G.  Rudner,  Jr. 
John  W.  Runyan,  Jr. 

J.  M.  Russell,  Jr. 

P.  B.  Russell,  Jr. 

Fred  P.  Sage 
Nathan  C.  Salky 
Lehman  C.  Sammons 
L.  C.  Sanders 
S.  H.  Sanders 
Stanley  Saperstein 
W.  T.  Satterfield 
W.  T.  Satterfield,  Jr. 

A.  F.  Saville,  Jr. 

S.  J.  Schaeffer,  Jr. 
David  E.  Scheinberg 
Schayel  R.  Scheinberg 
Betty  J.  Schettler 
Glen  P.  Schoettle 
Jerome  Schroff 
P.  C.  Schreier 
Elmer  C.  Schultz 
Joseph  L.  Scianni 
Benjamin  F.  Scott 

C.  B.  Scott 
Daniel  J.  Scott,  Jr. 
Edwin  L.  Scott 
Joseph  M.  Scott 
James  L.  Seale 

L.  L.  Sebulsky 
Jack  Segal 

M.  P,  Segal 
E.  C.  Segerson 
R.  E.  Semmes 
Norman  D.  Shapiro 
John  L.  Shaw 
Martin  C.  Shea,  Jr. 

J.  J.  Shea,  Jr. 

Wm.  E.  Sheffield 
James  R.  Shelton 
Paul  Henry  Sherman 
Roger  T.  Sherman 
Leslie  Bowlin  Shu- 

make 

Saul  Siegel 

Michael  N.  Silverman 
Teresa  Silverman 
James  C.  H.  Simmons 
Elizabeth  F.  Sinclair 
Paul  R.  Sissman 
Edward  F.  Skinner 
Henry  T.  Slawson,  Jr. 
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Avron  A.  Slutsky 
Alvin  E.  Smith 
Hugh  Smith 

0.  E.  Smith 
Vernon  I.  Smith,  Jr. 
Frank  W.  Smythe,  Jr. 
John  J.  Sohm 
Phineas  J.  Sparer 

J.  S.  Speed 
Wm.  O.  Speight,  Jr. 
Eugene  J.  Spiotta 
Douglas  H.  Sprunt 

C.  Cooper  Stanford 
Thos.  V.  Stanley,  Jr. 
Ray  G.  Stark 

C.  Harold  Steffee 
William  P.  Stepp 
Thomas  N.  Stern 
Cleo  W.  Stevenson 

E.  M.  Stevenson 
E.  N.  Stevenson 

M.  J.  Stewart 
Edward  H.  Storert 
Gene  H.  Stollerman 
J.  Fred  Strain 
Henry  T.  Stratton 

A.  N.  Streeter 
Odis  Strong 

Robt.  J.  Stubblefield 
Robert  L.  Summitt 
Michael  J.  Sweeney 
E.  W.  Sydnor,  Jr. 

Hall  S.  Tacket 

B.  S.  Talley 

Mark  H.  Tanenbaum 
Finis  A.  Taylor 
Robert  C.  Taylor 
W.  W.  Taylor 
Morton  J.  Tendler 
Amos  Lee  Thomas 
Don  R.  Tielens 
Wm.  C.  Threlkeld 
Robert  Edwin  Tooms 

A.  B.  Tripp 
Merlin  L.  Trumbull 

1.  Frank  Tullis,  Jr. 

H.  K.  Turley,  Jr. 

John  C.  Turley 

P.  A.  Turman 

R.  B.  Turnbull 
Steve  H.  Turnbull,  Jr. 
Henry  B.  Turner 
Arliss  H.  Tuttle 
Austin  R.  Tyrer,  Jr. 
Wm.  T.  Tyson,  Jr. 
Jefferson  D.  Upshaw, 
Jr. 

Robert  A.  Utterback 
Edmund  Utkov 
E.  A.  Vaccaro 
Helen  Key  Van  Fosscn 

C.  F.  Varner 
Walter  E.  Venter 
Leonard  J.  Vernon 
Sidney  D.  Vick 
John  R.  Vincent 
James  W.  Walker 
Richard  H.  Walker 
Richard  P.  Walker 

H.  Hamilton  Walker 
W.  White  Walker,  Jr. 
Fred  C.  Wallace 
James  A.  Wallace 
Peter  B.  Wallace 
Maurice  E.  Waller 
Thomas  L.  Waring 

O.  S.  Warr,  Jr. 

W.  W.  Watkins 
J.  J.  Weems 
Alva  B.  Weir,  Jr. 
Samuel  Wetter 
T.  H.  West 
Thos.  Jefferson  White, 
Jr. 

William  G.  White 
J.  E.  Whiteleather 
Gene  L.  Whitington 


W.  L.  Whittemore 

I.  1).  Wiener 

W.  Wiggins  Wilder 
Ephriam  B.  Wilkinson 

H.  G.  Williams 
Paul  H.  Williams 
Gordon  L.  Wills 
John  R.  Wills 
Harry  W.  Wilson 
Harwell  Wilson 
James  E.  Wilson 
John  M.  Wilson 
Andrew  A.  Windham 

J.  B.  Witherington 
Matthew  W.  Wood 
Richard  L.  Wooten 
C.  W.  Woolley 
Howell  D.  Woodson 
C.  H.  Workman,  Jr. 
Jerry  L.  Worrell 
Earle  L.  Wrenn,  Jr. 

J.  Leo  Wright 

I. .  D.  Wright,  Jr. 
Lawrence  D.  Wrubie 
Henry  Wurzburg 

C.  F.  Yates 
Jack  G.  Young 
John  D.  Young,  Jr. 
Bernard  M.  Zussman 

Millington 
Paul  J.  Batson,  Jr.* 

A.  J.  Cates 
Fletcher  Goode 
Billy  W.  King 

SMITH  COUNTY 
Carthage 
Hugh  E.  Green 

D.  Gordon  Petty 
Frank  T.  Rutherford, 

Jr. 

I hayer  S.  Wilson 

STEWART 

COUNTY 

Albert  R.  Lee 
SULLIVAN  COUNTY 
Blountville 

J.  W.  Erwin 
Robert  G.  Patrick 

Bristol 

(Tenn.-Va.) 

Harry  W.  Bachman 
Frank  S.  Blanton,  Jr. 
Talmadge  Buchanan 
W.  C.  Carreas 

N.  J.  Chew 
Bennett  Cowan 

A.  S.  Crawford 
Wm.  S.  Credle 
John  Robert  Esther 
Wm.  M.  Gammon 
Walter  R.  Gaylor 
Thomas  W.  Green 
Waverly  S.  Green 
Wm.  C.  Grigsby 
Cltas.  J.  Harkrader 
Ellis  U.  Harr 
Basil  T.  Harter 
Wm.  H.  Johnson 
King  A.  Jamison 
Ronald  C.  Kelly 
Tom  H.  Kuhnert 

J.  O.  Marcy 
Fred  C.  McCall 
George  W.  McCall 
Janies  G.  McFaddin 
Joe  E.  Mitchell 

B.  W.  Mongle 
Marion  J.  Murray,  Jr. 
Floyd  E.  Nicley 
Wade  Nowlin 
tResidency  Training 


Robert  A.  Repass 
Guy  C.  Richardson 
W.  F.  Schmidt 
Hal  S.  Stubbs 

F.  W.  Sutterlin 
J.  F.  Thackston 
Frederick  Vance,  Jr. 

S.  S.  Whitaker 
S’clney  A.  Wike 
H.  P.  Williams 

Kingsport 
M.  J.  Adams 
Robert  N.  Alexander 
James  L.  Allen 

(Mbr.  Bradley  Co.) 
Edmond  L.  Alley 
Donald  W.  Bales 
Cleland  C.  Blake 
Robert  L.  Banner 
James  H.  Boles 
Harlis  O.  Bolling 
Paul  F.  Brookshire 
H.  J.  Brown 
Robert  Hyatt  Brown 

D.  G.  Burmeister 
W.  B.  Camp 
Edward  K.  Carter 

D.  P.  Chance 
Robt.  C.  Christensen 
L.  C.  Cox 
Paul  W.  Cox 
John  L.  Dallas 
Floyd  Davis 
Robert  D.  Doty 
W.  C.  Eversole 
Wnt.  Allen  Exuni 
Frank  S.  Flanary 
J.  Frank  Fleming 
Billy  N.  Golden 
Elmer  A.  Green 
Janies  J.  Hamilton 
William  Harrison,  Jr. 
Marshall  D.  Hogan,  Jr. 

R.  J.  Jarvis 
Robert  H.  Jernigan 
Malcolm  M.  Jones,  Jr. 
Robert  C.  Jones 
Robert  E.  Keith 
Kenneth  R.  Kiesau 
Joseph  A.  King 
Kenneth  C.  Lynch 
Robert  E.  Maddox 
Joseph  K.  Maloy 
Eugene  M.  Maul 
Frederick  G.  McCon- 
nell 

John  R.  McDonough 
H.  J.  Michals 
John  FI.  Moore 
John  E.  Munal 
James  B.  Nichols,  Jr. 
Frank  B.  O’Connell, 
Jr. 

R.  E.  Pearson 
Jacob  R.  Pierce 
J.  S.  Powers,  Jr. 
Norman  S.  Propper 
J.  Shelton  Reed 
Nathan  A.  Ridgeway, 
Jr. 

Clay  A.  Renfro 
H.  W.  Rule 
W.  E.  Scribner 
Merrit  B.  Shobe 
J.  E.  Shull 
Lyle  R.  Smith 
Warren  Y.  Smith 
R.  T.  Strang 
Wm.  P.  Templeton 
James  S.  Vermillion 
William  B.  Walters 
John  B.  Warren 
J.  Dwight  Whitt 
H.  Jackson  Whitt 
W.  A.  Wiley 
J.  E.  Williams 


SUMNER 

COUNTY 

Gallatin 

Joseph  R.  Blackshcar 
W.  M.  Dedman 
Haldcn  W.  Hooper 
Wm.  N.  Massey 
Robert  A.  Moore 
Clarence  R.  Sanders 
Walter  H.  Stephenson 
James  R.  Troutt,  Jr. 

R.  C.  Webster 
John  B.  Wallace 

Hendersonville 
W.  Gordon  Doss 
Charles  M.  Gillitt 
J.  Wesley  Osborne 
(Mbr.  Davidson 
Co.) 

Portland 
Albert  G.  Dittes 
James  T.  Ladd 
Ralph  W.  Simonton, 
Jr. 

Westmoreland 
Thomas  F.  Carter 

TIPTON 

COUNTY 

Covington 

Warren  A.  Alexander 
Travis  L.  Bolton 
N.  L.  Hyatt 
J.  S.  Ruffin,  Jr. 

H.  S.  Rule 

James  D.  Witherington 
Munford 
H.  W.  Vaughan 
A.  S.  Witherington,  Jr. 

TROUSDALE 

COUNTY 

Hartsville 
Edgar  K.  Bratton 
(Mbr.  Smith  Co.) 

I i.i  N.  Kelley 

(Mbr.  Sumner  Co.) 

UNION  COUNTY 
Maynardville 

John  A.  Marsee 

(Mbr.  Knox  Co.) 


UNICOI  COUNTY 
Erwin 
R H.  Harvey 
N.  E.  Hyder 
H.  L.  Monroe 
Earl  Peterton 


VAN  BUREN 
COUNTY 

Spencer 

Margaret  Wrenn 
Rhinehart 


WARREN 

COUNTY 

McMinnville 
Wallace  Bigbee 

C..  M.  Clark 
J.  P.  Dietrich 
J.  Franklin  Fisher 
J.  C.  Gaw 
James  L.  Moore 


C.  E.  Peery,  Jr. 
J.  E.  Phillips 


WASHINGTON 

COUNTY 

Johnson  City 
C.  E.  Allen 
William  P.  Bailey,  Jr. 
Justin  C.  Blevins 
J.  R.  Bowman 

E.  T.  Brading 
Duane  C.  Budd 

G.  J.  Budd 

E.  M.  Campbell 
Lewis  F.  Cosby,  Jr. 
Alfred  N.  Costner 
Douglass  H.  Crockett 
Horace  P.  Cupp 
R.  G.  Dennis 

H.  B.  Dearman 

T.  J.  Ellis 

C.  W.  Friberg 
Byron  W.  Frizzell 
Lyman  A.  Fulton 
Newton  F.  Garland 
James  Warren  Gibson 
Lawrence  E.  Gordon, 

Jr- 

Clarence  E.  Goulding 
Charles  S.  Gresham 
James  O.  Hale 
Ben  D.  Hall 
Walter  D.  Hankins 
Charles  H.  Hillman 
Sam  Huddleston 
John  F.  Lawson 
Carroll  H.  Long 
Gordon  L.  Mason 
W.  T.  Mathes,  Jr. 

T.  P.  McKee 
J.  B.  McKinnon 
Walter  A.  McLeod 

E.  A.  Meeks 
Ray  W.  Mettetal 
Walter  R.  Miller 
Richard  Morrison,  Jr. 
H.  C.  Moss,  Jr. 

Harry  Myron,  Jr. 

Peter  A.  Oliva 
Orland  S.  Olsen,  Jr. 

C.  O.  Parker 
Robert  E.  Piston 
John  P.  Platt 
Wallace  L.  Poole 
Thomas  P.  Potter,  Jr. 
James  J.  Range 
Gilbert  A.  Rannick 

B.  A.  Richardson 
Kenneth  Roark 
Clarence  L.  Ruffin 
J.  M.  Sams 
George  K.  Scholl 
A.  D.  Shelton 
Howell  W.  Sherrod 
M.  Sidky-Afifi 
Charles  K.  Slade 
Mel  D.  Smith 
Edward  B.  Steffner 

F. arl  J.  Sullivan 
Hugh  F.  Swingle,  Jr. 

C.  J.  Vandiver 
Edward  T.  West,  Jr. 
Charles  P.  Wofford 

Jonesboro 
Sells  Blevins 
H.  B.  Cupp 

Limestone 

G.  V.  Stanton 

Mountain  Home 
C.  M.  Creech 

F.  B.  Kelly 


Walter  Fleishman 
Martin  Kerlan 
Harry  N.  Waggoner 
Shelburne  D.  Wilson 


WAYNE  COUNTY 

Waynesboro 

Dexter  L.  Woods 
Dexter  L.  Woods,  Jr. 


WEAKLEY 

COUNTY 

Dresden 

Ed.  H.  Welles,  Jr. 
Paul  W.  Wilson 

Gleason 
Robert  M.  Jeter 
Greenfield 

Edward  T.  Frank,  Jr. 
Ira  F.  Porter 
Nathan  F.  Porter 

Martin 

Melvin  K.  Bottorff 
R.  W.  Brandon,  Jr. 
Sam  J.  Denny 

G.  S.  Plog 

O.  K.  Smith 
Enos  C.  Thurmond, 
Jr. 


WHITE  COUNTY 

Sparta 

W.  H.  Andrews 
Robert  F.  Baker 
Donald  Bradley 
Charles  A.  Mitchell 
C.  B.  Roberts 
Leighton  H.  Smith,  Jr. 


WILLIAMSON 

COUNTY 

Franklin 

W.  F.  Encke 
Harry  J.  Guffce 
Robert  M.  Hollister 
Howell  P.  Hoover,  Jr. 
R.  H.  Hutcheson 
Anthony  Joel  Lee 
Walter  W.  Pyle 
T.  C.  Rice 
J.  L.  Willoughby 
Eugene  S.  Wolcott 


WILSON  COUNTY 

Lebanon 

Robert  C.  Bone 
James  C.  Bradshaw 
Joe  F.  Bryant 
Morris  D.  Ferguson 
A.  T.  Hall 

R.  C.  Kash 
James  P.  Leathers 

D.  P.  McFarland,  III 
(Mbr.  Coffee  Co.) 

S.  B.  McFarland 

T.  R.  Puryear 
J.  H.  Tilley 
W.  K.  Tilley 

R.  Phillips  Turner 


MEMBERS  RESIDING  OUTSIDE  OF  TENNESSEE 

Baker,  Joseph  J.,  Butler  Hospital,  Providence,  R.  I. 

Berg,  Leonard,  711  Delaware,  Fort  Pierce,  Florida 
Blackwell,  Carolyn  F.,  1727  A.N.  Decatur  Road,  East,  Atlanta, 
Georgia 

Blumen,  Lawrence,  Orange  Memorial  Hospital,  Orlando,  Florida 
Brinkley,  Billy  B.,  633  State  Street,  Bristol,  Virginia 
Crawley,  William  D.,  Jr.,  783  Chicamauga  Avenue,  Rossville, 
Georgia 

Crouch,  Henry  W.,  Apt.  #7,  37  Blackburn,  Belleville,  Illinois 
Denniston,  Joseph  C.,  Dept,  of  Welfare,  and  Health,  Welfare 
Bldg.,  Harrisburg,  Pennsylvania 
Floyd,  Malcolm  S.,  St.  Thomas  Hospital,  Kolby,  Kansas 
Glasgow',  R.  M.,  10156  Kenwood,  Cincinnati,  Ohio 
Graeme,  Jock  L.,  556  Morris  Avenue,  Summitt,  New  Jersey 
Hampton,  Hobart  M.,  Weber  City,  Virginia 


Harding,  H.  J.  P.,  2576  Habersham  Avenue,  Columbus,  Georgia 
Hoover,  John  P.,  211  Andrews,  Rossville,  Georgia 
Hutcheson,  Robert  H.,  Johns  Hopkins  Hospital,  Baltimore, 
Maryland 

Lane,  Kenneth  S.,  Grand  Central  Station,  New  York.  N.  Y. 
Levesque,  Patrick  R.,  Conn.  Valley  Hospital,  Middleton, 
Connecticut 

Ludington,  D.  Clifford,  Jr.,  Adventist  Hospital,  Box  240, 
Benzhazi,  Africa 

Milburn,  Joseph  Leslie,  c/o  Trover  Clinic,  Madisonville,  Ken- 
tucky 

Noyes,  Robert  W.,  University  of  Hawaii,  Honolulu,  Hawaii 
Payne,  James  A.,  112  Cherokee,  Jeffersonville,  Indiana 
Phillips,  I.  E.,  State  Hospital,  Columbia,  South  Carolina 
Pollard,  Arlee  E.,  Little  Rock,  Arkansas 

Price,  James  Howard,  University  of  Alabama  Medical  Center, 
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Dept,  of  Anesthesia,  1919-7th  Avenue,  So.,  Birmingham, 
Alabama 

Ranck,  Edward  B.,  705  Pershing  Hotel,  Atlanta,  Georgia 
Roberts,  A.  1).,  1210  Windsor  Road,  Apt.  #214,  Austin,  Texas 
Rudnicki,  Richard  P.,  224  East  Main  Street,  Carlinville,  Illinois 
Schmidt,  Lewis  A.,  Galliopolis,  Ohio 

Shelamer,  Arthur  M.,  USAID,  c/o  State  Dept.  Mail  Room,  Wash- 
ington, D.  C. 

Shull,  V.  F.,  Mulberry,  Indiana 

Sitterson,  Beecher  W.,  c/o  F.  Goodrich  Footwear  Co.,  Water- 
town,  Mass. 

Solomon,  John  J.,  Bells  Mills  Road,  Bethesda,  Maryland 
Steadman,  Hunter  M.,  1223  Thomas,  Denton,  Texas 
Wright,  James  C.,  201  Richmond  Avenue,  Rossville,  Georgia 


DECEASED  MEMBERS  1965 


Ousley,  J.  M.,  Maryville  Blount 

Calloway,  Lea,  Maryville  Blount 

Speck,  Carl  T.,  Jr.,  Cleveland  Bradley 

Riggs,  James  W.,  LaFollette  Campbell 

Presley,  J.  W.,  LaFollette  Campbell 

Bryan,  O.  N.,  Nashville  Davidson 

Faulkner,  Wm.  H.,  Nashville  Davidson 

Oliver,  O.  A.,  D.D.S.,  Nashville  Davidson 

Wilson,  John  Maurice,  Nashville  Davidson 

Jones,  J.  A.,  Stanton  Gibson 

W.  Lewis  McGuffin,  Greeneville  Greene 

Bishop,  P.  M.,  Whiteville  Hardeman 

Brown,  Robert  L.,  Morristown  Hamblen 

Hampton,  Foster,  Jr.,  Chattanooga  Hamilton 

Jenkins,  E.  L.,  Soddy  Hamilton 

Edward  T.  Newell,  Sr.,  Chattanooga  Hamilton 

Von  Canon,  O.  L.,  Chattanooga  Hamilton 

McSwain,  J.  H.,  Paris  Henry 

Jones,  Sam  Ogle,  Centerville  Hickman 

Acree,  N.  D.  J.,  Knoxville  Knox 

Christenberry,  W.  F.,  Knoxville  Knox 

Cruze,  L.  F.,  Powell  Station Knox 

Haun,  Louis  Eugene,  Sr.,  Louisville,  Tenn Knox 

Henderson,  N.  A.,  Knoxville  Knox 

Hill,  John  R.,  Knoxville  Knox 

Muller,  Arthur  J.,  Knoxville  Knox 

Roberts,  M.  S.,  Knoxville  Knox 

Jones,  Horace  L.,  Jackson  Madison 

Casey,  Mildred,  Columbia  Maury 

Jones,  J.  H.,  Mt.  Pleasant  Maury 

McClary,  Spencer  Boyd,  III,  Etowah  McMinn 

Runyan,  Bryce  F.,  Clarksville  Montgomery 

Black,  J.  B.,  Murfreesboro  Rutherford 

Baskins,  J.  S.,  Memphis  Shelby 

Carter,  J.  Parvin,  Memphis  Shelby 

Chaney,  W.  C.,  Memphis  Shelby 

Clark,  J.  E.,  Forrest  Hill  Shelby 

DeMarco,  V.  J.,  Memphis  Shelby 

Holehan,  M.  W.,  Memphis  Shelby 

Hurt,  William  E.,  Memphis  Shelby 

Ish,  G.  W.  Stanley,  Jr.,  Memphis  Shelby 

Meadors,  J.  E.,  Memphis  Shelby 

Prieto,  Helen,  Memphis  Shelby 

Morgan,  J.  L.,  Memphis  Shelby 

Sebulsky,  L.  L.,  Memphis  Shelby 

Strain,  Samuel  Frederick,  Jr.,  Memphis  . Shelby 

Taylor,  James  A.,  Memphis  Shelby 

West,  Jasper  D.,  Memphis  Shelby 

Williamson,  S.  B.,  Milan  Shelby 

Wood,  P.  H.,  Memphis  Shelby 

Crooks,  C.  S.,  Kingsport  Sullivan 

Clark,  C.  M.,  Jr.,  McMinnville  Warren 

Mooneyham,  E.  L.,  Rock  Island  Warren 

VETERAN  MEMBERS 

M.  L.  Connell,  Wartrace  Bedford 

B.  L.  Burdette,  Shelbyville  Bedford 

T.  R.  Ray,  Shelbyville  Bedford 

J.  S.  Tipton,  Friendsville  Blount 

K.  A.  Bryant,  Maryville  Blount 

Roy  A.  Douglass,  Sr.,  Huntingdon Carroll 

L.  E.  Trevathan,  Bruceton  Carroll 

Estill  L.  Caudill,  Sr.,  Doctors  Bldg.,  Elizabethton  Carter 

Elisha  Farrow,  Bells  Crockett 

S.  E.  McDonald,  Bells  Crockett 

Lawrence  A.  Chrouch,  Pleasant  Hill  Cumberland 

W.  B.  Anderson,  2723  Wortham  Drive,  Nashville  ...Davidson 
Anna  M.  Bowie,  1616  18th  Ave.,  So.,  Nashville Davidson 

C.  E.  Brush,  2320  West  End  Ave,  Nashville  Davidson 

B.  F.  Byrd,  Sr.,  301  7th  Ave.,  No.,  Nashville  Davidson 

Will  Camp,  Rock  Island Davidson 

Wm.  R.  Cate,  1100  Stonewall  Dr Davidson 

John  S.  Cayce,  Mid-State  Medical  Center,  Nashville  ...  Davidson 
W.  J.  Core,  1709  Stokes  Lane,  Nashville  Davidson 

T.  D.  Dailey,  Old  Hickory,  Doctors  Bldg Davidson 

W.  C.  Dixon,  Doctors  Building,  Nashville  Davidson 

Beverly  Douglas,  Med.  Arts  Bldg.,  Nashville  Davidson 

Henry  L.  Douglass,  Doctors  Bldg.,  Nashville  Davidson 

L.  W.  Edwards,  2001  Hayes  St.,  Nashville  Davidson 

R.  W.  Grizzard,  Howell  Place,  Nashville  Davidson 

George  A.  Hatcher,  College  Grove  Davidson 

O.  S.  Hauk,  Tennessee  State  Prison,  Nashville  Davidson 

R.  N.  Herbert,  4124  Franklin  Road,  Nashville  Davidson 

J.  B.  Hibbitts,  Jr.,  Bennie-Dillon  Bldg.,  Nashville  . . . Davidson 

J.  Harvill  Hite,  Bennie  Dillon  Bldg.,  Nashville  Davidson 

Wm.  A.  Horan,  1104  Ordway  Place,  Nashville  Davidson 

Hollis  E.  Johnson,  2122  West  End  Avenue  Davidson 


W.  P.  Law,  Haw'kins  Road,  Westmoreland  Davidson 

John  M.  Lee,  3730  Whitland  Ave.,  Nashville  Davidson 

John  J.  Lentz,  3705  Central  Ave,  Nashville  Davidson 

James  D.  Lester,  Bennie  Dillon  Bldg.,  Nashville  Davidson 

Milton  Smith  Lewis,  Bennie  Dillon  Bldg.,  Nashville  . .Davidson 
W.  P.  Manlove,  4212  Brush  Hill  Road,  Nashville  ...  Davidson 

C.  C.  McClure,  Sr.,  5650  Hillsboro  Rd.,  Nashville  Davidson 
Theodoie  Morford,  3510  Woodmont  Blvd.,  Nashville  Davidson 

D.  L.  Mumpower,  1126  Howard  Ave.,  Nashville  ...  Davidson 

Oscar  G.  Nelson,  1310  Church  St.,  Nashville  Davidson 

T.  G.  Pollard,  Doctors  Building  Nashville  Davidson 

Bruce  P’Pool,  Doctors  Bunding,  Nashville  Davidson 

W.  E.  Reynolds,  1200  Plymouth  Ave.,  Nashville  Davidson 

B.  T.  Rucks,  6228  Cellini  St.,  Coral  Gables,  Fla.  . Davidson 
H.  S.  Shoulders,  Imperial  House,  Bosley  Springs  Rd., 

Nashville  Davidson 

Robert  E.  Sullivan,  203  Evelyn  Ave.,  Nashville  Davidson 

S.  R.  Teachout,  Glencourt  Apts.,  Nashville Davidson 

Harold  Truebger,  820  Normal  Circle,  Memphis  Davidson 

Harlin  Tucker,  303  Park  Manor,  115  Woodmont  Blvd., 

Nashville  Davidson 

Paul  L.  Warner,  3004  Hobbs  Road,  Nashville  Davidson 

Robert  J.  Warner,  204  Hdlwood  Dr.,  Nashville  Davidson 

Jack  Witherspoon,  Doctors  Bldg.,  Nashville  Davidson 

John  B.  Youmans,  Franklin,  RFD  3,  Davidson 

J.  A.  Ledbetter,  Dyersburg  Dyer 

John  W.  Morris,  Somerville  Fayette 

Fred  K.  West,  Rossville  Fayette 

O.  N.  Torian,  Sewanee  Franklin 

M.  D.  Ingram,  Trenton  Gibson 

W.  C.  McRee,  Trenton  Gibson 

W.  J.  Johnson,  Pulaski  Giles 

Wm.  A.  Lewis,  Pulaski  Giles 

L.  E.  Coolidge,  Greeneville  Greene 

J.  G.  Hawkins,  Greeneville  Greene 

W.  T.  Mathes,  Greeneville  Greene 

L.  P.  Brooks,  Chatta.  Bk.  Bldg.,  Chattanooga Hamilton 

Wm.  R.  Buttram,  408  McCallie  Ave.,  Chattanooga  . Hamilton 

John  L.  Cooley,  Tarpon  Springs,  Florida  Hamilton 

John  E.  Frazier,  Lookout  Mtn Hamilton 

Paul  M.  Golley,  707  No.  Bragg,  Lookout  Mm., 

Chattanooga  Hamilton 

Oscar  D.  Groshart,  Provident  Bldg.,  Chattanooga  ....  Hamilton 
Chester  L.  Lassiter,  415  Ham.  Bk.  Bldg.,  Chattanooga  Hamilton 

Stewart  Lawwill,  Sr.,  1108  Med.  Arts  Bldg.  Hamilton 

H.  O.  Long,  1605  Woodland  Road,  Chattanooga  ...  Hamilton 

Wm.  H.  Marsh,  1702  Carroll  Lane,  Chattanooga  Hamilton 

Harold  J.  McAlister,  1301  Dodds  Ave.,  Chattanooga  Hamilton 

A.  M.  Patterson,  Medical  Arts  Bldg.,  Chattanooga  Hamilton 
John  B.  Steele,  106  Morningside  Drive,  Chattanooga  Hamilton 

G.  Victor  Williams  905  Tremont,  Chattanooga  Hamilton 

J.  Knox  Tate,  Bolivar  Hardeman 

O.  M.  Swanay,  Rogersville  Hawkins 

T.  C.  Chapman,  Brownsville  Haywood 

E.  B.  Paschall,  Paris  Henry 

T.  A.  Caldwell,  Jefferson  City  Jefferson 

Eben  Alexander,  Eastern  State  Hospital,  Knoxville  Knox 

M.  C.  Bowman,  Woodson  Drive,  Knoxville  Knox 

Wm.  R.  Cross,  Medical  Arts  Bldg.,  Knoxville  Knox 

Henry  K.  Cunningham,  Med.  Arts  Bldg.,  Knoxville  . . . Knox 

Ray  V.  DePue,  Doctors  Bldg.,  Knoxville  Knox 

W.  F.  Dorsey,  513  West  Church  Ave.,  Knoxville  Knox 

Louis  A.  Haun,  Med.  Arts  Bldg.,  Knoxville  Knox 

M.  L.  Jenkins,  Corryton  Knox 

R.  L.  McReynolds,  Med.  Arts  Bldg.,  Knoxville  Knox 

Alfred  F.  Miller,  820  Temple,  Knoxville  Knox 

J.  F.  Morrow,  Doctors  Bldg.,  Knoxville  Knox 

S.  Joe  Platt,  Blount  Prof.  Bldg.,  Knoxville  Knox 

W.  D.  Richards,  3138  Linden  Ave.,  Knoxville  Knox 

M.  S.  Roberts,  Medical  Arts  Bldg.,  Knoxville  Knox 

Dan  R.  Thomas,  Med.  Arts  Bldg.,  Knoxville  Knox 

W.  S.  Alexander,  Ridgely  Lake 

James  L.  Dunavant,  Ripley  Lauderdale 

J.  R.  Lewis,  Ripley  Lauderdale 

J.  W.  Danley,  Lawrenceburg  Lawrence 

W.  E.  Boyce,  Hohenwald  Lewis 

A.  L.  Griffith,  Elora  Lincoln 

T.  E.  Ashley,  Fayetteville  Lincoln 

J.  E.  Sloan,  Fayetteville  Lincoln 

Tate  Collins,  Jackson  Madison 

W.  T.  Fitts,  700  West  Forest  St.,  Jackson  Madison 

John  C.  Pearce,  420  East  Main,  Jackson  Madison 

John  E.  Powers,  East  Chester  St.,  Jackson  Madison 

Claude  Y.  Clarke,  Mt.  Pleasant  Maury 

G.  C.  English,  Mt.  Pleasant  Maury 

B.  H.  Woodard,  Spring  Hill  Maury 

Wm.  J.  Cameron,  Box  46  Monroe 

W.  A.  Rogers,  Tellico  Plains  Monroe 

J.  H.  Carr,  Oakdale  Morgan 

Lex  Dyer,  Cookeville  Putnam 

L.  M.  Freeman,  Granville  Putnam 

W.  A.  Howard,  Cookeville  Putnam 

J.  T.  Moore,  Sr.,  Algood  Putnam 

J.  S.  Hawkins,  Springfield  Robertson 

Marshall  Brucer,  Rt.  4,  Box  203,  Tucson,  Arizona  Roane 

James  Carr,  Oakdale  Roane 

George  P.  Zirkle,  Kingston  Roane 

Joseph  E.  J.  King,  Murfreesboro,  Box  899  Rutherford 

D.  T.  Chambers,  Norma  Scott 

Riley  L.  Ingle,  Sevierville  Sevier 

Robert  F.  Thomas,  Pitman  Center  Community  Sevier 

O.  H.  Yarberry,  Sevierville  Sevier 

C.  A.  Chaffee,  Cordova  Shelby 

C.  D.  Allen,  1019  Madison  Ave.,  Memphis  Shelby 

S.  B.  Anderson,  956  Hiawatha,  Memphis  Shelby 

D.  H.  Anthony,  220  South  Claybrook,  Memphis  Shelby 

Chas.  A.  Bender,  4088  Walnut  Grove  Rd.,  Memphis  Shelby 
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R.  L.  Bowlin,  Exchange  Bldg.,  Memphis  Shelby 

L.  F.  Boyd,  2067  Hailwood  Drive,  Memphis  Shelby 

Kinsey  M.  Buck,  1192  Madison  Ave.,  Memphis  Shelby 

W.  C.  Colbert,  899  Madison  Ave.,  Memphis  . . . . Shelby 

T.  N.  Coppedgc,  1807  Ilarbert,  Memphis  Shelby 

Joseph  A.  Crisler,  Jr.,  264  Windover  Road,  Memphis  Shelby 

R.  R.  Davenport,  664  No.  McLean,  Memphis  Shelby 

H.  B.  Everett,  2541  Broad  Street,  Memphis  Shelby 

R.  B.  Flaniken,  1115  Madison  Ave.,  Memphis  Shelby 

C.  H.  Glover,  Exchange  Bldg.,  Memphis  Shelby 

James  O.  Gordon,  3437  Central  Ave.,  Memphis  Shelby 

W.  H.  Gragg,  Sr.,  1597  Jackson  Avenue,  Memphis  Shelby 

W.  R.  Graves,  505  So.  Highland,  Memphis  Shelby 

Emmett  R.  Hall  Exchange  Bldg.,  Memphis  Shelby 

B.  F.  Hardin,  Hickman  Bldg.,  Memphis  Shelby 

Joel  J.  Hobson,  1442  Harbert  Ave.,  Memphis  Shelby 

A.  G.  Hudson,  3474  Southern  Avenue,  Memphis  Shelby 

H.  B.  Jacobson,  114  No.  McLean  Ave.,  Apt.  2,  Memphis  Shelby 

D.  H.  James,  1125  Exchange  Bldg.,  Memphis  Shelby 

J.  A.  James,  1125  Exchange  Bldg.,  Memphis  Shelby 

Thomas  F.  Leatherwood,  835  Exchange  Bldg.,  Memphis.  Shelby 
W.  H.  Lovejoy,  511  So.  Parkway,  East,  Memphis  Shelby 

C.  H.  Marshall,  904  Exchange  Bldg.,  Memphis  Shelby 

C.  R.  Mason,  14  West  Mallory  Ave.,  Memphis Shelby 

J.  W.  Mason,  606  Chelsea  Ave.,  Memphis  Shelby 

R.  F.  Mason,  188  So.  Bellevue,  Memphis  Shelby 

J.  E.  Meadors,  3383  Summer  Ave.,  Memphis  Shelby 

A.  H.  Meyer,  Sr.,  Sterick  Bldg.,  Memphis  Shelby 

W.  D.  Mims,  3735  Poplar  Ave.,  Memphis  Shelby 

F.  Tom  Mitchell,  376  South  Bellevue,  Memphis  Shelby 

Ralph  B.  McCormick,  1473  Madison  Ave.,  Memphis  . . . Shelby 

J.  A.  McIntosh,  Col.  Mut.  Tower,  Memphis  Shelby 

L.  P.  Pearce,  103  Terrace  Dr.,  Sheffield,  Alabama  Shelby 


J.  W.  Ragsdale,  1001  Madison,  Memphis  Shelby 

Alma  B.  Richards,  1214  Central  Ave.,  Memphis  Shelby 

W.  L.  Rucks,  3314  Poplar  Ave.,  Memphis  Shelby 

P.  B.  Russell,  3654  Park  Ave.,  Memphis  Shelby 

M.  B.  Seligstein,  U & P Bank  Bldg,  Memphis  Shelby 

W.  Likely  Simpson,  3515  South,  Memphis  Shelby 

Neuton  S.  Stern,  899  Madison  Ave.,  Memphis Shelby 

Carrol  C.  Turner,  5650  Raleigh-LaGrange  Rd.,  Memphis  Shelby 
Norman  Taube,  1550  North  Parkway,  Apt.  #401, 

Memphis  Shelby 

Cecil  Warde,  1707  Madison  Ave.,  Memphis  Shelby 

W.  L.  Williamson,  40  South  Evergreen,  Memphis  Shelby 

R.  E.  Key,  Carthage  Smith 

H.  W.  Bachman,  Sr.,  Doctors  Bldg.,  Bristol  . . Sullivan  Johnson 

R.  N.  Buchanan,  Sr.,  Hendersonville  Sumner 

T.  R.  Bowers,  Doctors  Bldg.,  Bristol Sullivan-Johnson 

Nat  H.  Copenhaver,  Central  Bldg.,  Bristol  . . . Sullivan-Johnson 

A.  B.  English,  26  4th  St.,  Bristol  Sullivan-Johnson 

B.  Roy  Howard,  Kingsport  Sullivan-Johnson 

S.  R.  McDowell,  Blountville  Sullivan-Johnson 

Alan  K.  Turner,  200  Solar  St.,  Bristol,  Va.  Sullivan-Johnson 

D.  D.  Vance,  Central  Bldg.,  Bristol  Sullivan-Johnson 

Wm.  K.  Vance,  609  Spruce  St.,  Bristol  Sullivan-Johnson 
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Plans  for  1965 
Annual  Meeting 
In  Chattanooga 


• Plans  for  the  130th  annual  meeting  in  Chattanooga,  April 
11-13,  1965,  have  practically  been  completed.  The  Read 
House  has  been  designated  as  the  headquarters  hotel  and  the 
scientific  sessions  of  the  specialty  societies  will  be  con- 
ducted in  the  Read  House  and  Patten  Hotels.  Sessions  of  the 
House  of  Delegates  will  also  be  conducted  in  the  Read  House. 


Housing  • The  Chattanooga  Convention  and  Visitors  Bureau  will  co- 

ordinate housing  for  the  meeting.  Physicians  and  guests 
should  direct  their  communication,  listing  preferences,  to 
the  Chattanooga  Convention  and  Visitors  Bureau,  which  will 
forward  a request  to  the  facility  of  choice.  Every  physi- 
cian will  be  mailed  a reservation  form  early  in  January. 

The  1965  meeting  will  be  held  from  Sunday  through  Tues- 
day (April  11-13).  This  is  a change  in  previous  years.  The 
Wednesday  morning  session  will  be  eliminated. 


House  of  Delegates 


Reference  Committees 
Of  the  House  of 
Delegates 


• The  Sunday  meeting  of  the  House  of  Delegates  has  been 
scheduled  for  1:00  P.M.  The  House  will  meet  for  its  opening 
session  on  Sunday  and  again  on  Tuesday  morning,  April  13th. 

• Following  the  first  session  of  the  House,  all  reports, 
resolutions,  and  amendments  will  be  assigned  to  Reference 
Committees.  The  Reference  Committees  will  meet  on  Monday, 
April  12th  when  members  of  the  House  of  Delegates  and  any  TMA 
physician  member  may  appear  before  the  Reference  Committees 
for  whatever  testimony  desired.  Following  the  hearings,  the 
Reference  Committees  will  prepare  their  reports  and  present 
recommendations  to  the  House  at  its  second  session  on  Tues- 
day, April  13th. 


Social  Events  • The  principal  social  event  will  be  the  President's  Ban- 

quet on  Monday  evening,  April  12th  in  the  Read  House.  A 
social  hour  will  precede  the  Banquet  at  7:00  P.M.  Dancing 
will  follow  to  the  music  of  the  Doctors'  orchestra. 


Specialty  Societies  • Specialty  societies  and  related  medical  organizations 

will  hold  sessions  on  all  three  days  of  the  annual  meeting. 
Sixteen  groups  will  present  programs. 


County  Society  Officers  • Last  month,  county  societies  received  requests  for  names 

of  their  designated  representatives  to  the  House  of  Dele- 
gates for  1965  as  well  as  their  officers  for  the  new  year. 
All  county  society  secretaries  are  urged  to  return  the  ques 
tionnaire  to  the  TMA  office  as  soon  as  possible. 


Incorporation  of  TMA  • A meeting  of  the  incorporators  of  the  Tennessee  Medical 

Association  was  held  on  October  11th  at  the  headquarters  in 
Nashville.  The  present  officers  and  members  of  the  Board  of 
Trustees  are  the  incorporators  in  the  organization  under  a 
general  welfare  corporation.  The  Charter  of  Incorporation, 
dated  July  19,  1964,  granted  by  the  State  of  Tennessee  on 
August  18,  1964,  is  recorded  in  Corporation  Record  Book 
Volume  0-25,  Page  1604,  in  the  Secretary  of  State's  office 
of  the  State  of  Tennessee,  and  on  August  25,  1964  in  Book 


109,  Page  773  of  the  Registrars  office  for  Davidson  County 
Tennessee. 


Eight  Basic  Projects 
For  County  Societies 


Medicare 


Information  Overload 


Hospital  Planning 


NOTICE  m. 


• Eight  major  areas  of  county  society  public  service  activ- 
ities were  stressed  at  the  1964  AMA  Public  Relations  Semi- 
nar. Projects  in  each  of  these  areas  are  designed  to  meet 
an  important  PR  need  in  each  county  and  eliminate  sources  of 
criticism  by  the  public.  Activity  in  each  area  ultimately 
will  cement  good  relations  between  doctors  and  the  public. 
The  eight  recommended  activities  for  every  county  society 
were : 

1.  Provision  of  emergency  medical  care  on  a round-the- 
clock  basis. 

2.  Establishment  of  a grievance  committee  to  hear  pa- 
tients’ complaints. 

3.  Development  of  good  working  relations  with  press, 
radio  and  TV. 

4.  Maintenance  of  an  active  speakers  bureau  supplemented 
with  other  health  educational  activities. 

5.  Organization  and  promotion  of  a plan  to  provide  medi- 
cal services  to  all  who  cannot  pay  for  them. 

6.  Orientation  programs  for  new  society  members. 

7.  Initiation  of  public  service  projects. 

8.  Participation  in  citizenship  activities. 

• Medicare  supporters  chortling  over  the  Johnson  landslide 
November  2nd.  Heavy  Democrat  majority  in  Congress  means  a 
stronger  wedge  for  them  to  use  in  getting  government  medi- 
cine program  passed.  House  Speaker  McCormack  said  November 
4:  Medicare  will  be  high  on  welfare  legislation  priority 
list  this  January.  Key  to  medical  profession  opposition  in 
1965  must  be  stronger  grass-roots  opposition  to  such  legis- 
lation. More  and  more  physicians,  their  friends,  will  have 
to  make  personal  contacts  with  members  of  Congress.  More 
and  more  grass-roots  groups  must  be  enlisted  in  medicine's 
battle  against  a measure  that  ultimately  would  lead  to  com- 
pletely socialized  medicine  in  the  U.S. 

€>  The  physician  of  today  recognizes  clearly  his  own  per- 
sonal responsibility  for  continuing  self  education.  He 
meets  this  through  postgraduate  courses,  local,  state  and 
national  meetings,  conferences,  and  most  commonly  by  way  of 
journals.  The  physician,  as  much  as  any  citizen,  is  brought 
to  an  immediate  daily  recognition  of  information  overload 
with  the  arrival  of  each  day's  mail.  In  the  mail,  he  re- 
ceives a daily  challenge  to  be  critical  in  selecting  his 
reading  and  thus  guiding  his  own  continuing  education. 

This  challenge  is  accented  by  the  Wall  Street  Journal 
which  reports  that  enough  technical  papers  are  published  in 
the  world  every  day  to  fill  seven  sets  of  the  twenty-four 
volume  Encyclopedia  Britannica.  It  is  reported  that  there 
are  50,000  scientific  journals  being  published;  60,000  sci- 
entific and  technical  books  being  printed  yearly;  100,000 
research  papers  and  1,200,000  articles. 

• Look  for  heavier  emphasis  on  area  wide  hospital,  medical 
facilities  planning.  Indications  are  that  a push  by  govern- 
ment agencies  for  more  activity,  more  demands  for  such  plan- 
ning are  coming.  Physicians  must  assure  themselves  that 
they  have  active  effective  voice  in  any  such  planning  in- 
volving their  communities  and  counties. 

^DOCTOR: 

PLEASE  SEE  THE  JOURNAL  QUESTIONNAIRE  IN  THIS  ISSUE. 

Your  cooperation  is  needed. 


Hadley  Williams,  Public  Service  Director 

Dr.  Ward  Reaffirms  • Dr.  Donovan  F.  Ward,  president  of  the  American  Medical 
Opposition  to  K-A  Association,  in  addressing  the  AMA  House  of  Delegates  at  the 

Clinical  Convention  in  Miami  Beach,  Florida,  called  on 
American  physicians  "again  to  prove  that  medicine  is  an  in- 
stitution of  service  to  all  mankind  ; that  we  are  dedicated 
to  providing  the  best  possible  medical  care  to  all  our  pa- 
tients ; that  we  cannot  fulfill  this  aim  if  progress  and 
practice  in  medical  care  are  to  be  stifled  by  excesses  of 
government  control." 

The  House  of  Delegates  reaffirmed  its  position  against  a 
compulsory  hospital-medical  program  for  the  aged  under  so- 
cial security,  and  urged  the  fullest  possible  implementation 
of  Kerr-Mills  and  other  existing  mechanisms  to  the  end  that 
everyone  in  need,  regardless  of  age,  is  assured  that  neces- 
sary health  care  will  be  available.  The  House  also  voted 
approval  of  an  expanded  educational  effort  to  warn  the  pub- 
lic and  Congress  of  the  dangers  of  a federal  medical  plan 
and  of  the  advantages  of  the  Kerr-Mills  program  for  the 
medically  indigent  aged. 

Dr.  Ward  urged  every  physician  to  join  in  this  renewed 
effort.  He  said,  "The  history  of  the  long  and  bruising 
struggle  we  have  been  through  over  this  question  has  taught 
us  that  the  more  people  know  about  direct  federal  interven- 
tion in  the  field  of  health  care,  the  less  they  support  it." 

"If  we  have  been  right  in  the  past,  and  that  is  our  un- 
shakeable  belief,  then  we  are  right  today,"  the  AMA  presi- 
dent declared.  "And  we  shall  be  right  tomorrow." 

In  evaluating  the  medical  profession’s  stand  as  it  re- 
lates to  the  present  political  situation  and  the  loss  of 
anti-King-Anderson  supporters  in  Congress,  Dr.  Ward  said,  "I 
am  convinced  that  we  have  not  reached  a point  where  the 
minds  of  our  newly  chosen  officials  are  frozen  in  concrete 
before  they  even  take  the  oath  ; where  they  cannot  be  ex- 
pected to  reason  after  they  have  been  presented  with  the 
facts  of  a given  matter." 

"It  leaves  us  exactly  where  we  have  been  from  the  begin- 
ning, standing  on  principle  where  honorable  men  must  ever  be 
found  in  moments  of  stress  if  their  cause  is  to  prevail," 

Dr.  Ward  said.  "History  has  not  been  written,  nor  great 
issues  decided,  by  those  who  temporize  or  draw  back  in  the 
face  of  a storm." 

Dr.  Ward  said  that  the  medical  profession  has  always  been 
for  complete  medical  care  for  everyone  regardless  of  the 
ability  to  pay  for  it.  He  cited  the  AMA's  advocacy  of  Kerr- 
Mills  and  for  liberalization  of  it  ; for  the  expansion  of 
voluntary  health  insurance  and  prepayment  plans  and  for  vol- 
untary, flexible  retirement  programs  in  industry.  The  basic 
philosophy  of  King-Anderson  must  be  rejected  because  it 
would  make  older  persons  federal  wards  ; exploit  the  young 
by  forcing  them  to  assume  an  unpredictably  heavy  tax  burden; 
undercut  and  disrupt  the  continuing  progress  of  prepayment 
plans  ; offer  false  promises  to  the  unfortunate  who  need  help 
by  providing  only  a fraction  of  the  care  necessary;  invade 
the  voluntary  relationship  between  the  patient  and  physi- 
cian; and  discourage  potential  students  of  medicine. 


Conference  on 
Kerr-Mills  Set 


Tennessee  Genera! 
Assembly  Convenes 


French  S.S.  System 
Facing  Bankruptcy 


Rep.  Mills  Outlines 
Objections  to  K-A 


Thought  for  the  Month 


• The  AMA  will  sponsor  a national  conference  on  Kerr-Mills 
implementation  January  9-10  in  Chicago.  Each  state  medical 
association  will  send  three  representatives  to  explore  in 
depth  the  structure  of  the  individual  state  MAA  programs, 
the  problems  which  have  occurred,  the  solutions  which  have 
been  found,  and  possible  improvements  in  the  program. 

The  TMA  Advisory  Committee  to  the  Public  Welfare  Depart- 
ment has  recommended  additional  expansions  of  Tennessee’s 
MAA  program  for  the  coming  biennial  including  additional 
days  of  hospitalization,  an  extension  of  income  limits  and 
the  inclusion  of  additional  services. 

• The  84th  Tennessee  General  Assembly  convened  in  Nashville 
January  4,  1965.  The  TMA  Legislative  and  Public  Policy 
Committee  is  urging  that  an  amendment  to  the  Medical  Prac- 
tice Act  be  adopted  which  would  strengthen  the  current  law 
regarding  the  practice  of  medicine  in  our  state. 

The  amendment  is  being  presented  as  a result  of  resolu- 
tions adopted  by  the  TMA  House  of  Delegates  during  the  1964 
annual  meeting.  Re-defining  the  practice  of  medicine  to  in- 
clude any  persons  who  shall  diagnose  or  profess  to  diagnose, 
or  perform  laboratory  examinations  to  aid  in  the  diagnosis 
or  detection  of  disease  will  eliminate  the  necessity  of  fu- 
ture legislation  to  regulate  or  license  medical  laboratories. 

The  Medical  Practice  Act  as  amended  would  not  apply  to 
personnel  employed  to  perform  laboratory  examinations  by  a 
licensed  physician  in  his  place  of  practice  or  to  personnel 
employed  in  a licensed  hospital  under  the  supervision  of  a 
licensed  physician  to  perform  such  examinations. 

• French  Labor  Minister  Gilbert  Grandval  reported  to  Presi- 
dent Charles  de  Gaulle  that  the  country's  social  security 
system  is  nearing  the  financial  breaking  point.  "The  solu- 
tion cannot  be  found  in  the  framework  of  the  present  sys- 
tem," said  Grandval' s report. 

This  year's  deficit  is  expected  to  be  $36  million,  com- 
pared with  a $10.5  million  deficit  in  1963.  By  1970  the 
deficit  is  expected  to  reach  $3.4  billion. 

The  health  insurance  program,  rather  than  the  retirement 
and  other  benefits,  is  the  chief  drain  on  the  system  said 
the  report.  Medical  expenditures  more  than  doubled  during 
the  period  between  1957  and  1962.  Contributions  by  workers 
were  raised  last  year  to  6%  and  to  18%  by  employers. 

• Representative  Wilbur  D.  Mills  (D-Ark. ) delivered  an  ad- 
dress Dec.  2,  1964  to  the  Little  Rock  Lions  Club  on  Financ- 
ing Health  Care  of  the  Aged.  Specific  objections  to  past 
proposals,  such  as  the  King-Anderson  Bill,  were  outlined  by 
Mr.  Mills  along  with  reasons  why. 

Mr.  Mills  expressed  an  opinion  that  a payroll  tax  to  pay 
for  health  benefits  should  not  be  added  to  or  harnessed  with 
one  to  pay  for  cash  benefits.  Mr.  Mills  also  stated  that  a 
payroll  tax  could  not  pay  for  an  adequate  health  benefit 
program  for  all  aged  and  pointed  out  that  if  20  million  aged 
citizens  were  to  receive  the  same  benefits  as  Federal  Em- 
ployees currently  do,  the  rate  would  be  $250  a person  per 
year  or  over  5 billion  dollars  in  total,  and  the  Federal 
Employees  Program  does  not  cover  all  health  services. 

Whatever  form  of  goverenment  assistance  or  the  mode  of 
raising  the  money  required,  the  costs  of  the  benefits  must 
be  realistically  projected,  Mr.  Mills  stated. 

• One  trouble  with  this  country  is  the  number  of  people 
trying  to  get  something  for  nothing.  Another  trouble  is  the 
high  percentage  of  those  who  succeed  in  so  doing  . . . Will 
Rogers. 
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The  89th  Congress 


AMA  Takes  Significant  Actions 

• Health  Care  for  the  aged,  a new  teletype  communication 
system  for  the  medical  profession,  and  a statement  on  human 
reproduction  were  among  the  major  subjects  acted  upon  by  the 
House  of  Delegates  at  the  American  Medical  Association’s 
19th  Clinical  Convention,  held  November  29-December  2,  in 
Miami  Beach,  Florida. 

• Definitive  action  on  the  issue  of  health  care  for  the 
aged  came  with  the  House  of  Delegate's  strong  endorsement  of 
Dr.  Ward's  address,  in  which  he  declared  that:  "We  have  no 
choice  except  to  stand  firm  in  our  efforts  to  prevent  the 
standards  of  health  care  in  this  country  from  being  under- 
mined, by  a radical  departure  from  the  unique  American  way 
which  has  accomplished  so  much  for  mankind." 

Reaffirming  the  AMA's  opposition  to  King-Anderson  type  of 
legislation.  Dr.  Ward  said,  "If  we  have  been  right  in  the 
past-and  that  is  our  unshakeable  belief-then  we  are  right 
today.  And  we  shall  be  right  tomorrow." 

To  implement  the  ideas  in  Dr.  Ward's  address,  the  House 
gave  unequivocal  approval  of  a Board  of  Trustees  suggestion 
that  an  expanded  educational  program  be  conducted. 

• The  House  approved  a recommendation  from  the  Board  of 
Trustees  for  establishment  of  a teletypewriter  communica- 
tions service  between  the  AMA  and  the  headquarters  offices 
of  state  medical  associations.  The  system  will  provide  au- 
tomatic and  uninterrupted  communications  between  AMA  head- 
quarters and  all  state  associations  who  decide  to  partici- 
pate. 

9 The  AMA  took  steps  to  update  its  policies  on  population 
control,  "to  conform  to  changes  in  society  and  medicine"  and 
to  "take  a more  positive  position  on  this  very  important 
medical-socio-economic  problem." 

• The  130th  Annual  Meeting  of  the  Tennessee  Medical  Associ- 
ation will  be  held  April  11-13,  1965,  at  the  Read  House  and 
Patten  Hotel  in  Chattanooga.  Highlights  will  include  sci- 
entific programs  of  sixteen  specialty  societies  ; scientific 
and  technical  exhibits  ; the  annual  sessions  of  the  House 

of  Delegates  ; special  awards  to  the  outstanding  physician  of 
the  year,  and  the  presentation  of  distinguished  service 
awards  (a  new  feature). 

• On  January  4,  the  first  session  of  the  89th  Congress  con- 
vened. Seated  were  68  Democrats  and  32  Republicans  in  the 
Senate,  and  295  Democrats  and  140  Republicans  in  the  House. 
During  the  first  day  of  the  89th  Congress,  1,746  bills  were 
introduced.  In  addition  to  the  new  King-Anderson  bills 
(H.R.  1 and  S.l)  other  bills  affecting  medicine  were  intro- 
duced, including  control  of  barbiturates,  amphetamines,  and 
other  psychotoxic  drugs. 

• The  House  Ways  and  Means  Committee  changed  for  the  first 
time  in  25  years,  wherein  the  ratio  of  seats  was  changed 
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from  15  to  10  to  17  for  the  majority  and  8 for  the  minor- 
ity. The  House  also  approved  changes  in  its  rules  which 
would:  permit  the  House,  by  a majority  vote,  to  call  up 
bills  that  have  been  awaiting  clearance  in  the  Rules  Com- 
mittee for  21  days  or  longer;  allow  the  House,  by  a majority 
vote  to  send  differing  bills  that  have  passed  both  Houses  to 
Conference  Committee;  and  eliminate  a single  member's  right 
to  stop  all  action  for  a day  on  a bill  at  its  last  stage. 

• The  same  sponsors.  King  (D)  California  and  Anderson  (D) 
N.M.,  have  respectively  introduced  H.R.  1,  and  S.  1,  the 
King-Anderson  proposals  for  the  89th  Congress.  The  new  bill 
is  patterned  after  the  Social  Security  Amendments  of  1964. 

© It  would  provide  a 7%  increase  in  the  cash  payments  to 
beneficiaries  of  Social  Security  and  a hospitalization  pro- 
gram which  includes:  up  to  60  days  of  hospital  care  with  a 
one-day  deductible  paid  by  the  patient,  up  to  60  days  of 
post-hospital  care  in  an  approved  facility;  up  to  240  home- 
health  visits  a year;  and  outpatient  hospital  diagnostic 
services.  . . . The  program  would  be  financed  by  an  increase 
in  the  Social  Security  tax  on  employer  and  employee  to 
4.25%  in  1966;  5%  in  1968-1970;  and  5.2%  in  1971  and  there- 
after. The  wage  base  on  which  the  tax  is  paid  would  also  be 
increased,  from  the  present  $4800  to  $5600.  Senator  Ander- 
son and  Representative  King  have  called  for  the  creation 
of  a separate  trust  fund  within  the  Social  Security  System 
to  finance  the  hospital  benefits.  Other  provisions  of  the 
new  King-Anderson  bill  would:  bring  physicians  under  Social 
Security  benefits  ; authorize  the  formation  of  an  association 
of  private  insurance  carriers  to  sell,  on  a nonprofit 
basis,  approved  policies  covering  health  costs  not  covered 
by  the  government  and  would  exempt  participating  private 
insurance  companies  from  antitrust  laws  ; and  would  author- 
ize federal  funds  to  be  paid  to  states  for  aid  of  the 
needy  aged  in  mental  or  tuberculosis  institutions. 

• AMA  has  proposed  action  to  Congress  to  assure  compre- 
hensive health  care  for  the  aged.  In  the  proposal.  Blue 
Cross  and  Blue  Shield  plans  and  health  insurance  companies 
would  be  utilized  as  intermediary  agents  under  the  AMA  pro- 
posal for  the  elderly. 

Under  the  new  program,  an  over  65  citizen  would  purchase 

through  the  private  carrier  the  wide  spectrum  of  medical, 
surgical  and  hospital  benefits  and  would  pay  all  or  none  of 
the  cost  of  the  policy,  depending  upon  his  income.  The 
plan  is  designed  to  assure  that  every  person  over  65  whose 
income  is  insufficient  to  pay  for  coverage  will  receive  help 
from  public  funds. 

Aid  would  consist  of  comprehensive  health  care  benefits 

rather  than  being  limited  to  hospital  and  nursing  home 
care,  representing  only  a fraction  of  the  cost  of  sickness. 
Benefits  for  eligible  recipients  would  include  not  only  pay- 
ment of  hospital  and  nursing  home  charges,  but  also  payment 
of  medical,  surgical  and  drug  costs. 

Eligibility  for  benefits  would  be  determined  quickly  and 

readily  without  the  necessity  for  a welfare  department  type 
of  investigation.  It  would  be  determined  on  the  basis  of 
the  applicant's  simple  income  statement.  Under  this  method, 
an  individual  would  qualify  for  help  before  illness  strikes. 

Full  details  in  the  form  of  a news  release  has  been 
mailed  to  every  AMA  member  from  Dr.  Donovan  Ward,  AMA 
president. 


Hadley  Williams,  Public  Service  Director 


Operation  Hometown  • Coinciding  with  the  announcement  of  the  AMA's  proposed 
Reactivation  Urged  plan  to  provide  a comprehensive  program  of  health  care  for 

the  elderly,  an  urgent  call  for  reactivation  of  pertinent 
Operation  Hometown  committees  has  been  made. 

Dr.  F.  J.  L.  Blasingame,  in  a letter  to  all  Operation 
Hometown  Chairmen,  made  the  following  announcement: 

"The  medical  profession  is  facing  the  most  serious  crisis 
in  its  history.  The  House  Ways  and  Means  Committee  is 
expected  to  complete  action  on  legislation  on  health  care 
for  the  elderly  and  to  report  its  recommendation  to  the 
House  for  a vote  by  early  March.  And,  as  you  know, 
congressional  observers  are  predicting  easy  passage  of  the 
King-Anderson  Bill. 

"It  is(  of  the  utmost  urgency,  therefore,  that  the 
profession  launch  the  most  effective  campaign  possible  to 
explain  the  issues  to  the  American  people.  Despite  the 
efforts  of  the  AMA,  the  state  and  county  societies, 
individual  physicians  and  their  families  and  friends,  and 
other  organizations  over  the  past  six  years,  a majority  of 
the  people  still  do  not  understand  what  this  controversy  is 
all  about.  A recent  Gallup  Poll  disclosed  that  77  per 
cent  of  the  people  are  confused  about  this  issue. 

"Our  campaigns  in  the  past,  however,  have  demonstrated 
that  when  people  do  understand,  they  support  our  position. 
Operation  Hometown  proved  to  be  an  effective  instrument 
in  getting  our  story  to  the  people  in  past  campaigns.  We 
are  therefore  strongly  urging  reactivation  of  four 
activities  of  Operation  Hometown.  These  are: 

1.  Contacts  with  members  of  Congress,  including  letters, 
telegrams,  telephone  calls  and  personal  meetings. 

2.  Pamphlet  distribution. 

3.  Letters  to  editors,  news  releases  to  newspapers  and 
other  media,  and  radio  and  television  programs. 

4.  Speakers  bureaus,  with  intensive  effort  to  get 
speakers  before  civic,  fraternal,  women's  and  other 
organizations  as  often  as  possible. 

"The  basic  objective  of  the  new  Operation  Hometown 
campaign  should  be  to  promote  the  AMA  proposal,  which  may  be 
described  as  the  Doctors'  Eldercare  Program,  and  to  generate 
an  avalanche  of  mail  to  Congress  urging  support  for  the 
doctors'  plan  and  rejection  of  the  medicare  tax  proposal. 

Individual  physicians  are  being  urged  to  do  their  part  in 
helping  to  preserve  free  medical  practice  in  this  country. 
Four  things  individuals  can  do  in  this  effort  are: 

1.  Prepare  yourself  with  the  facts. 

2.  Volunteer  your  services  to  your  county  medical  society 
and/or  your  Operation  Hometown  chairman. 

3.  Write  a friendly  letter  to  your  congressman  supporting 
the  AMA  proposal  and  opposing  King-Anderson. 

4.  Discuss  with  local  organization  leaders  and  others 
with  whom  you  have  personal  contacts  the  principles 
and  issues  involved  and  ask  for  their  help. 

As  Dr.  Donovan  F.  Ward,  president  of  the  AMA  has  said, 

"We  have  no  choice  except  to  stand  firm  in  our  efforts  to 
prevent  the  standards  of  health  care  in  this  country 
from  being  undermined  by  a radical  departure  from  the  unique 
American  way  which  has  accomplished  so  much  for  mankind." 
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• President  Johnson  delivered  to  Congress  on  January  7 his 
health  message  outlining  many  new  proposals  in  addition  to 
his  plea  for  health  care  for  the  aged  under  social  security. 

Other  proposals  included:  Increased  authorization  for 

maternal  and  child  health  and  crippled  children  services  ; 
broadening  the  public  assistance  program  to  provide  a 
"Kerr-Mills  program"  for  children  of  medically  needy 
families  ; extension  of  family  health  services  and  clinics 
for  domestic  agricultural  migratory  workers  ; a community 
vaccination  assistance  program,  a five-year  program  of 
grants  for  the  initial  cost  of  staffing  community  mental 
health  centers  ; increased  grants  for  vocational  rehabilita- 
tion; five-year  program  of  project  grants  to  develop 
multi-purpose  regional  medical  complexes  for  an  "all-out 
attack"  on  heart  disease,  cancer,  stroke,  and  other  major 
diseases,  including  dental  care;  a two-year  extension  of 
mental  retardation  development  grant  program;  a program  of 
direct  loans  and  long  guarantees  to  assist  voluntary 
associations  in  the  construction  and  equipping  of 
comprehensive  group  practice  facilities  ; grants  to  help  in 
the  basic  operating  costs  of  health  professions  schools 
project  grants  to  such  schools  to  experiment  and  demonstrate 
new  and  improved  educational  methods  ; a scholarship  program 
for  medical  and  dental  students  ; and  an  extension  of  five 
years  of  a program  of  grants  for  health  research  facilities 
of  a national  or  regional  character. 

This  massive,  multi-billion  dollar  series  of  legislative 
recommendations  will  have  a major  impact  on  the  practice 
of  medicine  in  this  country  if  enacted  by  Congress. 

• Representatives  from  all  fifty  states  attended  a two-day 
conference  on  Kerr-Mills  programs  in  Chicago  January  9-10. 
Representing  TMA  were  Dr.  K.  M.  Kressenberg,  chairman  of 
the  Advisory  Committee  to  the  Public  Welfare  Department  and 
chairman  of  the  Kerr-Mills  Implementation  Committee,  Dr.  Tom 
E.  Nesbitt,  chairman  of  the  Legislative  and  Public  Policy 
Committee  and  Mr.  Hadley  Williams,  TMA  Public  Service 
Director. 

The  conference,  called  to  exchange  information  on 
experience  with  various  state  Kerr-Mills  programs  and  to 
determine  means  and  methods  of  strengthening  such  programs, 
was  favorably  received  by  those  in  attendance.  One 
important  point  emphasized  was  that  education  of  the  medical 
profession  as  well  as  the  public  cocerning  the  existence 
and  the  effectiveness  of  the  Kerr-Mills  law  is  still  needed. 

An  important  phase  of  the  conference  was  that  of 
discussion  groups  with  representatives  from  certain  states 
assigned  to  each  group.  The  end  result  of  discussions  in 
the  group  attended  by  TMA  representatives  was  the 
development  of  a six-point  program  to  improve  and  expand  the 
Kerr-Mills  mechanism.  The  program  said:  federal  law  should 
allow  the  states  to  designate  the  administrative  agency; 
the  state  program  should  provide  for  the  usual  and  customary 
payments  to  the  vendors  of  service  ; a Kerr-Mills  program 
should  permit  the  concept  of  a fiscal  agent,  or  underwriting 
by  agents  such  as  Blue  Cross-Blue  Shield,  or  commercial 
insurers  ; the  free  choice  of  hospitals  and  physicians  should 
be  guaranteed  by  the  state  implementing  statutes  ; laws 
should  be  flexible  to  give  the  administrating  agency  the 
authority  to  make  value  judgments  on  individual  cases  and  a 
simple  pre-certification  of  eligibility  procedure  be 
developed. 

• The  history  of  liberty  is  the  history  of  the  limitations 
upon  the  power  of  government .. .Woodrow  Wilson. 
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Abstracts  of  Board  of  Trustees  Actions 

Meetings  of  January  16-17,  1965 


APPOINTMENT  OF  NOMINATING  COMMITTEE: 

• In  keeping  with  Chaper  V,  Section  2 of  the  By-Laws,  the  Board  appointed  a Nominating 
Committee  for  1965  from  the  list  of  delegates  duly  certified  by  the  county  medical  societies. 
The  following  physicians  were  named  to  constitute  the  Nominating  Committee: 

East  Tennessee—  Middle  Tennessee- 

H.  L.  Monroe,  M.D.,  Erwin  Robert  M.  Finks,  M.D.,  Nashville 

R.  C.  Sexton,  Jr.,  M.D.,  Knoxville  John  O.  Williams,  M.D.,  Mt.  Pleasant 

John  M.  Higgason,  M.D.,  Chattanooga  Chas.  A.  Trahern,  M.D.,  Clarksville 

West  Tennessee— 

Harold  B.  Boyd,  M.D.,  Memphis 
Charles  N.  Hickman,  M.D.,  Bells 
Laurence  W.  Jones,  M.D.,  Union  City 

Secretaries  of  all  county  medical  societies  have  been  advised  of  the  composition  of  the  Nom- 
inating Committee. 

IMPACT  BOARD  OF  DIRECTORS  NAMED: 

• The  Board  of  Directors  for  Independent  Medicine's  Political  Action  Committee— Tennessee,  as 
named  by  the  Board  of  Trustees  are: 

First  District— E.  Kent  Carter,  M.D.,  Kingsport 
Second  District— Richard  C.  Sexton,  M.D.,  Knoxville 
Third  District— Harry  A.  Stone,  M.D.,  Chattanooga 
Fourth  District— Richard  E.  Greene,  M.D.,  Murfreesboro 
Fifth  District— James  M.  Hudgins,  M.D.,  Nashville 
Sixth  District— Dorris  A.  Sanders,  M.D.,  Waverly 
Seventh  District— Oliver  H.  Graves,  M.D.,  Jackson 
Eighth  District— J.  C.  Moore,  M.D.,  Dyersburg 
Ninth  District— B.  G.  Mitchell,  M.D.,  Memphis 

DISTINGUISHED  SERVICE  AWARDS: 

• The  Board  of  Trustees  studied  those  presented  and  selected  the  recipients  of  the  Distinguished 
Service  Awards  to  be  presented  during  the  annual  meeting. 

Two  awards  will  be  presented  at  the  President's  Banquet  on  Monday  evening,  April  12. 

COMMITTEE  APPOINTMENTS 

• The  appointment  of  the  standing  and  special  committees  of  the  Association  for  1965-66 
were  made.  These  appointments  will  be  annnounced  and  effective  following  the  annual 
meeting  in  April. 

DEPENDENTS  MEDICAL  CARE  PROGRAM: 

• The  Board  discussed  the  revisions  in  the  Dependents  Medical  Care  Program  (Medicare)  as  pre- 
sented by  the  Office  for  Dependents  Medical  Care.  Since  the  revisions  were  numerous,  the 
Board  directed  that  complete  information  be  forwarded  in  advance  to  all  delegates  and  the 
matter  be  acted  upon  by  the  House  on  April  13. 

CONSULTING  COMMITTEE  ON  HOSPITAL  ACCREDITATION  REACTIVATED: 

• The  procedure  and  reasons  for  the  establishment  of  a Consulting  Committee  on  Hospital 
Accreditation  of  the  Tennessee  Hospital  Association  and  the  Tennessee  Medical  Association  were 
presented.  The  Board  recommended  the  reactivation  and  appointment  of  TMA  representatives 
to  the  Committee  and  authorized  the  Executive  Director  to  cooperate  with  the  Tennessee  Hospi- 
tal Association  in  organizing  a meeting  of  the  combined  committee  for  the  purpose  of  encourag- 


ing  further  activity,  and  that  the  committee  be  a special  joint  committee  with  the  Tennessee 
Hospital  Association. 

LEGISLATIVE  REPORT 

® The  Board  heard  an  outline  of  the  various  bills  pending  in  the  Tennessee  General  Assembly, 
the  report  made  by  the  Chairman  of  the  Legislative  Committee.  The  bills  discussed  were:  (1) 
Mental  Health  Bill  (H.B.  16).  The  Board  took  action  to  endorse  the  bill  as  drawn.  (2)  Medical 
Practice  Act,  an  amendment  concerning  regulation  of  blood  banks  and  medical  laboratories. 
(3)  The  obtaining  of  additional  legal  counsel  in  the  Legislature.  (4)  The  Nurses  Practice  Act. 
TMA  is  opposed  to  the  bill  as  presently  drawn.  (5)  Podiatry  (6)  Electrolysis  Bill  (7)  Abused 
Child  Bill.  The  Board  acted  to  support  the  Abused  Child  Bill  to  be  presented  by  the  Youth 
Guidance  Commission. 

TELETYPEWRITER  COMMUNICATIONS  SYSTEM  INSTALLED  BETWEEN  TMA  AND  AMA: 

• The  House  of  Delegates  of  AMA  approved  action  to  establish  teletype  communication  with 
all  state  medical  associations  to  provide  automatic  uninterrupted  service  between  AMA  head- 
quarters and  state  associations.  The  TMA  Board  moved  to  approve  installation  of  the  TWX 
system  in  the  headquarters  office  in  cooperation  with  AMA. 

NATIONAL  EDUCATION  PROGRAM: 

® The  American  Medical  Association  has  already  announced  a comprehensive  health  care  pro- 
gram for  the  elderly  that  has  been  proposed  to  Congress  in  the  form  of  a Bill,  H.R.  3727.  The 
bill  proposes  an  expansion  of  the  Kerr-Mills  Law  which  will  make  it  a more  effective  instrument 
for  providing  health  care  for  the  elderly  who  need  help,  when  they  need  it,  and  in  the  amount 
needed.  This  requires  AMA  and  the  state  associations  to  immediately  inaugurate  a vigorous 
legislative  and  educational  campaign  in  the  widest  possible  latitude.  The  American  Medical 
Association  is  making  available  to  the  states  on  a matching  fund  basis,  an  allocation  of  $2.50 
for  each  Tennessee  member  of  AMA.  The  maximum  allocation  to  Tennessee  from  AMA  was 
$7,317.50.  The  educational  program  in  Tennessee  will  be  synchronized  with  the  national  cam- 
paign. The  Board  of  Trustees  took  action  to  match  the  amount  made  available  by  the  AMA, 
making  a total  of  $14,635.00  available  to  mount  the  educational  program,  one  which  is  to  be 
spent  as  aggressively  and  economically  as  possible.  An  advisory  committee  was  named  to 
work  with  the  staff  in  carrying  out  the  program. 

OTHER  ACTIONS: 

—Considered  an  extended  public  relations  program  as  presented  by  the  Committee  on  Com- 
munications and  Public  Service,  and  the  staff.  Since  the  projected  program  would  require  ad- 
ditional personnel  and  adequate  financing,  including  an  increase  in  dues,  it  was  the  opinion 
of  the  Board  that  it  would  be  difficult  to  determine  at  the  present  time  what  type  of  program 
will  be  needed  in  the  future.  This  matter  will  be  further  studied  and  recommendations  forth- 
coming from  the  Communications  and  Public  Service  Committee. 

—Heard  a report  on  problems  involved  with  the  annual  meeting  program  and  exhibitors. 
Further  study  is  required. 

—Heard  a report  from  Dr.  Francis  Cole,  Chairman  of  the  Council,  pertaining  to  osteopaths 
applying  for  hospital  privileges. 

130TH  ANNUAL  MEETING  PROGRAM  IN  THIS  ISSUE: 

• This  issue  of  the  Journal  contains  the  complete  program  for  the  130th  annual  meeting  in 
Chattanooga.  The  scientific  presentations  will  include  13  outstanding  guest  speakers  sponsored 
by  the  sixteen  specialty  societies;  and  a general  scientific  program  which  will  be  open  to  all 
members,  on  Tuesday  morning  with  two  outstanding  speakers. 

RESOLUTIONS  FOR  THE  HOUSE  OF  DELEGATES: 

• It  should  be  kept  in  mind  that  resolutions  emanating  to  the  House  of  Delegates  for  considera- 
tion by  county  medical  societies  should  be  submitted  to  the  headquarters  office  not  later  than 
two  weeks  before  the  annual  session  convenes.  This  is  necessary  to  have  these  resolutions  re- 
produced and  included  in  the  compilation  of  resolutions  and  reports  distributed  to  the  dele- 
gates at  the  opening  session  of  the  House. 

REMEMBER— that  last  year  the  House  adopted  a resolution  stating  that  no  resolutions  can  be 
introduced  on  the  final  day  of  the  session  except  of  emergency  nature  and  with  unanimous 
consent  of  the  House. 

EXTRA! ! 

• The  AMA  House  of  Delegates  convened  in  special  session  in  Chicago  on  February  6-7.  In 
essence,  the  House  unanimously  endorsed  the  Herlong-Curtis  Bill  (H.R.  3727),  known  as  the 
Eldercare  Act  of  1965.  The  House  opposed  the  existing  Medicare  Bill  and  all  similar  types  of 
bills,  and  authorized  the  Board  of  Trustees  to  direct  the  public  education  program  and  the  de- 
tails involved  with  the  Eldercare  proposal  before  the  Congress. 

ATTEND  THE  ANNUAL  MEETING  IN  CHATTANOOGA,  APRIL  11-13 
(See  Details  in  this  issue  pertaining  to  the  program) 


Support  Sought 
For  Eldercare 


HEW  Predicts  K-A 
Deficit  by  1975 


Nurses  Propose  New 
Nurse  Practice  Act 


Hadley  Williams,  Public  Service  Director 

• A campaign  seeking  support  for  the  Herlong-Curtis  Elder- 
care  Bill  (H.R.  3727)  began  in  mid-February  and  is  nearing 
conclusion.  The  Eldercare  proposal,  which  would  provide  a 
comprehensive  medical  care  plan  for  the  elderly,  has  been 
offered  as  a substitute  for  the  King-Anderson  Bill.  Ob- 
servers are  predicting  a vote  in  Congress  on  the  question 
by  mid-March. 

The  public  educational  campaign  in  Tennessee  utilized 
paid  newspaper  advertising  over  a three  week  period  as  well 
as  radio  and  television  announcements.  Physicians  were 
urged  to  participate  in  the  campaign  and  received  a supply 
of  pamphlets  for  waiting  rooms  and  monthly  statements.  Ad- 
ditional quantities  are  still  available  from  TMA  head- 
quarters. 

• The  Department  of  Health,  Education  and  Welfare  has  pre- 
dicted that  the  King-Anderson  bill  would  cost  $3.8  billion 
in  social  security  funds  by  1975  and  that  the  program  would 
be  operating  at  a loss  of  $683  million  a year  by  that  time. 
Additional  tax  increases  would  be  necessary  to  keep  the  hos- 
pital trust  fund  actuarially  sound. 

Under  the  HEW  estimate,  King-Anderson  would  cost  $1.8 
billion  during  the  first  full  year  of  operation,  1967,  and 
the  cost  would  rise  by  $2  billion  in  10  years. 

HEW  has  also  published  a booklet  estimating  the  number  of 
days  the  elderly  would  be  hospitalized  each  year.  This  num- 
ber multiplied  by  the  current  average  daily  hospital  cost 
gives  a figure  of  $1.6  billion  alone  with  no  consideration 
given  to  nursing  home  care,  home  nursing  visits  or  diagnos- 
tic services. 

Under  the  current  proposal,  employee  and  employer  tax 
rates  would  be  increased  to  5.2%  each  by  1971  on  the  first 
$5,600  of  wages.  Predictions  are  being  made  that  the  House 
Ways  and  Means  Committee  will  increase  the  tax  rate  to  fi- 
nance the  bill  before  reporting  it  out  of  committee. 

• The  Tennessee  Nurses'  Association  has  proposed  a Manda- 
tory Nursing  Act  in  the  Tennessee  General  Assembly  and  the 
bill  is  being  opposed  by  TMA,  the  Tennessee  Hospital  Associ- 
ation, the  Tennessee  Licensed  Practical  Nurses  Association 
and  the  Tennessee  Nursing  Homes  Association. 

The  two  main  objections  to  the  bill  are  (1)  the  re- 
composition of  the  Board  of  Nursing  which  would  remove 
physicians  and  hospital  administrators  from  membership  and 
(2)  a revised  definition  of  what  constitutes  the  practice 
of  nursing. 

The  proposed  Act  would  make  it  unlawful  for  anyone  in  a 
hospital  other  than  a professional  nurse  to  perform  any  act 
that  the  Board  of  Nursing  might  define  as  being  a profes- 
sional nurse  function.  This  could  limit,  and  in  some  cases 
eliminate,  the  services  performed  by  LPNs,  nursing  tech- 
nicians, aides,  EKG  technicians  and  other  paramedical  per- 
sonnel. 


Funds  for  MAA 
Expansions  Requested 


State  Gets  New 
Field  Service  Rep 


TMA  Delegation 
Visits  Washington 


The  effect  of  the  Act  as  proposed  would  be  to  shift  the 
day-to-day  determination  of  what  constitutes  quality  patient 
care  and  who  should  perform  such  services  from  the  hospital 
to  the  powerful  Board  of  Nurses  while  leaving  the  ultimate 
responsibility  and  accountability  to  the  public  with  the 
hospitals. 

Insomuch  as  hospitals  train  approximately  80%  of  the 
nurses  in  Tennessee,  they  should  be  represented  on  the  Board 
of  Nursing  which,  among  other  things,  approves  hospital 
schools  of  nursing,  the  curriculum  and  sets  up  the  standards 
that  the  schools  must  meet  in  order  to  continue  operation. 

® Commissioner  of  Public  Welfare,  Roy  S.  Nicks,  has  re- 
ported that  further  expansions  in  Tennessee's  Medical  Aid 
for  the  Aged  program  will  be  possible  during  the  next  bi- 
ennium if  the  pending  appropriations  bill  is  approved  by  the 
General  Assembly.  An  increase  of  10  in  the  number  of  days 
of  hospitalization  available  under  the  program,  bringing  the 
total  to  30  days,  will  be  possible.  A maximum  of  20  days  of 
hospitalization  for  Aid  to  the  Blind,  Aid  to  the  Disabled 
and  Aid  to  Families  with  Dependent  Children  has  also  been 
requested.  Sight-threatening  and  life-endangering  illnesses 
will  also  be  added  to  these  three  programs. 

Payments  to  hospitals  for  providing  MAA  patient  care  will 
be  increased  $2.00  per  day  which  will  bring  the  total  paid 
per  day  to  $34.00  during  the  first  year  of  the  biennial,  and 
a $2.00  increase  to  $36.00  per  day  will  be  effected  during 
the  second  year.  Payments  to  nursing  homes  will  be  in- 
creased $10.00  per  month. 

A total  of  $900,000  additional  state  money  has  been  re- 
quested by  the  Department  for  the  MAA  program.  Currently, 
approximately  $650,000  of  state  money  is  being  spent  on  the 
program  with  the  federal  government  contributing,  on  a 
matching  basis  of  approximately  20%  state  money  to  80%  fed- 
eral money. 

TMA  has  also  requested  that  income  limits  be  raised  for 
MAA  recipients  but  no  provision  for  this  recommendation  has 
been  included  in  the  current  appropriations  request. 

• The  AMA  has  assigned  Mr.  Jerry  Gould  as  the  field  service 
representative  for  Tennessee.  Mr.  Gould  replaces  Mr.  Bill 
Ramsey,  who  has  been  promoted  within  the  division  to  Assist- 
ant Director. 

Gould,  of  Charleston,  West  Virginia,  served  as  Assistant 
to  the  Executive  Secretary  of  the  West  Virginia  State  Medi- 
cal Association  for  2%  years  prior  to  joining  the  AMA  and 
has  had  16  years  experience  as  a newspaperman.  He  is  mar- 
ried to  a registered  nurse  and  they  have  eight  children. 

In  addition  to  Tennessee,  Mr.  Gould  will  serve  as  AMA 
representative  for  the  states  of  Alabama,  Mississippi  and 
Florida. 

• A delegation  of  physicians,  joined  by  a group  of  allied 
para-medical  and  other  interested  professions,  made  the  an- 
nual trip  to  Washington  on  March  4th,  to  meet  with  Tennes- 
see's Congressmen  and  Senators. 

At  least  one  physician  from  each  of  the  state's  nine  con- 
gressional districts  attended  the  meeting.  Accompanying  the 
TMA  group  was  a representative  of  the  Tennessee  Hospital 
Association,  the  Tennessee  Pharmaceutical  Association,  the 
Tennessee  State  Dental  Association,  and  the  Tennessee  Vet- 
erinary Medical  Association.  Several  prominent  Nashville 
banking  and  insurance  executives  also  attended. 

The  visiting  group  and  the  Tennessee  congressional  dele- 
gation were  hosted  by  TMA  at  a luncheon  in  the  House  Speak- 
ers Dining  Room  and  personal  visits  with  individual  Con- 
gressmen and  Senators  were  made. 


H.R.  6675 


Medicare  Ordered  • The  House  Ways  and  Means  Committee  has  brought  out  a 

Reported  comprehensive — and  costly — Social  Security  Bill  that  pro- 

poses : 

Up  to  60  days  of  hospitalization  and  20  days  of  nursing 

home  care  for  each  illness  for  persons  65  or  older  under  a 
compulsory  program. 

A voluntary  health  insurance  program,  financed  by  $3.00 

per  month  contributions  matched  by  the  Federal  Government 
from  general  revenue  to  pay  doctor  bills. 

A 7 percent  increase  in  cash  benefits  paid  all  Social 

Security  recipients. 

Increases  in  Social  Security  tax  rates  and  the  taxable 

wage  base  to  pay  the  cost  of  the  $6  billion  package. 

Mandatory  coverage  of  physicians  under  Social  Security. 

There  were  many  additional  proposals  in  the  legislation 
(H.R.  6675)  which  covers  296  pages  and  upon  which  the  Ways 
ana  Means  Committee  has  debated  and  finally  put  together 
after  almost  two  months  of  closed  door  sessions.  The  bill, 
getting  a strictly  party-line  approval  on  a 17  to  8 vote 
(17  Democrats  and  8 Republicans),  received  the  warmest 
blessings  of  President  Johnson.  Administration  leaders  took 
their  cue  and  attached  a "rush  legislation"  stamp  on  the 
measure. 


House  Scheduled  to 
Vote  on  Measure 
About  April  7-9 


Second  Layer 
Of  the  Cake 


Third  Layer 


• Medicare  now  has  a new  bill  tag  and  the  number  you  want 
to  remember  is  H.R.  6675.  At  the  time  of  introduction,  no 
word  from  the  Rules  Committee  had  been  reported  as  to  when 
a request  for  hearings  to  clear  the  bill  for  the  House 
floor.  The  Chairman  of  the  Committee  traditionally  declines 
to  set  a hearing  until  printed  copies  of  a bill  and  the  re- 
port on  the  proposed  legislation  has  been  distributed.  It 
is  possible,  however,  that  the  Rules  Committee  could  wind  up 
consideration  early  in  April,  making  the  bill  ready  for  de- 
bate and  a passage  vote  in  the  House  during  the  week  begin- 
ning April  5. 

Operation  Hometown  Committees  and  Chairmen  should  move 
promptly  to  get  letters  or  other  communications  on  the  issue 
before  their  Congressmen  and  Senators. 

• H.R.  6675  calls  for  a program  which  would  pay  the  follow- 
ing benefits  after  an  annual  $40  deductible  is  paid  by  the 
patient:  The  bill  provides  for  a payment  of  80%  of  physi- 
cians' and  surgical  services,  whether  furnished  in  a hospi- 
tal, clinic,  office,  or  in  the  home;  60  days  of  care  in  a 
mental  hospital ; up  to  100  home  health  services  visits  with- 
out the  requirement  of  prior  hospitalization;  and  other  med- 
ical and  health  services  including  diagnostic  tests,  x-ray 
and  radioactive  isotope  therapy,  ambulance  service,  surgical 
dressings  and  splints,  prosthetic  devices,  and  miscellaneous 
other  services. 

• THE  THIRD  LAYER  would  expand  the  existing  Kerr-Mills  Pro- 
gram to  include  all  other  public  assistance  programs  under 
the  Social  Security  Law,  to  which  the  federal  government 


contributes  funds.  THE  FROSTING  on  H.R.  6675  contains  many 
miscellaneous  provisions.  Among  these  are:  Increase  by 
$5  million  the  appropriation  for  maternal  and  child  health 
services  in  fiscal  1966  and  $10  million  in  each  succeeding 
fiscal  year;  authorize  $5  million  for  fiscal  1967,  $10  mil- 
lion for  fiscal  1968,  and  $17.5  million  for  each  succeeding 
fiscal  year  for  grants  to  institutions  of  higher  learning 
for  training  of  professional  personnel  for  care  of  crippled 
children  and  mentally  retarded  children  with  multiple  handi- 
caps. These  are  but  a few.  There  are  others. 

• It  will  probably  be  May  1 before  the  Senate  Finance  Com- 
mittee can  schedule  any  hearings  on  the  big  Social  Security 
bill.  IT  IS  NOT  TOO  EARLY  FOR  MEMBERS  OF  ACTION  COMMITTEES 
TO  START  TRANSMITTING  THEIR  PERSONAL  VIEWS  ON  THIS  LEGISLA- 
TION TO  THEIR  SENATORS. 

The  basic  compulsory  hospital  program  is  to  be  financed 
through  a separate  payroll  tax  (to  go  into  a separate  trust 
fund)  with  both  employers  and  employees  contributing  on  a 
rising  scale  of  rates  using  a new  taxable  wage  base  of  $5600 
compared  with  the  present  $4800.  (See  the  table  below  for 
the  proposed  new  rates,  increases  in  the  regular  Social  Se- 
curity Tax  rates  and  wage  base — plus  the  cost  to  be  borne  by 
employer  and  employee  compared  with  maximum  tax  cost  under 
the  present  law. ) 

• The  benefits  through  H.R.  6675  would  be  financed  through 
an  increase  in  the  Social  Security  tax  rate  and  an  increase 
in  the  wage  base  upon  which  the  tax  would  be  levied.  Be- 
ginning in  1966,  the  Social  Security  tax  rate  would  start 
its  orbital  flight.  By  1973,  combining  the  Social  Security 
and  the  hospital  benefits,  the  employee  and  employer  contri- 
bution would  each  rise  from  the  present  $174.00  to  $369.60 
(11.2%  combined  tax  on  $6600  wages). 


Where  The  Money  Will  Come  From 


Taxes  Must  Rise  For  Social  Security-Medicare 


Under 

Proposed  Bill 

(H.R.  6675) 

Under  Present  Law(*) 

Social  Security 

Medicare 

Wage 

Maximum 

Maximum 

Year 

Rate 

Rate 

Base 

Tax 

Tax 

1965 

3.625% 

$4,800 

$174.00 

1966 

4.0% 

0.35% 

5,600 

243.60 

198.00 

1967 

4.0% 

0.50% 

5,600 

252.00 

198.00 

1968 

4.0% 

0.50% 

5,600 

252.00 

222.00 

1969 

4.4% 

0.50% 

5,600 

274.00 

222.00 

1971 

4.4% 

0.50% 

6,600 

323.40 

222.00 

1973 

4.8% 

0.55% 

6,600 

353.10 

222.00 

1976 

4.8% 

0.60% 

6,600 

356.40 

222.00 

1980 

4.8% 

0.70% 

6,600 

363.00 

222.00 

1987 

4.8% 

0.80% 

6,600 

369.60 

222.00 

* Amounts  of  maximum  Social  Security  taxes  to  be  paid  equally  by  employer  and  employee  under  projected 
tax  rate  increases  and  $4,800  taxable  wage  base.  Law  calls  for  top  tax  rate  of  4%  per  cent  starting  in  1968 
and  thereafter. 


May  1 Hearings 
Likely  in  Senate 


Taxes  to  Skyrocket 


AMA  Convention 
Scheduled  for 
June  20-24  in 
New  York 


• The  American  Medical  Association  will  hold  its  114th  an- 
nual convention,  June  20-24  in  New  York  City.  It  is  ex- 
pected to  be  the  largest  meeting  in  AMA  history,  with  an 
attendance  of  69,500,  some  25,000  of  them  physicians. 

A diverse  scientific  program,  covering  virtually  every 
medical  specialty  will  be  presented  for  participants  in  the 
meeting.  Six  general  scientific  sessions  will  be  presented. 
Topics  include  hearing  adverse  reactions,  non-narcotic  drug 
addiction,  metabolilsm  in  growth  development  and  aging,  di- 
agnostic cytology,  and  organic  transplantations. 


Hadley  Williams,  Public  Service  Director 

84th  General  Assembly  • The  84th  Tennessee  General  Assembly  completed  its  75-day 

Adjourns  Sine  Die  session  on  Friday,  March  19.  A special  session  has  been 

called  by  Governor  Clement  for  the  purpose  of  considering 
reapportionment  with  the  date  set  for  May  10. 

Several  pieces  of  legislation  of  importance  to  the  medi- 
cal profession  were  introduced  and  passed  during  the  ses- 
sion. A new  mental  health  law  passed  both  houses  and  was 
signed  into  law  by  the  Governor.  This  bill  revised  the 
state’s  mental  health  laws  with  reference  to  admittance, 
county  quota,  financial  aid,  commitments,  etc.  and  was  said 
to  have  provided  a much  needed  bill  of  rights  for  the  men- 
tally ill.  TMA’s  position  on  the  bill  was  one  of  support. 

Of  considerable  interest  to  TMA  was  a bill  introduced  by 
the  Tennessee  Nurses'  Association  which  would  have  provided 
a mandatory  licensure  act  for  nurses  in  Tennessee.  This 
bill,  the  most  controversial  piece  of  legislation  introduced 
during  the  session,  was  opposed  by  the  Tennessee  Hospital 
Association,  Tennessee  Licensed  Practical  Nurses'  Associa- 
tion, Tennessee  Nursing  Home  Association,  as  well  as  TMA. 

An  amended  version  to  eliminate  all  objections  by  these  four 
groups  passed  the  Senate  but  the  bill  was  withdrawn  by  the 
sponsors  before  reaching  the  floor  of  the  House  for  vote. 
Resolutions  instructing  the  Tennessee  Legislative  Council 
to  study  Tennessee's  nursing  laws  and  the  training  of  nurses 
in  state  schools  were  passed,  however.  A bill  also  passed 
providing  for  loans  to  student  nurses  under  the  Tennessee 
Educational  Loan  Corporation,  a state  agency. 

Three  bills  were  introduced  on  behalf  of  Optometrists, 
Chiropractors  and  Podiatrists  with  only  the  Optometry  bill 
receiving  a favorable  vote.  All  three  pieces  of  legislation 
were  basically  the  same  in  nature  and  provided  that  health 
insurance  contracts  written  in  Tennessee,  notwithstanding 
any  provision  to  the  contrary,  would  have  to  pay  for  re- 
imbursement of  services  performed  by  these  groups  if  within 
the  lawful  scope  of  practice  of  the  individual  groups.  Not 
only  did  the  bills  imply  that  these  groups  offered  services 
that  were  on  a parallel  with  those  of  physicians,  but  they 
also  interfered  with  the  right  of  parties  to  draw  contracts. 
The  Optometrists  were  successful  in  obtaining  passage  on  the 
third  roll  call  vote  after  twice  failing  to  receive  enough 
votes  for  a constitutional  majority  in  the  Senate.  The  Sen- 
ate failed  to  pass  the  Chiropractor's  bill  and  the  House  re- 
turned the  Podiatrist's  bill  to  committee  where  both  died. 

A bill  strengthening  the  Abused  Child  Law  and  giving 
jurisdiction  to  Juvenile  Judges  in  such  cases  passed  without 
difficulty,  as  did  a bill  allowing  privileged  communication 
for  psychiatrists.  A bill  providing  for  registering  of 
schools  of  medical  technology  was  also  passed. 

Two  other  pieces  of  legislation  which  would  have  affected 
physicians  individually  failed  to  be  calendared  in  either 
house  for  vote.  Bills  limiting  the  amount  of  charges  for  a 
deposition  to  the  amount  regularly  paid  a juror  and  the  re- 
moving of  physicians  from  non-exemption  as  a court  witness 
died  in  committee.  A bill  providing  for  regulation  of  Elec- 
trolysis failed  in  the  House  for  lack  of  a constitutional 
majority  and  was  returned  to  committee. 


TMA  Delegation 
Visits  Washington 


State  Newspapers 
Support  Eldercare 


• A delegation  of  TMA  members  and  members  of  allied  profes- 
sions made  the  annual  visit  to  Washington,  March  18,  to  con- 
fer with  Tennessee's  elected  representatives  to  Congress. 

A luncheon  was  hosted  by  TMA  for  the  congressional  dele- 
gation in  a Senate  dining  room.  Senator  Albert  Gore  and 
Congressmen  James  Quillan,  John  Duncan,  Bill  Brock,  Dick  Ful- 
ton, William  Anderson,  'Fats'  Everett  and  George  Grider  at- 
tended the  affair,  as  did  former  Governor  Buford  Ellington. 

Representing  TMA  were  Drs.  R.  H.  Kampmeier,  president, 
and  Tom  E.  Nesbitt,  chairman  of  the  Legislative  Committee, 
along  with  Drs.  John  H.  Burkhart,  George  W.  Holcomb,  Jr., 
Harrison  H.  Shoulders,  Jr.,  Kenneth  M.  Kressenberg,  D.  Gor- 
don Petty,  Joseph  Stephens,  Byron  0.  Garner,  Kelly  Avery, 
Charles  Hickman,  Thomas  F.  Frist,  George  K.  Henshall  and 
A.  Roy  Tyrer. 

Dr.  Clarence  Doerr,  of  Memphis,  president  of  the  Tennes- 
see Pharmaceutical  Association,  Dr.  Karon  Jennings  of  McMinn- 
ville, president  of  the  Tennessee  Veterinary  Medical  Associ- 
ation and  Mr.  A1  Dierks,  immediate  past-president  of  the 
Tennessee  Hospital  Association  also  attended.  Representing 
the  Third  National  Bank  in  Nashville  was  Mr.  Sam  Hunt,  and 
Mr.  Scott  Fillebrown  represented  the  First  American  National 
Bank  of  Nashville.  Dr.  Garth  Fort  attended  on  behalf  of  the 
National  Life  and  Accident  Insurance  Company  of  Nashville. 

• Many  of  the  state's  daily  and  weekly  newspapers  have  edi- 
torialized in  support  of  the  Herlong-Curtis  Bill  (Eldercare) 
and  in  opposition  to  the  King-Anderson  proposal.  The  fol- 
lowing excerpts  are  from  but  a few: 

MEMPHIS  COMMERCIAL  APPEAL:  "The  big  'if'  in  Medicare  is  hos- 
pital costs.  If  they  rise  as  they  have  been  in  recent 
years,  and  if  many  of  our  older  citizens  avail  themselves  of 
Medicare  benefits  (available  to  all,  without  reference  to 
income  or  ability  to  pay) , increases  in  the  Medicare  tax 
will  come  hurriedly.  . . . The  road  ahead  is  paved  with 
doubts. " 

THE  COLUMBIA  HERALD:  "This  state's  two  Senators  and  this 
district's  Congressman  will  all  yield  to  the  pressure  from 
on  high  and  vote  Medicare.  Let's  hope  enough  of  their  col- 
leagues refuse,  and  kill  it." 

THE  CHATTANOOGA  NEWS-FREE  PRESS:  . . . "the  American  Medical 
Association  has  suggested  that  a better  plan  than  the  LBJ 
socialized  medicine  one  would  be  a system  under  which  the 
Federal  Government  would  subsidize  ordinary  health  insurance 
for  poor  people  who  are  not  able  to  pay  for  the  insurance 
they  need  and  would  like  to  have.  . . . the  AMA  proposal 
would  meet  real  need  more  reasonably  and  with  less  central 
government  dictation  and  less  cost  to  all  taxpayers." 

THE  JACKSON  SUN:  "Medicare  with  its  added  load  of  Social 
Security  and  other  taxes  could  prove  the  fuse  to  a tax- 
payer's revolt.  For  no  matter  how  docile  the  taxpayer  may 
seem,  it  would  be  remembered  that  this  nation  came  into  be- 
ing because  of  what  seemed  unreasonable  taxes." 

THE  KNOXVILLE  JOURNAL:  "Involved  in  the  whole  matter  as  be- 
tween Medicare  or  Eldercare  is  not  simply  a question  of  lay- 
ing new  taxes  on  the  nation's  work  force  through  Social  Se- 
curity, as  called  for  by  Medicare.  No  less  is  involved  the 
purpose  of  not  further  diluting  and  weakening  the  nation's 
free  enterprise  system." 

THE  HENDERSON  INDEPENDENT:  "There  is  no  reason  for  Congress 
to  act  hastily  and  rush  through  an  inadequate,  little  under- 
stood program  like  medicare  which  would  create  new  problems 
without  solving  old  ones.  It  isn't  as  if  Congress  had  noth- 
ing better  to  consider.  The  doctors  have  given  them  some- 
thing better." 
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SOURCE:  U.  S.  Dept,  of  Commerce 


TMA  Health  Insurance  • On  February  28,  the  Health  Insurance  Committee  of  TMA  met 
Committee  Meets  on  in  Nashville  to  consider  further  revisions  in  the  Tennessee 
Tennessee  Plan  Plan.  There  has  been  much  discussion  toward  further  re- 

visions to  make  the  Tennessee  Plan  more  all-inclusive  for 
other  medical  services  other  than  surgical  and  obstetrical. 
There  are  groups  of  subscribers  that  prefer  to  leave  the 
Tennessee  Plan  as  it  is  at  present.  The  committee  has  been 
studying  this  matter  for  a considerable  time. 

At  the  meeting  of  the  Committee,  the  following  action  was 
adopted:  "That  the  Health  Insurance  Committee  recommend  that 
the  Tennessee  Plan,  in  the  future,  be  a comprehensive,  medi- 
cal service,  in-hospital,  health  care  plan,  and  that  the 
present  'Revised  Tennessee  Plan’,  be  offered  to  those  who 
wish  only  surgical  and  obstetrical  coverage  with  its  pro- 
visions clearly  outlined  to  the  purchaser  and  that  no  change 
in  income  levels  for  service  benefits  be  made." 

This  means  that  the  official  Tennessee  Plan  as  subse- 
quently developed,  would  cover  surgical  and  obstetrical  as 
well  as  in-hospital  medical  service  and  other  services  to- 
ward meeting  the  total  health  care  of  the  patient. 


Dependents'  Medical 
Care  Cases  Handled 
In  Tennessee 


Medical  Ethics 
Program  Planned 


• For  the  period  July  through  December,  1964,  4,303  de- 
pendents medical  care  cases  representing  a total  payment  of 
$348,797.97  was  made  to  physicians.  For  the  year,  1964, 
8,180  medicare  cases  representing  a total  payment  of 
$657,307.84  was  made. 

• An  expanded  program  on  medical  ethics  by  the  American 
Medical  Association  was  approved  by  the  AMA’s  Board  of  Trus- 
tees at  the  Clinical  Convention  in  Miami  Beach  last  Decern- 


IRS  Again  Considering 
Regulations  on 
Journal  Advertising 


M.D.'s  Business 
Problems  Sighted 


Social  Security 
For  Physicians 


Physicians  Draft 


ber.  The  Chairman  of  the  AMA  Judicial  Council  said  the  new 
program's  projects  will  include: 

A national  meeting  on  medical  ethics,  professionalism, 
discipline,  and  grievances  will  be  held.  This  meeting  is 
scheduled  for  October  2-3,  1965.  The  AMA’s  Department  of 
Medical  Ethics  is  developing  a manual  on  medical  ethics  and 
discipline . 

Prominent  physicians  will  be  encouraged  to  prepare  essays 
and  articles  reflecting  their  philosophy  on  medicine  and  on 
specific  subjects  relating  to  medical  ethics.  Objectives  of 
the  expanded  program  will  be  to  stimulate  the  interest  of 
the  individual  physician  in  medical  ethics  and  to  promote 
professional  unity. 

• Medical  Journal  advertising  is  included  in  the  classifi- 
cation wherein  the  Internal  Revenue  Service  is  trying  to 
make  income  from  advertising  taxable. 

The  Internal  Revenue  Service  plans  to  issue  regulations 
aimed  at  taxing  revenues  received  by  non-profit  associa- 
tions from  their  publications.  (This  would  include  the  TMA 
Journal . ) 

Congressman  Watts  from  Kentucky  has  reintroduced  Bill 
H.R.  1190,  which  would  exclude  from  taxation  "all  income  de- 
rived from  carrying  on  any  publication  which  is  not  an  un- 
related trade  or  business  and  all  deductions  directly  con- 
nected with  such  income."  The  Congressman  will  seek  hearings 
on  this  bill  before  the  Committee  on  Ways  and  Means.  But 
the  IRS,  it  is  reported,  will  issue  the  proposed  regulations 
before  summer  despite  any  hearings  that  may  be  held  by  the 
Ways  and  Means  Committee. 

• The  physician  of  today  has  been  forced  to  wear  two  hats — 
one  of  the  scientific  healer  and  the  other  of  the  business- 
man— and  the  hat  of  the  businessman  does  not  generally  rest 
easily.  This  question  was  a timely  subject  presented  by  a 
management  consultant  at  the  AMA-ABA  National  Medical  Legal 
Symposium. 

A doctor  must  be  constantly  aware  that  there  is  a busi- 
ness side  to  his  practice.  To  recognize  this  fact  is  not 
enough — he  must  cope  with  it.  Failure  to  do  so  will  bring 
economic  disaster  and  can  produce  dire  consequences  center- 
ing around  problems  with  the  Internal  Revenue  Service. 

The  partnership  entity  is  more  and  more  attractive  to 
practicing  physicians.  Financial  gain,  oddly  enough,  is  not 
the  primary  motivation.  The  three  basic  reasons  that  doc- 
tors form  partnerships  are:  (1)  It  affords  the  patients  more 
complete  medical  care.  Several  physicians  can  better  afford 
the  necessary,  but  expensive,  diagnostic  and  treatment  tools 
and  equipment  and  can  be  assured  of  their  more  continuous 
and  efficient  usage.  (2)  The  medical  knowledge  "explosion" 
has  produced  so  much  to  know  and  so  many  ramifications  to 
illnesses  and  diseases  that  it  is  natural  for  a doctor  to 
seek  quick  and  accessible  consultation.  (3)  The  partnership 
arrangement  provides  the  doctors  with  much  needed  relief  and 
coverage  of  the  patient  load. 

• Compulsory  social  security  coverage  for  physicians,  lost 
in  last  year's  medicare  shuffle,  reappeared  in  the  Presi- 
dent's 1965  State  of  the  Union  message.  In  case  you  missed 
the  message,  the  President  called  for  (1)  an  immediate  7 per 
cent  increase  in  social  security  benefits  ; (2)  increasing 
the  tax  base  from  $4,800  to  $5,600;  (3)  higher  tax  rates  and 
(4)  compulsory  coverage  for  self-employed  physicians.  If 
Congress  buys  the  President's  social  security  package,  these 
physicians  will  pay  $358.40  in  1966,  $420  in  1968  and 
$436.80  in  1971. 

• Selective  Service  has  been  requested  by  the  Department  of 
Defense  to  make  available  851  physicians  for  active  duty 
this  summer.  This  call  has  been  made  necessary  by  the  in- 
sufficient number  of  1964  graduates  volunteering  for  active 
duty  upon  completion  of  internship.  Of  those  to  be  called, 
550  are  slated  for  the  Army,  176  for  the  Navy,  and  125  for 
Air  Force. 


— — 


Hadley  Williams,  Public  Service  Director 

Medicare  Debate  • Dr.  Edward  R.  Annis,  immediate-past  president  of  the 

Held  in  Memphis  American  Medical  Association  and  Senator  Albert  Gore  debated 

the  question  Medicare  vs.  Eldercare  recently  at  Southwestern 
University  in  Memphis.  The  debate  was  sponsored  by  the 
Memphis  Public  Affairs  Eorum  at  the  University's  Adult  Edu- 
cation Center. 

More  than  600  witnessed  the  1%  hour  debate  including  some 
200  who  watched  via  closed  circuit  television  in  another  au- 
ditorium on  the  campus,  set  up  to  accommodate  the  overflow 
audience.  Radio  station  WREC  in  Memphis  carried  the  entire 
debate  live  and  a one  hour  video  tape  was  shown  over  WSM-TV 
in  Nashville  a few  days  later. 

Senator  Gore  is  a member  of  the  Senate  Finance  Committee 
to  which  the  Medicare  bill  has  now  been  referred. 


Knoxville  Academy 
Hosts  Annual  Public 
Service  Dinner 


• The  Knoxville  Academy  of  Medicine  hosted  its  annual  pub- 
lic service  dinner  recently  for  Academy  members  and  Knox- 
ville business  and  civic  leaders.  A crowd  of  more  than  500 
heard  Dr.  Kenneth  McFarland,  of  Topeka,  Kansas,  deliver  the 
main  address. 

Dr.  McFarland  gave  a powerful  and  inspiring  speech  that 
was  well  received  by  those  in  attendance.  He  said,  "I  would 
like  to  see  good,  solid,  conservative  Americans  in  the 
leadership  position  of  both  of  the  major  parties.  Then  one 
party  can  win  one  election  and  the  other  party  can  win  the 
next  election — but  America  will  win  all  the  elections." 


AMPAC  Slates 
National  Workshop 


Health  Project 
Winners  Announced 


• The  American  Medical  Political  Action  Committee  will  con- 
duct a national  workshop  at  the  Shoreham  Hotel  in  Washing- 
ton, D.  C.  on  May  22-23.  Several  nationally  prominent  per- 
sons will  appear  on  the  day-and-a-half  program. 

Members  of  Congress  participating  will  be  Senator  Everett 
M.  Dirksen  of  Illinois,  Senator  Spessard  L.  Holland  of  Flor- 
ida, and  Representatives  Alton  Lennon  of  North  Carolina, 
Wendall  Wyatt  of  Oregon,  Joe  R.  Pool  of  Texas,  and  Paul 
Findley  of  Illinois.  Bryce  N.  Harlow,  vice-president  of 
Procter  & Gamble,  and  Theron  J.  Rice,  Legislative  General 
Manager  of  the  U.  S.  Chamber  will  also  deliver  addresses. 

• The  winning  entries  in  TMA's  12th  annual  Health  Project 
Contest  have  been  announced  by  Mrs.  George  K.  Henshall  of 
Chattanooga,  chairman  of  the  contest  for  the  Woman's  Auxil- 
iary to  TMA. 

The  Senior  English  Class  of  Hamilton  High  School  in  Mem- 
phis was  judged  first  place  winner.  The  class  sponsor,  Miss 
Martha  Flowers,  and  two  student  representatives,  Miss  Deb- 
orah Greene  and  Miss  Sandra  Simpson,  were  guests  of  TMA  in 
Chattanooga  during  the  annual  meeting  where  they  received  an 
award  of  $500.  Topic  of  the  winning  entry  was  "The  Value 
of  Immunization  and  Re-Immunization." 

Second  place  and  $300  went  to  Grundy  County  High  School 
of  Tracy  City  for  the  entry  "Home  Safety  in  Our  Thermo- 
nuclear Age." 

Third  place  prize  money  of  $200  went  to  Central  High 
School  of  Chattanooga  for  their  entry  on  "Tuberculosis." 

Boones  Creek  High  School  of  Jonesboro  submitted  "Safety — 
At  Home  and  On  the  Highway"  and  received  a prize  of  $150  for 
fourth  place. 


AMA-ERF  Money 
Distributed 


Chamber  of  Commerce 
Tags  89th  Congress 


Thought  for  the 
Month 


"Nutrition,"  an  entry  by  Irving  College  High  School  of 
McMinnville  was  judged  fifth  and  received  a prize  of  $100. 

The  purpose  of  the  contest  is  to  help  teach  Tennessee 
youth  the  value  of  good  health  through  a practical  group- 
project  activity  and  is  sponsored  annually  by  TMA  and  the 
Woman’s  Auxiliary. 

® Checks  totaling  nearly  $40,000  have  been  presented  to  the 
Deans  of  Tennessee's  three  medical  schools  by  the  American 
Medical  Association — Education  and  Research  Foundation.  The 
money  is  part  of  more  than  $1.3  million  distributed  this 
year  by  AMA-ERF  to  the  nation's  88  medical  schools. 

Dr.  R.  H.  Kampmeier,  immediate-past  president  of  TMA, 
made  the  award  announcements  during  the  Public  Service 
breakfast  for  business  and  civic  leaders  held  in  conjunction 
with  the  annual  meeting  in  Chattanooga. 

The  University  of  Tennessee  College  of  Medicine  received 
$17,523.91,  Vanderbilt  University  School  of  Medicine 
$15,002.08  and  Meharry  Medical  College  $7,429.58. 

More  than  $15  million  has  been  distributed  by  AMA-ERF  to 
medical  schools  since  the  inception  of  the  "Funds  for  Medi- 
cal Schools  Program."  Contributions  to  AMA-ERF  by  physi- 
cians and  their  families  are  tax  deductible. 

• The  U.  S.  Chamber  of  Commerce  has  suggested  that  the  89th 
Congress  may  receive  the  all-time  "rubber  stamp"  title. 
Various  happenings  regarding  important  pieces  of  legislation 
has  prompted  the  observation. 

The  Chamber  pointed  to  the  following  items: 

— Labor  legislation  hearings  have  been  delayed  many  weeks 
while  waiting  for  White  House  recommendations. 

— Closed  door  study  of  social  security-medicare  with  no 
public  hearings  despite  new  benefits  and  concepts.  The 
House  was  forced  to  accept  or  reject  the  bill  as  reported 
with  no  amendments  permitted. 

- Only  two  days  of  hearings  on  Appalachia  Regional  Develop- 
ment Act. 

- The  Senate  Foreign  Relations  Committee,  considering  the 
Administration's  foreign  aid  program,  authorized  only  one- 
day  advance  notice  that  it  would  hear  public  witnesses. 

- Water  pollution  control  bill  brought  out  of  committee, 
passed  and  sent  to  House  after  a one-day  hearing  by  Senate 
Public  Works  Committee. 

— The  Senate  Appropriations  Committee  let  it  be  known  that 
it  wanted  to  hear  only  Government  witnesses  on  various  as- 
pects of  Administration  requests  for  $112  billion  in  new 
spending  authorizations. 

Representative  Barber  Conable  (R-N.Y.)  summed  up  the  mis- 
representation given  any  and  all  views  in  conflict  with 
those  of  the  Administration  when  in  a letter  to  his  con- 
stituents said:  "If  you  think  the  'War  on  Poverty'  is  dupli- 
cative and  wasteful;  you're  in  favor  of  poverty.  If  you 
question  the  school  bill,  you're  against  education. 

"If  you  don't  approve  of  the  medicare  approach,  you're 
against  the  aged  and  the  infirm.  If  you  don't  favor  deficit 
financing,  you're  necessarily  for  higher  taxes.  ..." 

The  upshot.  Rep.  Conable  said,  finds  a Congressman  in  the 
"unhappy  alternative  of  having  to  vote  for  what  he  feels  is 
bad  legislation,  or  appearing  heartless.  ..." 

• "I  place  economy  among  the  first  and  most  important  vir- 
tues, and  public  debt  as  the  greatest  of  dangers  to  be 
feared.  To  preserve  our  independence,  we  must  not  let  our 
rulers  load  us  with  perpetual  debt.  We  must  make  our  choice 
between  economy  and  liberty,  or  profusion  and  servitude.  If 
we  can  prevent  the  government  from  wasting  the  labors  of  the 
people,  under  the  pretense  of  caring  for  them,  they  will  be 
happy  ..."  Thomas  Jefferson. 


ANNUAL  MEETING  HIGHLIGHTS 


Attendance — 1 965 
Annual  Meeting 


The  True  Voice  of 
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Important! 


• Annual  Meeting  registration — 776.  Final  registration 
figures — 518  physicians,  including  residents  and  interns, 

94  exhibitors  and  164  members  of  the  Woman’s  Auxiliary,  mak- 
ing a total  of  776  registered  at  the  Chattanooga  meeting. 
Twenty-three  of  the  registrants  were  guests  or  guest 
speakers . 

• At  the  annual  meeting  in  Chattanooga,  April  11-13,  the 
TMA  House  of  Delegates  received  and  considered  32  reports 
from  permanent  committees,  acted  upon  11  resolutions  on 
various  subjects  and  considered  a great  amount  of  testimony 
presented  to  Reference  Committees.  The  procedures  followed 
by  the  TMA  House  of  Delegates  closely  resemble  those  of  the 
General  Assembly  of  Tennessee  and  the  U.S.  Congress. 

• Important  actions  of  the  House  included  policy  decisions 
on  eleven  resolutions.  Resolutions  adopted  included:  ex- 
tending the  present  contract  for  military  dependents  medical 
care  with  no  fee  schedule  changes  through  May,  1966  ; urged 
appropriate  AMA  action  regarding  the  proposed  $2,310,000,000 
federal  research  teaching  and  treatment  program  recommended 
by  the  DeBakey  Commission  on  Heart  Disease,  Cancer  and 
Stroke  ; endorsed  a 1966  Tennessee  Conference  on  Mental  Ill- 
ness and  Health;  authorized  a study  of  the  feasibility  of  a 
consolidated  licensing  board  for  physicians  and  osteopaths, 
so  that  both  groups  would  be  subject  to  the  same  examina- 
tions and  legal  controls  ; directed  the  Board  of  Trustees  to 
study  ways  of  achieving  proper  supervision,  direction  and 
approval  of  medical  laboratories  on  a voluntary  basis,  and 
to  include  in  such  a mechanism  pathologists  and  specialists 
in  internal  medicine,  and,  if  feasible,  bacteriologists  and 
bio-chemists  ; urged  TMA  members  to  initiate  and  participate 
in  areawide  hospital  planning  in  their  communities  ; approved 
the  establishing  of  a new  group  insurance  program  for  mem- 
bers for  assuring  maximum  accounts  receivable  assets  in 
physicians’  estates;  gave  TMA  endorsement  to  the  Memphis  In- 
vestment Retirement  Trust  to  assure  Trust  Committee  repre- 
sentation in  all  parts  of  the  state  ; urged  all  county  medi- 
cal societies  to  approve,  where  feasible,  the  inclusion  of  a 
voluntary,  non-deductible  contribution  to  AMPAC  and  IMPACT 
on  the  local  medical  society  annual  dues  billing  statement  ; 
recommended  that  TMA  members  study  the  proposed  demonstra- 
tion project  on  the  congestive  heart  failure  follow-up  pro- 
gram and  at  their  option  take  advantage  of  this  service  as 
approved  by  the  Public  Health  Council. 

• The  House  in  approving  the  report  of  the  Reference  Com- 
mittee on  Reports  of  Officers,  cited  as  "unethical  and  il- 
legal" certain  contracts  between  physicians  and  hospitals, 
and  allowed  one  year  for  the  correction  of  this  type  of  cor- 
porate practice  of  medicine.  The  Reference  Committee  and 
the  Board  of  Trustees  cited  the  approaching  need  for  a TMA 
dues  increase,  to  finance  required  expansions  of  activities, 
projects  and  services. 


Dr.  John  H.  Burkhart 
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• At  the  President's  Banquet,  Dr.  John  H.  Burkhart,  Knox- 
ville, assumed  the  presidency  on  April  12,  when  he  succeeded 
Dr.  R.  H.  Kampmeier,  Nashville. 


• The  President-Elect  to  lead  TMA  next  year  is  Dr.  G.  Baker 
Hubbard,  Jackson,  who  will  succeed  to  the  Presidency  during 
the  1966  meeting  in  Gatlinburg. 

• Elected  as  Chairman  of  the  Board  of  Trustees  was  Dr.  John 
C.  Burch,  Nashville.  Dr.  G.  Baker  Hubbard,  Jackson,  was 
named  Vice-Chairman.  Dr.  Burch  was  also  elected  Treasurer. 
Elected  to  the  Board  of  Trustees  for  a three-year  term  was 
Dr.  Edward  T.  Newell,  Jr.,  Chattanooga.  Dr.  Oscar  McCallum, 
Henderson,  was  elected  a member  of  the  Board  for  one  year 

to  complete  the  unexpired  term  of  Dr.  Hubbard. 

Dr.  Charles  A.  Trahern,  Clarksville,  was  re-elected  Sec- 
retary. In  addition  to  those  newly  elected,  the  Board  of 
Trustees  includes  Dr.  Burkhart,  Dr.  J.  Malcolm  Aste,  Mem- 
phis; Dr.  E.  L.  Caudill,  Jr.,  Elizabetht on ; Dr.  C.  D. 

Hawkes,  Memphis;  Dr.  G.  Baker  Hubbard;  Dr.  R.  H.  Kampmeier, 
Nashville  ; Dr.  K.  M.  Kressenberg,  Pulaski  ; and  Dr.  Charles 
A.  Trahern. 


• Elected  for  the  1965-66  year  as  Vice-Presidents  were:  Dr. 
Robert  H.  Haralson,  Maryville,  East  Tennessee;  Dr.  David 
Gordon  Petty,  Carthage,  Middle  Tennessee;  and  Dr.  Francis  H. 
Cole,  Memphis,  West  Tennessee. 

• Newly  elected  members  of  the  Council  included  Dr.  John  H. 
Saffold,  Knoxville,  Second  District;  Dr.  Carson  E.  Taylor, 
Lawrenceburg,  Seventh  District  (to  complete  the  term  of  Dr. 
Carl  Gardner)  ; Dr.  Charles  Hickman,  Bells,  Eighth  District; 
and  Dr.  R.  L.  De  Saussure,  Memphis,  Tenth  District.  Other 
members  of  the  Council  continuing  to  serve  will  be  Dr.  J.  J. 
Range,  Johnson  City;  Dr.  M.  F.  Langston,  Chattanooga;  Dr. 
Kenneth  L.  Haile,  Cookeville;  Dr.  Harry  T.  Moore,  Jr., 
Nashville  ; and  Dr.  Byron  0.  Garner,  Union  City. 

Dr.  Haile  was  elected  Chairman  of  the  Council. 

• Dr.  Bland  W.  Cannon,  Memphis,  and  Dr.  Daugh  W.  Smith, 
Nashville,  were  elected  for  two-year  terms  as  delegates  to 
the  American  Medical  Association.  Alternate  delegates 
elected  included  Dr.  Julian  K.  Welch,  Jr.,  Brownsville,  and 
Dr.  W.  0.  Vaughan,  Nashville.  Hold-over  delegate  is  Dr. 
Chas.  C.  Smeltzer,  Knoxville,  and  Dr.  Wm.  J.  Sheridan, 
Chattanooga,  alternate  delegate. 

• Dr.  J.  Malcolm  Aste,  Memphis,  was  re-elected  speaker  and 
Dr.  Tom  E.  Nesbitt,  Nashville,  was  re-elected  vice-speaker 
of  the  House. 

• Dr.  J.  Spencer  Speed,  Memphis,  was  the  recipient  of  the 
award  made  to  the  Outstanding  Physician  of  the  Year.  Dr. 
Speed  was  introduced  by  the  Speaker  of  the  House  of  Dele- 
gates in  appropriate  ceremony  at  the  President's  Banquet  on 
April  12th. 

• For  the  first  time,  two  outstanding  selections  were  made 
by  the  Board  of  Trustees  to  receive  the  distinguished  serv- 
ice awards,  the  first  to  be  made  by  TMA.  Dr.  Alvin  J. 
Ingram,  Memphis,  and  Dr.  Oliver  W.  Hill,  Knoxville,  were 
the  recipients. 

• On  January  1,  1965,  TMA  passed  the  magic  3,000  member 
figure  for  the  first  time  in  its  history.  The  total  number 
of  physicians — 3090,  AMA  members  from  Tennessee — 2927. 

• The  1966  Annual  Meeting  will  be  conducted  in  Gatlinburg 
with  headquarters  at  the  Gatlinburg  auditorium.  The  dates 
will  be  April  17-18-19. 
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Hadley  Williams,  Public  Service  Director 

• The  Tennessee  Medical  Association  and  the  Tennessee  De- 
partment of  Public  Health  has  jointly  sponsored  the  publica- 
tion of  a Pocket  Health  Card  and  each  TMA  member  has  been 
mailed  a small  supply. 

Dr.  William  A.  Hensley  of  Cookeville,  chairman  of  the 
TMA  Liaison  Committee  to  the  Tennessee  Public  Health  Depart- 
ment in  a letter  to  all  TMA  members  urged  the  distribution 
use  of  the  card  by  individual  physicians  and  their  patients. 
A small  supply  of  the  cards  accompanied  the  letter  and  ad- 
ditional quantities  are  available  from  TMA  headquarters  or 
from  local  county  health  departments. 

The  pocket  health  cards  which  can  be  given  free  to  pa- 
tients allows  a person  to  record  pertinent  health  informa- 
tion and  for  those  who  suffer  from  allergies  or  adverse 
reactions  to  drugs  it  could  save  a life  in  the  case  of  an 
emergency. 

• The  Medical  Aid  for  the  Aged  program  is  scheduled  for  an- 
other expansion  on  July  1 when  additional  days  of  hospitali- 
zation and  increased  payments  to  hospitals  go  into  effect. 

In  a meeting  with  the  TMA  Advisory  Committee  to  the  Pub- 
lic Welfare  Department,  Commissioner  Roy  S.  Nicks  outlined 
proposed  increases  in  the  MAA  and  other  medical  care  pro- 
grams administered  by  his  department. 

Ten  additional  days  of  hospitalization  will  be  allotted 
MAA  patients  bringing  the  total  number  of  days  available  to 
30  the  same  number  now  in  effect  for  OAA  recipients.  Other 
welfare  department  programs  will  have  an  additional  5 day 
hospitalization  added  bringing  the  total  days  available  to 
20.  Payments  to  hospitals  will  be  increased  $2  daily  and 
nursing  home  payments  will  be  increased  later  in  the  year. 

A new  application  form  for  MAA  recipients  is  being  tried 
in  three  counties  which  will  speed  up  the  certification 
process  and  reduce  administrative  costs  considerably.  It  is 
anticipated  that  the  new  forms  will  be  in  use  state-wide 
by  Fall. 

Mr.  Nicks  also  told  the  committee  that  the  Welfare  De- 
partment will  spend  approximately  $10.3  million  on  medical 
care  services  this  year  for  ail  programs  administered  by 
his  department.  He  also  estimated  that  next  year  this 
amount  would  increase  to  $16.6  million  total  with  $7.6  mil- 
lion going  for  the  MAA  program. 

• The  week  of  November  7-13  has  been  officially  designated 
as  Community  Health  Week  for  1965. 

County  Medical  Societies  should  begin  making  plans  now 
for  promoting  this  third  annual  observance.  The  primary  ob- 
jectives of  this  nationwide  observance  are  to  stimulate 
greater  public  awareness  and  appreciation  of  the  wealth  of 
health  facilities  and  services  which  are  available  locally 
and  to  stress  the  health  progress  and  medical  advances  which 
have  been  made  locally  through  the  concerted  effort  of  all 
members  of  the  community  health  team. 

County  medical  society  presidents  will  receive  a kit  of 
program  suggestions  and  promotional  materials  from  the  AMA 
by  August  1.  Chairmen  for  the  event  should  be  appointed  now. 


Senate  Concludes 
H.R.  6675  Hearings 


• The  Senate  Finance  Committee  concluded  public  hearings  on 
the  $6  billion  omnibus  social  security  benefits  bill  May  19. 

The  American  Medical  Association,  in  presenting  testimony 
before  the  committee,  told  the  Senate  that  the  future  of 
medical  care  in  the  nation  hinges  on  its  decision  on  the 
medicare  bill. 


Dr.  Donovan  F.  Ward,  president  of  the  AMA,  in  urging  re- 
jection of  the  King-Anderson  and  Byrnes  portions  of  the 
bill,  stated,  "H.R.  6675,  if  enacted  into  law,  will  affect 
the  lives  of  all  who  live  today,  and  the  lives  of  our  chil- 
dren and  our  children's  children.  H.R.  6675  will  introduce 
into  our  way  of  living  an  entirely  new  concept  of  social 
welfare.  H.R.  6675  will  alter  the  structure  of  our  medical 
care  system  for  generations  to  come." 

Dr.  Ward  also  stated  in  relation  to  the  American  Hospital 
Association's  proposed  inclusion  of  pathologists,  radiolo- 
gists, anesthesiologists  and  physiatrists  under  the  King- 
Anderson  portion  of  the  bill,  "Testimony  by  the  American 
Hospital  Association  suggests  that  it  seeks  ever  widening 
control  over  medical  care  for  its  members,  and  it  looks 
toward  the  inclusion  of  virtually  all  specialties  within  the 
administrative  jurisdiction  of  hospitals.  This  would  be  a 
highly  undesirable  development  in  patient  care.  Medical 
care  is  the  responsibility  of  physicians,  not  hospitals." 

Dr.  Ward  concluded  the  AMA  testimony  by  telling  the  com- 
mittee, "This  may  be  our  last  chance  to  ask  you  to  write 
legislation  which  will  meet  the  nation's  need  and  at  the 
same  time  avoid  the  pitfalls  of  a government-financed, 
government-controlled,  and  government-oriented  health  care 
system.  This  may  be  your  last  chance  to  weigh  the  conse- 
quences of  taking  the  first  step  toward  establishment  of 
socialized  medicine  in  the  United  States.  While  there  is 
still  time  we  urge  you  to  pause,  consider,  and  act  wisely." 

Many  other  witnesses  appeared  before  the  committee  in 
opposition  to  the  bill.  The  U.  S.  Chamber  told  the  commit- 
tee that  under  the  hospital  medicare  plan,  "hospital  and 
related  care  will  be  paid  for  people  65  and  over  who  are 
neither  proven  to  be  in  need,  nor  presumed  to  be  in  need, 
but  who  in  fact  are  known  to  be  working  regularly,  com- 
pletely self-supporting  and,  hence,  no  more  in  need  of  help 
than  all  other  employed,  self-supporting  families  and  indi- 
viduals under  65." 

The  American  Dental  Association  strongly  opposed  the  bill 
and  stated,  "our  major  objection — is  that  both  plans  extend 
care  without  regard  to  need." 

The  Committee  on  Social  Security  of  the  National  Associa- 
tion of  Life  Underwriters,  renewed  their  opposition  to  the 
bill  by  stating  that  the  House-passed  bill  exacts  additional 
taxes  from  the  younger,  working  population,  "many  of  whom 
are  more  financially  hard  pressed  than  many  individuals 
over  65. " 

The  AMA's  stand  on  inclusion  of  specialists  was  backed  by 
the  College  of  American  Pathologists,  the  Blue  Shield, 
American  Society  of  Internal  Medicine  and  the  American  So- 
ciety of  Anesthesiologists.  Taking  the  opposite  stand,  in 
addition  to  the  Administration,  were  the  American  Hospital 
Association,  AFL-CIO,  Blue  Cross,  American  Nurses  Associa- 
tion, and  the  National  Medical  Association. 


Termination  of 
Corporate  Practice 
in  Tennessee 


TMA  Council  to 
Take  Action 


® The  TMA  House  of  Delegates  again  has  reaffirmed  its  op- 
position to  the  Corporate  Practice  of  Medicine  as  being  un- 
ethical and  illegal.  The  House  granted  to  any  physician  now 
practicing  medicine  in  this  illegal  and  unethical  manner,  a 
period  of  twelve  months  to  correct  the  existing  contract. 

• As  a result  of  the  House  action,  TMA's  Council  recommends 
that  each  Specialty  involved  take  the  necessary  and  appro- 
priate steps  to  work  out  a model  agreement  for  its  members 
that  will  (1)  eliminate  the  conflict  of  interest  between 
physicians  and  hospitals;  (2)  free  the  physician  from  hos- 
pital dominated  service  type  insurance  plans  ; (3)  prohibit 
the  physician  from  disposing  of  his  service  to  any  lay 
ageny  which  sells  his  services  for  a profit  ; and  (4)  will 
restore  his  field  of  practice  to  conform  to  ethical  stand- 
ards which  prevail  for  all  other  physicians. 


Report  of  the  • "The  Council  as  a whole  has  been  concerned  principally 

Council  to  the  with  the  relationship  between  physicians  and  hospitals  as 

House  of  Delegates  these  contractual  arrangements  effect  the  corporate  practice 

of  medicine  by  institutions  and  fee  splitting  by  physicians. 
The  Council  has  pursued  this  matter  vigorously  since  1961 
when  a resolution  passed  by  the  House  directed  an  investiga- 
tion and  imposed  a deadline  in  1963  for  rectifying  any  con- 
tracts found  to  be  in  violation  of  medical  ethics  or  State 
Law.  All  contracts  between  physicians  and  hospitals  have 
been  investigated,  and  several  reports  from  the  Council 
have  recommended  changes  and  have  pointed  out  areas  of  con- 
fusion and  abuse.  The  Council  has  also  asked  repeatedly  for 
more  time  in  which  to  press  for  modification  of  illegal  and 
unethical  contracts.  The  Council  now  has  the  duty  to  report 
failure  in  these  efforts  and  requested  further  instructions 
from  the  House.  Every  contract  covering  the  practice  of 
Radiology  and  Pathology  in  hospitals  in  Tennessee  is  un- 
ethical and  illegal,  according  to  the  Council.  All  contain 
provisions  for  hospital  collection  of  professional  fees  and 
a division  between  the  hospital  and  the  physicians  on  a 
negotiated  percentage  basis.  This  whole  arrangement  has 
been  condoned  for  years,  but  it  leads  without  exception  to 
eventual  conflict  of  interest  between  physicians  and  hos- 
pitals, infringement  on  the  privileges  of  physicians  to 
control  the  economic  side  of  practice  and  exploitation  of 
patients  undergoing  x-ray  or  laboratory  examinations  for  the 
benefit  of  the  hospital.  The  Council  believes  that  this 
situation  will  lead  directly  to  control  Pathologists  and 
Radiologists  by  hospital  dominated  service  type  insurance 
plans,  and  to  inclusion  of  these  medical  specialists  in 
Federal  Government  medical  care  plans. 

"Recommendations  by  the  Council  to  the  specialty  so- 
cieties have  been  courteously  received.  The  various  com- 
mittees of  TMA  involved  in  insurance  benefits  were  directed 
last  year  by  TMA's  House  to  proceed  to  separate  professional 
care  benefits  from  Hospital  Service  payments,  but  progress 
here  is  apparently  non-existent.  The  Council  requested  in- 
structions— either  to  prefer  charges  of  unethical  practice 
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against  every  physician  practicing  under  a percentage  con- 
tract, to  change  the  ethical  standards  to  permit  physicians 
to  dispose  of  their  services  to  lay  agencies  which  sell 
these  services  for  a profit,  or  to  take  positive  steps  to 
change  these  fields  of  practice  to  conform  to  ethical  stand- 
ards which  prevail  for  all  other  physicians." 

• "The  Committee  reviewed  this  excellent  report  and  com- 
mended the  Council  for  their  concerted  and  diligent  efforts 
to  find  a solution  to  the  difficult  problem  of  unethical  and 
illegal  contracts  now  existing  between  physicians  and  hos- 
pitals. The  committee  concurred  with  the  tenor  of  the  word- 
ing of  the  report.  An  early  solution  to  the  problem  is  re- 
quired, not  only  for  those  physicians  now  involved,  but  also 
to  prevent  the  further  encroachment  by  hospitals  into  the 
practice  of  medicine.  The  Committee  recommended  to  the 
House  of  Delegates  that  TMA  reaffirm  its  opposition  to  the 
corporate  form  of  the  practice  of  medicine  and  further  rec- 
ommended that  the  House  of  Delegates  grant  to  any  physician 
now  practicing  medicine  in  this  illegal  and  unethical  manner 
a period  of  twelve  months  to  correct  the  existing  contract. 
This  short  time  is  mandatory  in  view  of  the  anticipated  im- 
plementation of  the  medicare  law  in  July,  1966,  which  will 
make  any  existing  contract  permanent  at  that  time." 

• (1)  Representation  in  legislative  and  governmental  mat- 
ters concerning  medicine.  (2)  Work  with  prepayment  plans 
to  achieve  equitable  fees  and  policies.  (3)  Public  rela- 
tions services,  to  enhance  the  status  of  the  profession  and 
of  the  individual  members. 

© The  Pennsylvania  Medical  Society  Newsletter  of  May  1965, 
reported  pertinent  action  of  the  Board  of  Trustees  of  the 
Pennsylvania  Society.  The  Board  endorsed  the  sentiments  of 
the  Tennessee  Medical  Association’s  resolution  urging  that 
AMA  "study  vigorously  and  take  appropriate  action  on  all 
phases"  of  the  proposed  federal  program  for  establishing  a 
national  network  of  regional  heart  disease,  cancer,  and 
stroke  centers.  The  Board  took  further  steps  directing  the 
Association's  staff  to  draft  a resolution  similar  in  senti- 
ment to  the  Tennessee  resolution  for  consideration  by  the 
Pennsylvania  Medical  Society's  delegation  in  advance  of  the 
AMA  House  of  Delegates  session. 

• One  more  patient  visit  per  day  per  doctor — that's  what 
the  increase  in  private  patient  visits  came  to  last  year, 
reports  the  National  Disease  and  Therapeutic  Index,  a con- 
tinuing research  study  of  private  medical  practice.  Doctors 
handled  1.2  billion  private  patient  visits  in  1964,  accord- 
ing to  the  NDTI  survey  or  5%  more  than  in  1963. 

• On  June  9th,  a large  display  advertisement  ran  in  more 
than  100  U.  S.  metropolitan  newspapers  entitled  "Health  Care 
At  The  Crossroads."  The  ad  consisted  of  the  statement 
signed  by  the  President  of  the  American  Medical  Association 
under  the  caption  of  "an  open  letter  to  our  patients."  This 
advertisement  was  added  public  education  urging  action  while 
there  was  still  time  on  H.R.  6675.  As  a followup,  a 30- 
minute  national  television  program  was  presented  on  June 
17th  over  the  ABC-TV  network.  The  TV  program  was  also  en- 
titled "Health  Care  At  The  Crossroads." 


Hadley  Williams,  Public  Service  Director 

Senate  Adopts  • The  Senate  Finance  Committee  favorably  reported  out  an 

Medicare  Bill  amended  version  of  the  Medicare  Bill  (H.R.  6675)  and  after 

numerous  other  amendments  were  added  from  the  floor,  the 
full  Senate  adopted  the  measure  by  a vote  of  68-21. 

Approved  by  the  committee  was  the  Douglas  amendment  which 
includes  in  the  hospital  portion  of  the  bill  the  professional 
services  of  radiologists,  pathologists,  anesthesiologists 
and  psychiatrists.  Also  adopted  was  an  amendment  which 
would  include  payment  for  the  services  of  chiroprators  and 
podiatrists. 

An  amendment  was  agreed  upon  in  committee  which  would  add 
to  the  list  of  drugs  for  which  the  government  will  pay  if 
administered  in  the  hospital  or  as  a part  of  out-patient 
care.  Drugs  would  include  those  named  in  the  Homeopathic 
Formulary  and  combination  drugs  in  which  the  principal  in- 
gredient is  a drug  approved  for  payment. 

The  substitute  medicare  bill  introduced  by  Senator  Long 
was  defeated  by  action  of  the  Finance  Committee.  Senator 
Long's  proposal  would  have  required  higher  income  elderly 
patients  to  pay  a larger  share  of  their  medical  expenses. 

In  other  action,  the  committee  increased  the  amount  of 
money  which  a retired  person  could  earn  without  decreasing 
his  Social  Security  benefits  by  increasing  the  limit  from 
the  $1,200  per  year  to  $1,500.  Between  $1,500  and  $3,000, 
one  dollar  of  Social  Security  benefits  would  be  deducted  for 
each  $2.00  a retiree  earned.  Above  $3,000  per  year  the  re- 
tiree would  lose  one  dollar  for  every  dollar  earned.  It  has 
been  estimated  by  Social  Security  experts  that  this  change 
will  increase  present  cash  benefits  by  $375  million  per  year 
and  the  chief  acturary  for  the  Social  Security  system, 

Robert  Myers,  estimates  that  the  amendment  might  necessitate 
a still  higher  tax  rate  on  employer  and  employee  in  order  to 
keep  the  fund  in  balance. 

The  committee  also  adopted  an  amendment  which  would  in- 
clude dental  service  to  hospital  in-patients  in  the  basic 
hospital  plan  and  would  include  the  fees  of  dentists  per- 
forming oral  dental  surgery  under  the  supplemental  plan. 

Also  agreed  upon  was  the  administration's  recommendation 
that  the  starting  date  for  the  supplemental  medical  care 
portion  of  the  bill  be  postponed  until  January  1,  1967. 

The  amended  bill,  as  passed  by  the  Senate,  now  goes  to  a 
conference  committee  composed  of  Senate  and  House  members 
before  being  re-referred  to  the  House  for  concurrence. 

S.  596  Ordered  • The  Heart  Disease,  Cancer  and  Stroke  Amendments  of  1965 

Favorably  Reported  (S.  596)  has  been  favorably  reported  by  the  Senate  Labor 

and  Public  Welfare  Committee.  The  committee  deleted  the 
provisions  calling  for  the  construction  of  hospital  and  re- 
search facilities,  such  construction  to  be  handled  under 
Hill-Burton  and  S.  512,  the  Health  Research  Facilities 
Amendments  of  1965.  The  committee  authorized  a total  ap- 
propriation of  $650  million  to  be  used  over  the  next  four 
years. 


Conference  on 
Rural  Health  Set 


Physicians  Top 
Earnings  List 


Remember  the  Date: 
November  7-13 


Cigarette  Sales 
Decline  Slightly 


Thought  for  the  Month 


• The  third  Tennessee  Rural  Health  Conference  will  be  held 
in  Nashville  at  the  Andrew  Jackson  Hotel  on  Tuesday,  October 
5,  1965.  Jointly  sponsored  by  TMA,  Tennessee  Farm  Bureau 
Federation  and  the  University  of  Tennessee  Agricultural 
Extension  Service,  the  one-day  affair  is  expected  to  attract 
some  200  physicians,  county  agents,  home  demonstration  club 
members  and  extension  service  personnel. 

Topics  to  be  discussed  include  Cholesterol,  Immunization, 
Poison  Control,  Safety  in  the  Home,  and  Pending  Legislation 
Which  Affects  Health  Care. 

All  interested  physicians  are  urged  to  make  plans  to 
attend. 

• The  Labor  Department  has  released  results  of  a study  on 
how  the  nation's  approximately  46  million  male  workers  make 
their  living. 

The  study  of  321  occupations  showed  a medium  salary  range 
— - at  the  midway  point  in  the  high  to  low  listing  — of 
$14,561  a year  for  physicians,  at  the  top  of  the  list,  to 
$550  for  newspaper  boys,  at  the  bottom. 

Second  highest  income  earners  were  business  managers  in 
banking  and  finance  at  $12,757.  Dentists  ranked  third  at 
$11,858  and  fourth  place  went  to  medical  professors  and  in- 
structors who  earn  an  average  of  $11,666.  Lawyers  were  high 
on  the  list  at  $10,587.  In  general,  the  study  shows  the 
higher  the  educational  attainment,  the  higher  the  salary. 

• Community  Health  Week  for  1965  will  be  observed  in 
Tennessee  and  across  the  nation  November  7-13. 

Now  is  the  time  for  county  medical  societies  to  begin 
making  plans  to  mark  this  third  annual  observance  of  Com- 
munity Health  Week  with  significant  local  programs. 

The  primary  objectives  of  this  nationwide  observance  are 
to  stimulate  greater  public  awareness  and  appreciation  of 
the  wealth  of  health  facilities  and  services  which  are 
available  locally  and  to  stress  the  health  progress  and 
medical  advances  which  have  been  made  locally  through  the 
concerted  efforts  of  all  members  of  the  community  health 
team. 

Community  Health  Week  is  a time  for  all  local  members  of 
health  organizations  — public,  private  and  voluntary  — to 
develop,  cooperatively,  informative  programs  which  portray 
the  continuing  theme  of  the  observance,  "Teaming  Up  For 
Better  Health. " 

Each  county  medical  society  will  receive  from  the  Ameri- 
can Medical  Association  a comprehensive  kit  of  materials  for 
use  during  Community  Health  Week.  Most  of  the  difficult 
work  has  been  done.  An  active  Community  Health  Week  Com- 
mittee in  each  county  medical  society  would  do  much  to  im- 
prove the  image  of  physicians  and  organized  medicine. 

• According  to  tax  data  compiled  by  the  Department  of 
Agriculture  there  was  only  a slight  decline  in  the  number 
of  cigarettes  sold  in  1964  from  the  preceding  year.  Some 
511  billion  cigarettes  were  sold  last  year  which  is  2.5  per 
cent  lower  than  the  record  524  million  sold  in  1963. 

The  Public  Health  Service’s  report  on  cancer  and  smoking 
attributed  to  a drop-off  soon  after  it  was  released  but 
sales  during  the  last  three  months  of  1964  were  higher  than 
the  corresponding  period  the  previous  year. 

• We  make  a living  by  what  we  get,  but  we  make  a life  by 
what  we  give. 


News  of  Interest  to  Doctors  in  Tennessee 


SUMMARY  OF  ACTIONS  OF  THE  AMA  HOUSE  OF  DELEGATES 
June  20-24,  1965 — New  York  City 

Here's  What  Happened  • Federal  health  care  legislation,  the  report  of  the  Presi- 
dent's Commission  on  Heart  Disease,  Cancer  and  Stroke,  the 
Gundersen  Committee  report  on  organization  of  the  House  of 
Delegates,  were  among  the  major  subjects  acted  upon  by  the 
House  of  Delegates  at  the  AMA's  114th  annual  convention  in 
New  York  City,  June  20-24.  Final  registration  figures 
reached  a total  of  64,517,  including  24,268  physicians,  the 
largest  physician  registration  in  AMA's  history. 


Principal  Actions 
In  Brief 


Tennessee  Presents 
Two  Resolutions 


• The  principal  actions  of  the  House  were:  Election  of 
Charles  L.  Hudson,  M.D.  of  Cleveland,  Ohio,  as  President- 
Elect  . . . Approved  a Reference  Committee  report  endorsing 
objectives  of  the  "Report  of  the  President's  Commission  on 
Heart  Disease,  Cancer  and  Stroke"  in  attempting  to  conquer 
these  diseases,  but  criticizing  hastily  contrived  legisla- 
tion to  implement  the  report,  and  adopted  action  suggesting 
further  study  by  each  State  Medical  Association  . . . De- 
ferred report  of  the  Gundersen  Committee  on  reorganization 
of  the  House  of  Delegates  until  the  Clinical  Session  . . . 
Considered  many  resolutions  relating  to  pending  national 
health  care  lgislation. 

• Tennessee  delegates  presented  one  of  seven  resolutions 
dealing  with  the  President's  Commission  on  Heart  Disease, 
Cancer  and  Stroke.  The  resolution  called  for  continued  ac- 
tion by  AMA  on  this  issue.  The  ultimate  action  of  the  House 
is  described  herein  under  the  heading.  The  DeBakey  Commis- 
sion Report. 

Resolution  No.  57,  introduced  by  the  Tennessee  delega- 
tion, called  for  AMA  to  urge  those  branches  of  federal  gov- 
ernment involved  in  the  formulation,  enactment  and  imple- 
mentation of  legislation  concerning  medical  care,  to  seek 
the  advice  of  AMA  to  the  end  that  the  public's  health  and 
the  quality  of  care  will  not  be  impaired  by  legislation. 

The  resolution  also  called  upon  AMA  to  keep  members  of  its 
component  medical  societies  informed  of  developments  in  leg- 
islation. The  Reference  Committee  was  in  complete  accord 
with  the  resolution  and  it  was  so  approved. 


Dr.  Bland  Cannon 
Elected  to  Council 
On  Medical  Education 


Health  Care 
Legislation  and 
Non-Participation 
Under  Medicare 


• Tennessee's  representation  in  the  House  continued  to  ex- 
emplify the  leadership  so  necessary.  Dr.  Bland  W.  Cannon, 
Memphis,  was  elected  to  the  important  Council  on  Medical 
Education  of  the  AMA.  This  is  one  of  the  most  important 
positions  in  the  AMA  structure.  He  joins  other  members  of 
the  Tennessee  delegation  serving  in  high  posts.  They  are 
Dr.  A.  J.  Ingram,  Memphis,  a member  of  the  Board  of  Trus- 
tees, and  Dr.  Charles  C.  Smeltzer,  Knoxville,  a member  of 
the  Judicial  Council. 

• The  most  controversial  issue  before  the  House  was  that  of 
nonparticipation  under  any  so-called  "Medicare"  law  that 
might  be  passed  by  Congress.  This  subject  came  up  in  nine 
resolutions  and  in  portions  of  Dr.  Appel's  inaugural  address. 


The  DeBakey 
Commission  Report 


Other  Major  Actions 


The  House  recommended  that  "the  members  of  AMA  be  re- 
minded that  it  is  each  individual  physician's  obligation  to 
decide  for  himself  whether  the  conditions  of  a case  for 
which  he  is  about  to  accept  responsibility  permit  him  to 
provide  his  own  highest  quality  of  medical  care."  The  House 
declared  that  "the  physicians  of  the  United  States  of 
America  pledge  themselves  to  continue  their  search  and  ac- 
tivity, in  whatever  social  environment  may  develop,  to  se- 
cure or  to  restore  the  freedom,  high  quality  and  availa- 
bility of  medical  care  which  has  been  traditional  in  our 
Country.  When  the  Medicare  legislation  is  determined,  the 
AMA  House  will  review,  in  special  session  if  necessary,  the 
effect  of  the  law  and  take  whatever  action  is  deemed  neces- 
sary. (For  special  comment  on  nonparticipation,  see  the 
Editorial  Pages  and  "Special  Report"  in  this  issue  of  the 
Journal. ) 

• In  considering  seven  resolutions  involving  the  report  and 
recommendations  of  the  President's  Commission  on  Heart  Dis- 
ease, Cancer  and  Stroke,  the  House  adopted  a substitute 
statement  which  resolved  that: 

"The  American  Medical  Association  point  with  pride  to  the 
immense  strides  made  in  the  approaches  to  the  conquest  of 
heart  disease,  cancer,  and  stroke  under  existing  patterns  of 
research  and  medical  practice  ; strongly  favoring  the  use  of 
available  financial  support  for  extension  of  these  patterns 
rather  than  replacement  by  a complex  of  medical  control  cen- 
ters and  satellites. 

"The  AMA  opposed  those  particular  Commission  recommenda- 
tions which  call  for  and  have  stimulated  proposals  for 
hastily  contrived  and  unproven  sweeping  changes  in  the  pat- 
tern of  medical  research,  education  and  patient  care. 

"The  component  state  medical  associations  be  urged  to 
conduct  conferences  with  medical  educators  and  scientists, 
medical  staffs  of  hospitals,  medical  society  representa- 
tives, and  other  interested  parties,  for  the  purpose  of 
exchanging  information  and  for  the  development  of  such  rec- 
ommendations as  may  be  appropriate  for  the  continued  im- 
provement of  medical  education,  research  and  patient  care". 
State  medical  associations  were  urged  to  report  findings  and 
recommendations  resulting  from  these  conferences  to  the  AMA 
Board  of  Trustees,  for  the  information  of  the  Board,  its 
councils,  and  the  Association  members. 

• In  dealing  with  75  resolutions  and  numerous  reports,  the 
House  of  Delegates  also: 

Agreed  that  hospital  medical  staffs  and  state  and  com- 
ponent medical  societies  be  urged  to  encourage  the  estab- 
lishment, maintenance  and  proper  use  of  cancer  registries  in 
hospitals,  but  that  the  establishment  of  such  should  not  be 
made  a requirement  for  accreditation  by  the  Joint  Commission 
on  the  Accreditation  of  Hospitals. 

Referred  to  the  Board  of  Trustees  a resolution  calling 

for  AMA  to  caution  the  public  against  discontinuing  volun- 
tary health  insurance  plans  for  persons  over  65  in  "antici- 
pation of  pending  legislation". 

Reaffirmed  its  policy  concerning  the  practice  of  radiol- 
ogy, pathology,  anesthesiology  and  physical  medicine  in 
hospitals. 

Adopted  a resolution  calling  for  continued  efforts  to  se- 
cure the  passage  of  legislation  "which  will  remove  tax  dis- 
crimination against  professional  people,  specifically  H.R. 

10  (Keogh)  and  H.R.  697  (Weltner) , but  turned  down  recom- 
mendations that  the  AMA  encourage  its  members  to  proceed  at 
the  state  and  county  levels  with  the  formation  of  corpora- 
tions for  the  purpose  of  implementing  an  "organized  effort 
in  the  courts  to  remove  tax  discrimination." 


Hadley  Williams,  Public  Service  Director 

Medicare  Bill  • On  Friday,  July  30,  President  Johnson  traveled  to  Inde- 

Becomes  Law  pendence,  Mo.  to  sign  the  medicare  bill  in  the  presence  of 

former  President  Harry  S.  Truman.  The  act  will  be  known  as 
Public  Law  89-97. 

The  House  approved  the  $6.5  billion  bill  by  a vote  of 
307-116  and  the  Senate  followed  with  a 70-24  vote  after  a 
conference  committee  of  both  houses  resolved  some  513  dif- 
ferences in  previously  passed  versions  of  the  bill. 

The  President  has  requested  the  AMA  to  meet  with  offi- 
cials of  Health,  Education  and  Welfare  on  the  development  of 
rules  and  regulations  of  the  new  law. 

Major  Provisions 
Basic  Hospital  Insurance  Plan 

© Effective  Date:  July  1,  1966  for  all  provisions  except 
Post-Hospital  extended  care  which  begins  January  1,  1967. 

• Benefit  Duration:  60  days  of  hospital  care  after  a $40 
deductible  with  additional  30  days  available  at  $10  per  day 
cost  to  patient. 

• Post-Hospital  Extended  Care  (Skilled  Nursing  Home) : 20 
days  of  nursing  home  care  with  additional  80  days  available 
at  $5  per  day  cost  to  patient. 

• Out-Patient  Diagnostic  Services:  Available  during  a 20- 
day  period  subject  to  a 20%  co-insurance  on  such  services 
with  credit  for  the  deductible  allowable  as  an  incurred  ex- 
pense under  the  voluntary  supplementary  program. 

• Physician’s  Services:  The  services  of  medical  interns  and 
residents  and  the  services  of  dental  interns  and  residents 
in  hospitals  under  approved  training  programs  will  be  pro- 
vided under  In-Patient  hospital  services. 

• Mental  and  Tuberculosis  Hospital  Services:  Excluded  are 
extended  care  facilities  primarily  for  the  care  and  treat- 
ment of  mental  diseases  or  tuberculosis. 

Supplementary  Medieal  Insurance 

• Effective  Date:  July  1,  1966. 

• Physician  Services:  Provides  payment  of  80%  of  the  rea- 
sonable charges,  subject  to  a deductible  of  $50,  for  serv- 
ices of  an  M.D.  and  for  dentists  performing  certain  dental 
surgeon  functions.  Services  of  chiropractors  and  podia- 
trists are  not  included. 

• Scope  of  Services — Specialists:  Services  of  physicians  in 
the  fields  of  pathology,  radiology,  physiatry  and  anesthesi- 
ology will  be  included  under  Supplementary  Medical  Insurance 
and  not  under  the  Basic  Hospital  Insurance  plan  as  suggested 
by  the  Senate  version. 

• Post-Hospital  Home-Health  Visits:  Up  to  100  visits  during 
a one-year  period  following  hospitalization. 

• Psychiatric  Hospital  Facilities:  Care  in  psychiatric  hos- 
pital limited  to  190  days  during  patient’s  lifetime. 

Miscellaneous 

• Tax  Rates:  Combined  tax  rate  for  employee-employer  begin- 
ning January  1,  1966  will  be  7.7%  on  $6,600  wage  base.  In 
1967-68,  7.8%.  In  1969-72,  8.8%.  In  1973  and  thereafter, 
9.7%.  For  self-employed  beginning  January  1,  1966,  5.8%. 

In  1967-68,  5.9%.  In  1969-72,  6.6%.  In  1973  and  there- 
after, 7%. 


House  Considering 
Heart,  Cancer  and 
Stroke  Legislation 


Attention:  County 
Public  Service 
Committee  Chairmen 


New  P.R.  Idea 


Physicians  and  Schools 
Conference  Set 


• H.R.  3140,  the  Heart,  Cancer  and  Stroke  Amendments  of 
1965,  has  successfully  passed  the  Senate  and  is  now  being 
considered  by  the  House  Interstate  and  Foreign  Commerce 
Committee. 

This  bill  is  vague,  premature,  costly  and  will  produce  a 
profound  change  in  the  rendition  of  medical  services  by 
shifting  toward  teaching  hospitals  and  medical  schools  the 
principal  responsibility  for  services  to  patients  with  can- 
cer, heart  disease,  stroke  and  other  major  diseases. 

Congressmen  are  being  urged  to  defer  action  on  this  leg- 
islation until  a comprehensive  study  of  the  many  provisions 
can  be  made.  All  physicians  are  being  urged  to  apprize 
their  congressman  of  the  profession’s  feelings  toward  this 
far-reaching  proposal. 

• The  annual  AMA  Public  Relations  Institute  will  be  con- 
ducted at  the  Drake  Hotel  in  Chicago,  August  19  and  20.  All 
county  medical  society  public  service  chairmen  are  being 
urged  to  attend  this  excellent  meeting. 

An  outstanding  selection  of  ideas,  tools  and  programs, 
all  designed  to  stimulate  county  medical  society  membership 
to  a more  active  role  in  PR  at  the  local  level,  will  be 
presented. 

• Concise,  authoritative  information  on  a variety  of  health 
topics  is  being  published  by  the  AMA  in  a handy  leaflet  form 
that  is  perfect  as  envelope  stuffers  for  your  monthly  state- 
ment mailings. 

Called  "Timely  Tips",  they  present  popular  health  sub- 
jects in  a new  format.  The  twelve  current  titles  avail- 
able are: 

Well  Done  is  for  Steak — Warns  of  the  danger  of  too  much 
sunbathing. 

Operation:  Diet  Right — Tells  how  to  take  off  weight  safely, 
warns  against  crash  diets  and  phony  reducing  products. 

Pick  Your  Shots — Explains  about  various  immunizations. 

Pull  a Switch  to  Exercise — Emphasizes  the  importance  of  ex- 
ercise. 

How  Are  You  Fixed  for  Poisons — Warns  of  common  household 
items  that  could  be  poisonous. 

Buckle  Down  and  Stay  Safe — How  and  why  seat  belts  save 
lives. 

Recipe  for  Family  Feeding — Basic  rules  for  preparing  appe- 
tizing meals  that  are  also  nutritious. 

Prognosis:  Medical  Career — Advice  for  high  school  students 
and  parents  about  opportunities  available  and  requirements 
necessary  for  those  who  wish  to  pursue  a medical  career. 
Battling  the  Cold — How  to  avoid  the  common  cold  and  what  a 
patient  can  do  to  treat  it  himself. 

The  Better  to  See  and  Hear — Advises  parents  of  the  signs  of 
abnormal  hearing  and  vision  in  their  youngsters. 

Tune-Up  for  Driving — Warns  that  one  should  be  in  proper 
physical  condition  before  driving  a car. 

How  to  be  a Medical,  Watchdog — How  a regularly  timed  physical 
checkup  may  show  the  symptoms  of  serious  illness. 

Pamphlets  are  available  from  AMA  at  the  nominal  cost  of 
100  per  packet  of  100,  or  500  per  1,000.  See  your  latest 
issue  of  JAMA  for  more  information  and  handy  order  form. 

• The  10th  National  Conference  on  Physicians  and  Schools 
will  be  held  in  Chicago  at  the  Sherat on-Chicago  Hotel  on 
September  23-25. 

This  conference  will  provide  an  opportunity  for  educa- 
tion, medicine,  and  public  health  to  discuss  their  responsi- 
bilities in  school  health  and  to  make  suggestions  that  might 
be  useful  to  comparable  local  groups.  The  meeting  is  being 
sponsored  by  the  Division  of  Environmental  Medicine  and 
Medical  Services  and  the  Department  of  Community  Health  and 
Health  Education  of  the  AMA. 


Report  of  Long- 
Range  Planning 
Committee 


Highlights  of  TMA 
Trustees  Meeting 


TMA  Endorses 
Automobile  Crash 
injury  Research 
Program 


State  and  County 
Society  Officers 
Conference — Feb. 
27.  1966 


RESUME  OF  BOARD  OF  TRUSTEES  ACTIONS 
Meeting  of  July  18,  7965 

• TMA's  Long-Range  Planning  Committee  has  been  studying  fu- 

ture needs  of  TMA,  researching  such  questions  as  the  finan- 
cial structure,  and  investigating  other  projects  and  plans. 
The  Committee  reported  the  following:  (1)  That  a continuing 
study  be  made  for  the  formation  of  an  Association  of  Profes- 
sions in  Tennessee,  the  purpose  being  to  ban  together  pro- 
fessional people  for  common  goals  and  interests.  (2)  Rec- 
ommended for  Board  approval  that  the  Executive  Director  be 
directed  to  investigate  the  obtaining  of  a consultant  to  as- 
sist in  the  review  of  TMA  programs  and  to  determine  better 
methods  and  procedures,  as  well  as  the  workload  upon  the 
staff.  (3)  Recommended  to  the  Board  that  the  Trustees  con- 
sider the  financial  status  of  TMA  and  take  action  at  the 
next  meeting  of  the  House  of  Delegates  in  1966.  (4)  Pre- 

sented a resolution  to  the  Board  calling  for  the  Trustees  and 
members  of  the  House  of  Delegates  to  take  a more  active  part 
in  the  TMA  communications  program,  to  make  such  a program 
more  effective  on  the  local  level  and  directing  the  Commit- 
tee on  Communications  and  Public  Service  to  fully  develop 
this  concept.  (5)  Following  a recommendation  of  the  Plan- 
ning Committee,  the  Trustees  directed  that  a full-time  field 
service  staff  person  be  employed  for  better  communications 
and  liaison  with  the  county  medical  societies  of  the  state. 

• The  Board  named  Dr.  A.  Roy  Tyrer,  Memphis,  Chairman  of 
the  Legislative  and  Public  Policy  Committee  ; Dr.  Morse  Koch- 
titzky,  Nashville,  was  appointed  Chairman  of  the  Communi- 
cations and  Public  Service  Committee  ; approved  the  appoint- 
ments of  the  President  to  the  Planning  Committee  for  the 
Congress  on  Mental  Illness  and  Health  to  be  held  in  1966 ; 
approved  the  President’s  appointment  of  five  physicians  to 
draft  a resolution  suggesting  legislation  looking  to  a 
closer  working  relationship  between  doctors  of  medicine  and 
doctors  of  osteopathy;  and  established  a Committee  on  Re- 
habilitation. Dr.  Kirland  Todd,  Nashville,  was  appointed 
and  recommended  to  the  Governor  to  fill  the  term  of  Dr. 

Greer  Ricketson  on  the  State's  Public  Health  Council. 

• The  Board  acted  to  officially  endorse  the  four-year  study 
to  be  made  in  Tennessee  by  the  Cornell  Aeronautical  Re- 
search Laboratory.  The  survey  will  be  on  automobile  crash 
injuries.  This  program  will  be  carried  out  in  cooperation 
with  the  Tennessee  Hospital  Association,  the  Tennessee  High- 
way Patrol,  the  State  Department  of  Public  Health,  and  the 
Tennessee  Medical  Association. 

• The  Executive  Director  submitted  the  format  of  a program 
for  the  State  and  County  Society  Officers  Conference,  to  be 
held  in  Nashville  on  February  27,  1966.  The  Board  approved 
the  program  and  directed  the  staff  to  proceed  to  organize  it 
for  presentation.  At  the  request  of  the  staff,  the  trustees 
appointed  an  Advisory  Committee  from  the  Board  to  assist  in 
developing  the  total  program. 


Recommendations 
Approved  on  1966 
Annual  Meeting 
Plans 


Health  Careers 


Other  Actions 


Self-Employed  MDs 
Must  Now  Pay  Social 
Security  Tax 


AMA  Meets  with 
Johnson 


Practice  Tip 


• Heard  a report  by  Dr.  R.  H.  Kampmeier  on  plans  for  the 
1966  annual  meeting,  outlining  a scientific  program  to  be 
presented  by  the  U.  S.  Public  Health  Service.  In  addition. 
Dr.  Kampmeier  made  a recommendation  for  consideration  by  the 
Board,  involving  a change  in  the  days  of  the  week  of  the  an- 
nual meeting.  The  Board  directed  Dr.  Kampmeier  to  formulate 
a resolution  incorporating  this  recommendation  and  present 
it  for  the  Board’s  consideration  at  the  October  meeting. 

(If  adopted,  presentation  to  the  House  of  Delegates  would 
follow. ) 

• Approved  the  procedures  outlined  by  the  Director  of  Pub- 
lic Service  for  developing  material,  commentary  and  slides, 
for  an  educational  program  in  health  careers  . . . heard  a 
report  on  the  activities  of  the  Tennessee  Council  on  aging 
and  approved  the  establishment  of  a classified  ad  page  in 
the  Journal. 

• Approved  the  second  quarter  financial  statement  ; heard  a 
report  on  the  actions  taken  by  the  House  of  Delegates  of  the 
American  Medical  Association  in  New  York  City,  June  20-24; 
accepted  the  resignation  of  Dr.  Chas.  C.  Smeltzer  as  a del- 
egate to  the  AMA  and  appointed  Dr.  Wm.  J.  Sheridan,  Chatta- 
nooga, to  succeed  him  until  the  next  meeting  of  the  House  of 
Delegates;  appointed  Dr.  John  H.  Burkhart,  Knoxville,  as 
alternate  AMA  delegate  from  East  Tennessee  until  the  next 
meeting  of  the  House. 

The  Board  discussed  the  increase  in  the  cost  of  producing 
the  Journal  as  submitted  by  the  McQuiddy  Printing  Company. 
The  increase  was  estimated  at  approximately  $3,000  per  year. 

• One  provision  of  the  new  welfare  bill  puts  self-employed 
physicians  under  the  social  security  umbrella  as  of  January 
1,  1965.  The  bill  also  increases  the  tax  base,  as  of  Janu- 
ary 1,  1966,  from  $4800  to  $6600.  In  dollars  and  cents, 
this  means  that  the  self-employed  physician,  after  paying 
his  1965  tax,  will  pay  $405.90  in  1966;  $422.40  in  1967  and 
1968;  $468.60  from  1969  to  1973  and  $498.30  in  1973.  This 
of  course  assumes  that  Congress  does  not  raise  either  the 
tax  base  or  the  tax  rate  in  the  intervening  years. 

The  Johnson  Administration  lost  only  one  important  round 
when  Congress  refused  to  let  the  basic  medicare  lav/  cover 
inhospital  services  rendered  by  radiologists,  pathologists, 
anesthesiologists,  and  physiatrists . The  bill  also  does  not 
cover  services  rendered,  on  any  basis,  by  chiropractors  or 
podiatrists. 

• On  July  29,  AMA  representatives  met  with  President  John- 
son. Topics  discussed  at  the  meeting  included  medicare  reg- 
ulations, proposed  medical  complexes  and  the  procurement  of 
physicians  for  the  armed  forces.  . . . With  respect  to  the 
medicare  program,  the  President  urged  AMA  to  meet  with  the 
Secretary  of  HEW,  and  his  staff,  in  a series  of  conferences 
to  consider  the  law  in  all  its  medical  aspects  and  the  reg- 
ulations that  must  be  promulgated  to  implement  the  law. 

The  President  invited  the  AMA  to  again  meet  with  him  in  two 
months.  . . . Following  the  meeting  with  the  President,  the 
AMA  group  met  with  Secretary  Celebrezze  and  his  staff  for 
preliminary  discussions  on  the  implementation  of  the  medi- 
care bill. 

• Is  Patient  Status  Critical?  Physicians  often  are  called 
on  by  the  press  to  describe  the  condition  of  the  patient. 

Is  he  in  critical,  serious,  or  good  condition?  Definitions 
of  these  terms  may  vary  from  community  to  community,  but 
there  is  general  agreement  on  what  they  mean.  Here  they 
are : Critical  or  Grave-— Death  is  a possibility;  Serious — 
Severely  injured,  but  death  is  not  likely;  Good — Injured, 
but  recovering. 


THE  TENNESSEE  TEN 


Hadley  Williams,  Public  Service  Director 

• The  third  Tennessee  Rural  Health  Conference  will  be  held 
in  Nashville  at  the  Andrew  Jackson  Hotel  on  Tuesday,  October 
5,  1965.  Jointly  sponsored  by  TMA,  the  Tennessee  Farm  Bu- 
reau Federation  and  the  University  of  Tennessee  Agricultural 
Extension  Service,  the  one-day  meeting  is  expected  to  at- 
tract some  150  physicians,  county  agents,  home  demonstration 
club  members  and  other  interested  persons. 

Included  on  the  program  will  be  Dr.  George  Mann,  of  Nash- 
ville, who  will  discuss  the  causes  of  coronary  disease  and 
Dr.  J.  M.  Bistowish,  Director  of  Health  for  Nashville  and 
Davidson  County,  discussing  immunization  services.  Dr.  Rob- 
ert F.  Lash,  of  Knoxville,  will  address  the  group  on  poisons 
in  the  home  and  on  the  farm.  Mrs.  G.  W.  F.  Cavender,  of 
the  Tennessee  Department  of  Public  Health;  Mr.  Bernard  P. 
Harrison,  Director  of  the  AMA's  Legislative  Department;  and 
Dean  Webster  Pendergrass,  of  the  University  of  Tennessee, 
will  also  appear  on  the  program. 

All  interested  physicians  are  urged  to  attend. 

The  Critical  Dimension  • The  American  Medical  Association  has  produced  a new  23- 

minute  color  film  entitled  "The  Critical  Dimension",  which 
describes  the  AMA's  organization  and  functions  plus  the 
benefits  of  membership. 

Designed  for  showing  at  state  and  county  medical  society 
meetings,  this  film  is  available  from  TMA  headquarters  now. 
If  your  society  would  like  to  have  this  film  shown  at  a fu- 
ture society  meeting,  the  public  service  director  will  be 
happy  to  appear  on  the  program  to  view  and  discuss  the  film. 

A new  30-page  booklet  which  outlines  the  history,  pur- 
pose, organization  and  major  areas  of  activity  of  the  AMA 
has  also  been  produced  and  is  now  available  at  no  cost  to 
individual  physicians.  New  society  members  will  especially 
benefit  from  reading  this  publication. 

Planning  Begins  for  • The  third  annual  national  observance  of  Community  Health 

Community  Health  Week  Week  will  be  held  November  7-13. 

All  county  medical  society  secretaries  and  Public  Service 
Chairmen  have  received  a comprehensive  kit  of  promotional 
aids  and  planning  guides  from  the  AMA  for  use  in  connection 
with  this  year's  observance. 

The  theme,  "Teaming  Up  for  Better  Health",  emphasizes  the 
mutual  cooperation  in  planning  meaningful  programs  of  com- 
munity wide  interest.  Other  members  of  the  community  health 
team  are  being  urged  to  participate  in  this  program. 

Included  in  the  promotional  kit  are  professionally  pre- 
pared radio  and  television  spot  messages,  newspaper  feature 
stories,  suggested  editorials  and  advertisements,  along  with 
speeches  designed  for  presentation  to  lay  audiences. 

Everything  needed  to  promote  an  effective  and  productive 
campaign  is  ready-made  for  county  society  chairmen.  While 
the  primary  purpose  of  the  observance  is  to  direct  public 
attention  at  the  local  level,  to  the  health  progress  and 


Rural  Health 
Conference  Set 


Council  on  Aging 
Meeting  Sept.  30th 


Medicare  Amendment 
Already  Introduced 


Medical  Aid 
Program  Grows 


medical  advances  which  have  been  made  and  to  the  abundance 
and  quality  of  health  services  and  facilities,  county  medi- 
cal societies  have  a wide  latitude  in  planning. 

Community  Health  Week  opens  to  citizens  a rare  oppor- 
tunity to  visualize  the  health  team  as  a whole  ; to  see  and 
learn  of  its  present  and  past  progress  ; and  to  gain  through 
personal  observation  a greater  appreciation  and  understand- 
ing of  the  cooperative,  community-wide  effort  required  to 
safeguard  and  advance  public  health. 

Inquire  immediately  as  to  your  society’s  plans  for  ob- 
serving Community  Health  Week  and  let  your  president  know 
you  are  willing  to  help  make  the  program  a success  in  your 
community.  The  potential  benefits  are  immeasurable. 

• The  Tennessee  Council  on  Aging  will  conduct  its  annual 
meeting  in  Nashville  on  September  30,  1965  at  the  Bill  Wil- 
kerson  Hearing  and  Speech  Center  auditorium. 

Dr.  Aubrey  B.  Harwell,  of  Nashville,  chairman  of  the  or- 
ganization, announced  a program  designed  to  aid  the  member 
organizations  to  understand  the  aspects  of  the  recently  en- 
acted Medicare  Law. 

Mr.  Lawrence  Hendricks,  Nashville  District  Director  of 
the  Social  Security  Administration,  will  outline  the  major 
provisions  of  the  law  and  plans  for  implementation.  Mr.  Roy 
S.  Nicks,  Commissioner  of  Public  Welfare,  will  discuss  the 
provisions  contained  in  the  law  which  will  affect  programs 
administered  by  his  department. 

• Senator  Paul  Douglas  (D. , 111.)  has  introduced  a bill  to 
place  the  services  of  medical  specialists  under  the  hospital 
benefit  program  of  Medicare.  The  Senate  approved  such  a 
provision  this  year,  but  it  was  eliminated  in  the  final  ver- 
sion approved  by  Congress. 

Under  the  Medicare  Bill  signed  into  law,  the  services  of 
pathologists,  radiologists,  anesthesiologists  and  physia- 
trists  come  under  the  voluntary,  supplemental  medical  in- 
surance portion  of  Medicare. 

The  Senate  Finance  Committee  is  expected  to  hold  hearings 
on  the  bill  in  January.  Senators  Anderson  and  Gruening  are 
co-sponsors  of  the  legislation. 

• The  Medical  Aid  for  the  Aged  program  added  7,372  new 
beneficiaries  during  the  first  six  months  of  1965.  A total 
of  31,408  persons  are  now  certified  in  Tennessee  to  receive 
hospitalization,  drugs  and  nursing  home  care  under  the 
program. 

Approximately  1,700  new  applications  for  aid  are  being 
received  monthly,  on  the  average.  The  program  provided 
28,723  days  of  hospitalization,  71,140  drug  prescriptions 
and  20,399  days  of  nursing  home  care  during  the  first  half 
of  1965.  During  the  last  three  month  period  alone,  more 
than  $1  million  has  been  expended  on  the  MAA  program. 

Under  the  new  Social  Security  Amendments  of  1965  law, 
federal  funds  will  not  be  available  after  December  31,  1969 
for  continuance  of  the  current  MAA  program.  States  will 
have  to  comply  after  that  date  with  the  new  regulations 
which  establishes  a program  embracing  all  medical  care  now 
in  existing  public  assistance  programs  for  the  aged,  blind, 
disabled  and  for  families  with  dependent  children.  Under 
the  new  program, states  must  provide  uniform  services  for  the 
needy  in  each  of  the  above  categories.  All  states  adopting 
the  new  program  must  provide  in-patient  hospital  care,  out- 
patient hospital  care,  skilled  nursing  home  services  for 
adults,  physicians’  services  and  laboratory  and  X-ray 
services. 


State  and  County  • The  State  and  County  Society  Officers  Conference,  sched- 

Society  Officers  uled  for  Nashville  at  the  Hermitage  Hotel,  Sunday,  February 

Conference  27,  1966,  is  now  organized  and  the  program  completed.  The 

Feb.  27,  1966  meeting  will  begin  with  registration  at  9:00  A.M.  and  will 

conclude  by  3.30  P.M.  Two  stimulating  phases  of  the  program 
will  be  presented  prior  to  the  luncheon  which  will  be  in  the 
Hermitage  Hotel.  A symposium  on  "The  Proper  Role  and  Re- 
sponsibilities of  County,  State  and  National  Medical  Groups" 
will  be  presented  at  10:15  A.M.  with  an  outstanding  speaker 
representing  a county  medical  society,  the  state  medical 
association,  and  the  national  association  will  be  presented 
by  Mr.  Leo  Brown,  Assistant  to  the  Executive  Vice-President 
of  the  American  Medical  Association,  Chicago. 

At  11:15  A.M. , the  speaker  will  be  Mr.  C.  Lincoln  Wil- 
liston.  Executive  Secretary  of  the  Texas  Medical  Associa- 
tion, who  will  speak  on  the  subject,  "Stimulating  Participa- 
tion in  Medical  Society  Affairs."  Mr.  Williston  and  the 
Texas  Medical  Association  have  been  instrumental  in  present- 
ing some  of  the  most  outstanding  programs  of  this  type  in 
the  nation.  The  luncheon  speaker  will  be  Dr.  Hoyt  D. 
Gardner,  Louisville,  Kentucky,  president-elect  of  the  Louis- 
ville-Jeff erson  County  Medical  Society  and  a member  of  the 
Board  of  Directors  of  the  American  Medical  Political  Action 
Committee.  His  subject  will  be  "Medical  Practice  and 
Politics. " 

Following  lunch,  the  afternoon  program  will  be  outstand- 
ing. A panel  discussion,  entitled  "As  Others  See  Us"  will 
be  moderated  by  Mr.  Jim  Reed,  Director  of  Communications  and 
Public  Relations  for  the  American  Medical  Association,  and 
participants  will  be  a widely  known  editor  in  the  state,  Mr. 
Lee  Anderson  of  the  Chattanooga  News-Free  Press,  together 
with  a representative  of  a radio  and  television  station,  an 
outstanding  businessman,  and  the  president  of  the  Tennessee 
Farm  Bureau  Federation.  This  will  be  an  interesting  pre- 
sentation with  a rapid-fire  question  and  answer  session. 

The  final  speaker  will  be  the  home-run  hitter.  The  title 
"Looking  Ahead"  will  be  the  subject  of  an  address  by  Dr. 
Edward  R.  Annis,  past  president  of  the  American  Medical  As- 
sociation. This  will  be  an  outstanding  program  and  one  of 
the  feature  presentations  by  the  Tennessee  Medical  Associa- 
tion in  recent  years. 


TMA  Council  Held  • The  Council  of  TMA  met  on  September  12th  in  Nashville  to 
Meeting  on  September  hear  progress  reports  from  the  specialties  involved  with 
12th  corporate  practice.  The  Council  heard  reports  from  Path- 

ology, Radiology  and  Anesthesiology  representatives  as  to 
their  progress  on  arrangements  to  comply  with  the  resolution 
of  the  House  of  Delegates.  The  Council  also  took  action  to 
request  the  House  of  Delegates  and  the  Board  of  Trustees  to 
aprroach  the  hospital  association  representatives  and  health 
insurance  carriers,  on  a plan  to  institute  a study  for  a 
uniform  system  of  hospital  charges  based  on  factual  cost 
accounting  and  distribution. 


New  Film  Available  • A new  color  film  entitled  "The  Critical  Dimension"  is  now 

For  County  Medical  available  for  use  by  county  medical  societies  for  showing  at 

Society  Showing  their  meetings.  The  film  is  an  interesting  and  informative 

presentation  of  the  activities  in  which  the  American  Medical 
Association  is  engaged.  Every  county  medical  society  is 
urged  to  make  this  educational  film  available  to  its  mem- 
bers by  scheduling  it  at  a future  program.  Contact  TMA 
headquarters  and  arrangements  will  be  made  to  show  the  film. 

Medicare's  Effect-  • Enactment  of  the  Medicare  Law  and  other  amendments  to  the 
MAA  Program  Will  End  Social  Security  Act  will  put  an  end  to  the  Kerr-Mills  Pro- 
gram of  medical  assistance  to  the  aged  by  not  later  than 
December  31,  1969.  Under  the  new  measures  approved  by  Con- 
gress, states  may  continue  their  present  MAA  programs  with- 
out change  until  that  date,  after  which  federal  funds  will 
be  available  only  for  the  new  program  encompassed  in  Title 
XIX  Amendment  to  the  Social  Security  Act.  The  new  Act 
establishes  a program  embracing  all  medical  care  now  in 
existing  public  assistance  programs  for  the  aged,  blind, 
disabled,  and  for  families  with  dependent  children.  The 
states  may  start  the  new  program  in  January,  1966,  but  all 
of  the  old  public  assistance  programs  must  be  discontinued 
by  the  end  of  1969. 


Medicare  Amendment  • Senator  Paul  Douglas,  Illinois,  has  introduced  an  amend- 

Presented  ment  to  the  Social  Security  Amendments  which  became  Public 

Law  89-97  on  July  30,  1965.  The  amendment  would  permit 
payment  for  the  professional  services  of  pathologists, 
radiologists,  anesthesiologists  and  physiatrists  under  the 
hospital  insurance  portion  of  the  bill  if  the  hospital  had 
an  agreement  with  the  specialist  to  include  their  fees  in 
the  normal  hospital  bill.  This  similar  language  was  con- 
tained in  the  Medicare  Bill  passed  by  the  Senate.  However 
the  provision  was  eliminated  by  the  Conference  Committee  and 
the  bill  was  passed  with  the  above  named  specialists  in- 
cluded in  the  optional  Part  II  of  the  bill  dealing  with  pay- 
ment to  physicians. 

Non-Participation  • A pronouncement  by  the  AMA  has  raised  the  issue  of  anti- 

trust action  against  physicians  who  "conspire"  to  have  noth- 
ing to  do  with  Medicare.  The  statement  says  that  refusal  to 
participate  by  physicians  "acting  in  concert"  constitutes 
conspiracy  and  "would  involve  exposure  to  the  application 
of  the  Sherman  Antitrust  Act."  The  meaning  of  this  pro- 
nouncement is  to  the  effect  that  no  medical  society  or 
organized  group  of  doctors  can  legally  decide  as  a body  to 
stay  out  of  the  program.  Individual  physicians,  acting  on 
their  own,  can  of  course  refuse  any  and  all  medicare  pa- 
tients as  well  as  any  patient.  This  no  doubt  is  a measure 
which  will  be  further  studied  and  debated  in  a special  meet- 
ing of  the  AMA  House  of  Delegates  scheduled  on  October  2 
and  3.  Results  of  this  meeting  are  reported  elsewhere  in 
this  issue  of  the  Journal. 


Tennessee  Physicians 
Receive  $274,710.59 
From  Dependents 
Medical  Care 


• The  Tennessee  Hospital  Service  Association,  fiscal  paying 
agent  for  the  Military  Dependents  Medical  Care  Program,  re- 
ports that  from  January  through  June,  1965,  3,425  medicare 
cases  were  paid  representing  a total  payment  to  physicians 
of  $274,710.59. 


Malpractice  Contract  • Any  malpractice  contract  a doctor  buys  should  be  retained 

long  after  its  effective  date  has  passed.  The  reason:  such 
a contract  covers  actions  stemming  from  the  years  it  is  en- 
forced, and  its  value  continues  until  statutes  of  limitation 
no  longer  apply. 


Hadley  Williams,  Public  Service  Director 


TEAMING  UP  FOR  BETTER  HEALTH 


Where  Your  $$$  Go 


• County  medical  societies  have  been  urged  to  sponsor  local 
observances  of  Community  Health  Week,  November  7-13  by  Dr. 
Morse  Kochtitzky,  chairman  of  TMA's  Communications  and  Pub- 
lic Service  Committee. 

In  a letter  to  each  county  society  president,  urging  par- 
ticipation, Dr.  Kochtitzky  said  "Community  Health  Week  an- 
nually offers  local  medical  societies  a golden  opportunity 
to  improve  the  'image'  of  physicians,  while  at  the  same  time 
calling  attention  to  the  fact  that  protecting  and  improving 
public  health  today  is  largely  a community  effort." 

By  dramatizing  the  facts  that  existing  medical  and  health 
services  are  the  fruits  of  community  teamwork  and  planning 
in  past  years  and  stressing  that  it  is  the  responsibility 
of  each  citizen,  working  with  his  neighbors,  to  help  plan 
now  for  tomorrow's  needs.  Community  Health  Week  can  serve 
as  an  inspiring  guide  to  community  action. 

Accept  a small  share  of  the  responsibility  to  make  Com- 
munity Health  Week  a success  in  your  hometown. 

• A recent  issue  of  the  U.  S.  Chamber  of  Commerce  Legisla- 
tive Bulletin  contained  the  following  article: 

"Would  you  like  to  voluntarily  contribute  $85-413  to  help 
pay  the  rent  of  someone  who  makes  less  income  than  you  do? 

Or  chip  in  $48-236  to  foot  the  subsidy  bills  for  the  farm 
surpluses  lying  in  Uncle  Sam's  warehouses  this  year? 

"You  wouldn't? 

"Well,  it's  too  late  — you  already  are  paying  these 
amounts  and  others  like  them.  Nation's  Business  reports. 

This  is  the  cost,  depending  on  your  income  level,  you  will 
pay  this  year  in  Federal  income  taxes,  excise  taxes,  and 
corporation  taxes  passed  on  to  buyers,  to  support  such 
programs. 

"The  accompanying  chart  shows  typical  payments  in  half 
a dozen  controversial  areas  where  Congress  has  passed  new 
spending  programs.  The  total  tax  bill  will  be  about  $28 
billion,  but  that  is  hard  to  visualize  in  personal  terms. 

"Check  the  chart  to  see  what  your  share  will  be. 


FEDERAL  PROGRAMS:  WHAT  THEY  COST  YOU 


Total 

in  Billions 


If  you  make  If  you  make 
$10,000  income  $25,000  income 


HOUSING 

WELFARE 

AREA  DEVELOPMENT 

EDUCATION 

SPACE 

AGRICULTURE 


$7.0 

5.7 

1.7 

4.1 

5.1 
4.0 


$85 

69 

20 

49 

61 

48 


$413 

337 

100 

242 

301 

236 


Nurse  Practice 
Under  Study 


Act  • The  Legislative  Council  Committee  of  the  State  of  Ten- 
nessee was  directed  by  the  84th  General  Assembly  to  conduct 
a study  on  the  Nurse  Practice  Act  and  to  consider  revisions 
with  a view  to  strengthening  and  improving  the  law.  Public 
hearings  have  been  held  by  the  committee  and  the  Tennessee 
Medical  Association  was  requested  to  submit  any  suggestions 
for  additions,  deletions  or  revisions  concerning  the  law. 

The  following  statement  was  written  by  Dr.  A.  Roy  Tyrer 
of  Memphis,  chairman  of  the  TMA  Legislative  and  Public 
Policy  Committee,  and  Mr.  Charles  Cornelius,  Jr.,  TMA  attor- 
ney, and  reiterates  the  previous  position  of  TMA  regarding 
the  law. 

"The  Tennessee  Medical  Association  during  the  last  ses- 
sion of  the  Tennessee  General  Assembly  was  in  general 
agreement  with  the  amendment  of  the  Tennessee  Nurse  Practice 
Act  proposed  by  the  Tennessee  Nurses'  Association,  except 
that  the  medical  association  was  opposed  to: 

1.  Changing  the  composition  of  the  Board  charged  with  the 
licensing  of  nurses  so  as  to  eliminate  doctors  and 
hospital  administrator  members  from  the  Board. 

2.  Defining  professional  nursing  so  broadly  as  to  include 
other  para-medical  personnel  employed  in  the  offices 
of  physicians  or  in  hospitals  and  other  such  institu- 
tions. 

The  Tennessee  Medical  Association  is  in  sympathy  with  the 
objective  of  the  Tennessee  Nurses'  Association  of  upgrading 
the  profession  of  nursing  and  better  serving  the  public. 

We  believe,  however,  that  the  objective  can  only  be  obtained 
by  keeping  in  view  that  fact  that  a professional  nurse 
necessarily  is  required  to  work  in  close  harmony  with  the 
medical  profession  and  hospitals  and  as  a member  of  a team 
headed  up  by  a physician. 

While  the  medical  association  has  not  further  considered 
any  amendment  of  the  Nurse  Practice  Act  since  the  last  Gen- 
eral Assembly  adjourned,  it  is  suggested  that  it  might  be 
wise  to  consider  two  simplified  definitions  of  professional 
nursing  and  practical  nursing  somewhat  as  follows: 

63-714.  "PROFESSIONAL  NURSING"  DEFINED — The  practice  of 
professional  nursing  means  the  performance  for  compensa- 
tion of  any  act  in  the  observation,  care,  and  counsel  of 
the  ill,  injured,  or  infirmed,  or  in  the  maintenance  of 
health  or  prevention  of  illness  of  others,  or  in  the  su- 
pervision and  teaching  of  other  personnel,  or  in  admin- 
istration of  medications  and  treatments  as  prescribed  by 
a licensed  physician  or  dentist,  by  one  who  has  satis- 
factorily completed  the  course  in  an  approved  school  of 
professional  nursing;  requiring  substantial  specialized 
judgment  and  skill  and  based  on  knowledge  and  application 
of  the  principals  of  biological,  physical,  and  social 
science.  The  foregoing  shall  not  be  deemed  to  include 
acts  of  diagnosis  or  prescription  of  therapeutic  or  cor- 
rective measures. 

63-719.  "PRACTICAL  NURSING":  DEFINED — The  practice  of 
practical  nursing  means  the  performance  for  compensation 
of  selected  acts  in  the  care  of  the  ill,  injured,  or  in- 
firm under  the  direction  of  a professional  registered 
nurse  or  a licensed  physician,  or  licensed  dentist,  by 
one  who  has  satisfactorily  completed  an  approved  course 
in  practical  nursing,  or  has  by  other  designated  means 
acceptable  to  the  Board  of  Nursing  become  comparably 
qualified;  and  not  requiring  the  substantial  specialized 
skill,  judgment,  and  knowledge  required  in  professional 
nursing. 

The  Tennessee  Medical  Association  stands  ready  to  give 
full  consideration  to  any  proposal  for  amendment  of  the 
Nurse  Practice  Act  which  will  enable  the  nursing  profession, 
in  conjunction  with  physicians  and  hospitals,  to  better 
serve  that  segment  of  the  public  which  requires  their  serv- 
ices. " 


EDICAL 


TMA  Distinguished 
Service  Awards — 
Nominations  Should 
Be  Submitted 


AMA  House  of 
Delegates  Holds 
Special  Session 
On  Medicare 


• In  1964,  the  Board  of  Trustees  established  a maximum  of 
three  Distinguished  Service  Awards  to  be  made  to  physician 
members  each  year  after  receiving  nominations  from  county 
societies  or  from  the  membership  at  large.  The  awards  are 
to  be  presented  at  the  annual  meeting  each  April.  For  in- 
formation in  submitting  candidates,  the  following  criteria 
should  be  followed: 

1.  Any  member  of  the  Tennessee  Medical  Association  in 
good  standing  is  eligible  for  nomination,  and  any  member 
of  TMA  in  good  standing  may  nominate  a recipient  for  this 
award. 

2.  The  nominations  for  the  recipient  will  be  evaluated 
by  the  Board  of  Trustees  and  such  nominations,  with  factual 
supporting  data,  should  be  filed  with  the  Executive  Director 
of  TMA  NOT  LATER  THAN  JANUARY  1 preceding  the  annual  meet- 
ing. The  data  should  provide:  (a)  Biographical  information 
on  the  nominee,  including  recent  photograph,  if  possible. 

(b)  Medical  education  and  taining  of  nominee.  (c)  Profes- 
sional history,  including  private  practice,  specialty  train- 
ing, contributions  to  medical  literature,  teaching  affilia- 
tions, staff  connections,  etc.  (d)  Detailed  description  of 
a specific  or  general  contribution  or  accomplishment  of  the 
nominee  to  the  advancement  of  medical  science  or  any  of  the 
phases  upon  which  the  nomination  is  to  be  based.  (e)  Sub- 
stantiating evidence  of  merit  including  printed  materials, 
publications,  articles,  other  citations. 

3.  All  nominees  for  the  Distinguished  Service  Award  will 
be  evaluated  with  not  more  than  three  awards  being  made  in 
any  one  year. 

4.  The  Board  of  Trustees  will  present  the  awards  with 
appropriate  ceremony  during  the  annual  meeting  each  April. 

• The  House  of  Delegates  of  the  American  Medical  Associa- 
tion held  a special  session,  October  2-3  at  the  Palmer  House 
in  Chicago  to  consider  pertinent  items  relating  to  current 
problems  incident  to  health  care  laws  and  pending  legisla- 
tion. The  session  was  called  following  the  receipt  of  writ- 
ten requests  from  37  delegates  from  one-third  of  the  state 
medical  associations. 

Preceding  the  special  House  session,  a national  orienta- 
tion conference  was  conducted  on  Public  Law  89-97  (Medi- 
care). The  conference  was  held  in  the  LaSalle  Hotel  in 
Chicago  on  October  1. 

Tennessee  medicine  was  well  represented  at  Chicago  at 
the  one-day  conference  on  the  new  Medicare  Law.  Key 
speakers  from  the  Department  of  Health,  Education  and  Wel- 
fare reiterated  that  the  advice  and  counsel  of  physicians 
would  be  sought  before  definite  programs  and  regulations 
were  established.  Including  TMA's  delegates  to  the  House 
of  Delegates,  others  attending  made  a total  of  12  Tennessee 
representatives  present  at  the  Conference  and  the  special 
session  of  the  House.  (See  special  editorial  report  on 
policy  adopted  in  this  issue  of  the  Journal. ) 


Utilization 

Committees 


TMA  Delegates  to 
Introduce  Resolution 
On  Hospital  Cost 
Accounting 


Workshop  on 
Medicine  and 
Religion  Presented 
By  TMA 


Public  Relations 
Guidelines 


The  Last  Word 


• Hospital  utilization  committees,  a requirement  of  the 
new  Medicare  Program,  will  be  discussed  at  the  1965  AMA 
Clinical  Services  Conference.  The  meeting  is  scheduled  to 
precede  the  Philadelphia  Clinical  Convention  on  November 
27.  AMA  states  that  the  conference  will  bring  together 
authorities  from  medicine,  hospital  administration,  and 
other  health  agencies  to  explore  the  purpose,  philosophy, 
and  modes  of  operation  of  utilization  committees  in  hos- 
pitals. 

• The  TMA  Council  has  presented  a recommendation  for  a 
resolution  pertaining  to  hospital  uniform  billing  and  cost 
accounting,  and  revised  insurance  policies  in  the  health 
insurance  industry.  The  proposed  resolution  has  been  ap- 
proved by  the  Board  of  Trustees  and  presented  to  TMA's  dele- 
gates to  the  AMA  House  for  introduction.  The  resolu- 
tion calls  for  AMA,  through  appropriate  channels,  to 
recommend  to  the  American  Hospital  Association  to  urge  and 
assist  the  hospitals  of  the  United  States  to  establish  a 
system  of  uniform  cost-accounting  and  billing.  The  resolu- 
tion further  states  that  AMA  proceed  to  negotiate  to  the 
end  that  insurance  companies  change  their  policies  and 
contracts  in  the  allocation  of  monies  paid  by  the  health 
insurance  industry  in  order  to  separate  professional  fees 
and  hospital  charges. 

• An  interesting  workshop  involving  physicians  and  members 
of  the  clergy  was  sponsored  on  October  17th  by  TMA's  Com- 
mittee on  Medicine  and  Religion.  The  meeting  was  conducted 
in  Nashville. 

The  Workshop  began  with  a film  entitled,  "The  One  Who 
Heals"  presented  by  an  AMA  representative  from  the  Depart- 
ment of  Medicine  and  Religion.  The  subject,  "The  Physician 
and  Clergy  Role  in  Handling  the  Emotionally  Disturbed  and/or 
Mentally  Retarded  Child"  was  presented  by  dividing  the 
subject  into  three  resource  committees. 

Dr.  Paul  McCleave,  Director  of  the  Department  of  Medicine 
and  Religion  of  the  AMA,  was  the  luncheon  speaker  and  his 
subject  was  "Our  Responsibility  to  the  Husband  and  Wife  of 
the  Patient".  Following  lunch,  a session  on  exchange  of 
ideas  and  program  materials  was  held.  The  afternoon  portion 
of  the  workshop  discussed  "The  Care  of  the  Terminal  Patient" 
and  this  subject  was  divided  into  three  groups  headed  by 
discussion  leaders. 

The  purpose  of  the  conference  was  to  familiarize  county 
society  committee  chairmen  on  the  program  and  urge  that 
similar  workshops  and  programs  be  developed  on  the  county 
society  level.  Some  35  were  in  attendance. 

• Attending  the  August  AMA  Public  Relations  Institute  in 
Chicago,  were  540  physicians  and  staff  members  representing 
local,  state  and  national  medical  associations  throughout 
the  United  States.  Some  of  the  pertinent  points  cited  were: 
(1)  The  main  purpose  of  a medical  society  is  to  assure  the 
best  medical  care  for  the  area  served.  Activities  and 
operations  should  focus  on  this  objective.  (2)  Of  medical 
services  rendered,  98%  is  in  physicians'  offices,  clinics  or 
patients'  homes;  2%  is  in  hospitals.  (3)  Major  physician- 
patient  relations  needs  are:  discuss  fees  in  advance;  see 
patients  promptly;  allow  time  for  discussions  with  patients. 

AMA  health  information  pamphlets  and  racks  for  reception 
rooms  may  be  obtained  from  AMA  at  a reasonable  cost. 

Further  information  can  be  obtained  from  the  headquarters 
office  of  the  Tennessee  Medical  Association. 

• To  satisfy  the  tax  rate  to  be  imposed  by  Medicare,  a 
twenty-one  year  old  worker  could  pay  as  much  as  $15,470 
during  his  productive  years  before  becoming  eligible  for 
increased  medical  and  pension  benefits  at  age  65.  If  this 
"contribution"  was  voluntarily  saved  at  a 3%%  interest  rate, 
the  nestegg  actually  belonging  to  the  taxpayer  would  amount 
to  $34,974. 


Public  Service 
Committee  Meets 


Board  Chairman 
Receives  Award 


Utilization  Review 


Hadley  Williams,  Public  Service  Director 

• Impoving  communications  with  individual  members  of  TMA 
through  county  society  meetings  was  the  main  topic  of  dis- 
cussion at  a meeting  of  the  Communications  and  Public 
Service  Committee  on  October  17th. 

Dr.  Morse  Kochtitzky,  chairman  of  the  committee,  called 
on  all  members  of  his  committee  to  become  "working  members" 
and  to  aid  in  the  disimination  of  information  to  the  TMA 
membership.  Plans  were  formulated  whereby  a program  of  in- 
formation concerning  what  is  happening  within  organized 
medicine  on  the  state  and  national  level  can  be  reported  to 
county  societies. 

The  Board  of  Trustees  of  TMA  recently  adopted  a resolu- 
tion recommended  by  the  Board's  Long-Range  Planning  Commit- 
tee, pointing  out  that  members  of  the  Board  and  members  of 
the  TMA  House  of  Delegates  are  not  being  used  to  the  fullest 
potential  as  part  of  medicine's  communications  armamen- 
tarium. These  two  bodies  are  TMA's  best  informed  and  should 
be  utilized  to  the  fullest  in  communicating  with  the  mem- 
bership at  the  grass  roots  level.  The  Communications  and 
Public  Service  Committee  was  requested  to  fully  develop  this 
concept. 

Frequent  visits  with  county  societies  on  their  regular 
meeting  dates  by  TMA  staff  members  is  being  planned  for  the 
future.  Special  programs  of  information,  utilizing  physi- 
cians as  well  as  staff,  are  being  developed  and  will  be 
available  for  presentation  at  county  societies. 

The  committee  also  adopted  a plan  to  present  a television 
series  entitled  "Doctors  at  Work"  across  the  state.  The 
project  would  include  a professionally  produced  film  seg- 
ment on  various  medical  topics  and  would  utilize  local 
physicians  as  a panel  for  live  discussions  following  the 
filmed  portion. 

• Dr.  John  C.  Burch,  of  Nashville,  chairman  of  the  TMA 
Board  of  Trustees,  received  the  American  College  of  Sur- 
geons' 1965  Distinguished  Service  Award  at  the  annual  meet- 
ing of  Fellows  of  the  ACS,  held  recently  in  Atlantic 

City,  N.  J. 

Dr.  Burch,  whose  specialty  is  gynecology,  is  also  treas- 
urer of  TMA,  president  of  the  Vanderbilt  Medical  Alumni 
Association,  and  a member  of  the  ACS  Commission  on  Cancer. 

• Physicians  planning  to  attend  the  AMA  clinical  convention 
in  Philadelphia  November  28-December  1 may  want  to  attend 
the  seventh  annual  medical  services  conference  on  November 
27.  Medical  Staff  in  Action,  "The  Utilization  Committee" 
will  be  the  theme  of  the  conference.  The  purpose  of  the 
meeting  will  be  to  explore  the  purpose,  philosophy,  mode  of 
operation,  and  value  of  utilization  committees  in  order  to 
stimulate  action  programs  at  the  local  level. 

Site  of  the  conference  will  be  the  Bellevue  Stratford 
Hotel  and  pre-registration  forms  are  available  from  TMA 
Headquarters. 


Don't  Forget: 
February  27,  1966 


Governor  Proclaims 
Community  Health 
Week 


• All  county  society  presidents,  president-elects  and 
other  officers,  members  of  the  House  of  Delegates  and  other 
interested  TMA  members  should  make  their  plans  now  to  attend 
the  TMA  State  and  County  Officers  Conference  to  be  held  in 
Nashville  at  the  Hermitage  Hotel  on  Sunday,  February  27, 

1966. 

A top-flight  program  has  been  arranged  for  the  purpose 
of  informing  physicians  of  their  role  and  responsibilities 
in  medical  society  affairs. 

An  outstanding  list  of  speakers  have  agreed  to  partici- 
pate on  the  program,  including  medicine's  most  articulate 
spokesman,  Dr.  Edward  R.  Annis,  past  president  of  the  AMA. 

• County  medical  societies  across  the  state  joined  in  the 
third  annual  observance  of  Community  Health  Week  November 
7-13.  Governor  Frank  G.  Clement  issued  an  official  procla- 
mation from  his  office  on  October  19.  Dr.  Morse  Kochtitzky, 
chairman  of  the  TMA  Communication  and  Public  Service  Com- 
mittee, and  Dr.  Robert  H.  Tosh,  a member  of  the  Nashville 
Academy  of  Medicine's  Public  Service  Committee,  were 
present  for  the  signing. 

The  proclamation  read  as  follows: 

WHEREAS,  Health  is  the  most  priceless  possession  of  every 
man,  woman  and  child  ; and 

WHEREAS,  A high  level  of  health  is  vital  to  the  safety, 
growth,  and  progress  of  our  state  and  its  many  people;  and 

WHEREAS,  Americans  today  are  living  longer,  healthier 
lives  than  ever  before  in  history  because  of  the  enormous 
advances  made  in  medicine  during  our  lifetime  ; and 

WHEREAS,  Physicians,  medical  scientists,  and  the  dedi- 
cated people  in  the  many  fields  allied  to  medicine  have 
teamed  up  to  conquer  polio,  smallpox,  diptheria  and  other 
dreaded  diseases  which  once  took  a heavy  toll  of  life  ; and 

WHEREAS,  Medicine's  endless  search  for  new  discoveries 
and  ways  to  make  life  free  from  serious  disease  or  crippling 
injury  is  reaching  toward  even  greater  heights  ; and 

WHEREAS,  The  citizens  of  our  state  are  blessed  with  many 
excellent  health  services  and  facilities  which  have  re- 
sulted from  organized  community  efforts  and  careful  plan- 
ning ; and 

WHEREAS,  We  strive  to  encourage  our  communities  to  have 
the  vision,  the  essential  teamwork  and  planning  necessary 
to  meet  and  cope  with  tomorrow's  health  needs  so  that  the 
highest  level  of  health  protection  and  service  will  be 
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NOW,  THEREFORE,  I,  FRANK  G.  CLEMENT,  as  Governor  of  the 
State  of  Tennessee,  do  hereby  proclaim  the  week  of  November 
7,  1965  as 

COMMUNITY  HEALTH  WEEK 

in  Tennessee,  and  call  upon  the  Tennessee  Medical  Associa- 
tion, allied  health  professions,  public  and  pivate  health 
organizations  and  agencies,  civic  organizations  and  public 
schools  to  join  in  its  observance  to  demonstrate  to  the 
people  of  Tennessee  the  many  health  services  and  facilities 
that  enrich  their  lives,  and  to  encourage  community  plan- 
ning to  meet  their  health  needs  of  the  future. 

IN  WITNESS  WHEREOF,  I have 
hereunto  set  my  hand  and 
caused  the  Great  Seal  of  the 
State  of  Tennessee  to  be 
affixed  at  Nashville,  this 
the  nineteenth  day  of  October, 
1965. 

( Signed) 

Frank  G.  Clement,  Governor 


RESUME  OF  BOARD  OF  TRUSTEES  ACTIONS 
Meeting  of  October  10,  1965 


New  Appointments 


Report  of  Long-Range 
Planning  Committee 


Statewide  Conference 
On  Mental  Health  to 
Be  Presented  in  1966 


• In  making  new  appointments  at  the  fall  board  meeting, 
conducted  in  Nashville  on  October  10th,  the  Board  named  Dr. 
Ira  L.  Arnold,  Chattanooga,  as  Chairman  of  the  Committee  on 
Sight  Conservation.  Dr.  Lawrence  L.  Cohen,  Memphis,  was 
named  TMA's  official  representative  to  the  Health  Careers 
Committee  of  the  Tennessee  Hospital  Association  Education 
and  Research  Foundation.  Dr.  Cohen  replaces  Dr.  C.  D. 
Hawkes,  Memphis. 

• At  its  meeting  on  October  9th,  the  Long-Range  Planning 
Committee  studied  several  issues  affecting  future  planning 
of  TMA.  With  regard  to  the  Association's  financial  status, 
the  Committee  recommended  an  increase  in  the  amount  of  $15 
per  year  in  membership  dues  to  become  effective  in  January, 
1967.  Through  the  committee's  study,  it  was  concluded  that 
the  activities  already  in  progress  and  other  issues  that 
have  been  forced  upon  the  Association,  require  this  step. 

• The  Second  Tennessee  Congress  on  Mental  Health  will  be 
presented  in  1966,  probably  in  November.  The  Board  approved 
the  Congress  and  heard  a report  from  the  Chairman  of  the 
Mental  Health  Committee  pertaining  to  planning,  program, 
location  and  cost  of  the  Congress.  The  Board  approved  an 
amount  up  to  $3,000  to  help  finance  the  Congress.  The  Com- 
mittee will  obtain  additional  funds  from  other  sources. 

Since  AMA  is  holding  regional  conferences  on  mental  health, 
there  is  some  possibility  of  holding  the  Congress  concur- 
rently with  AMA,  provided  the  arrangements  can  be  coordi- 
nated. 


Employees  Insurance 


Annual  Meeting 


Reserve  Funds 


Staff  Reorganization 
Plan 


• The  Board  approved  an  expanded  basic  plan  of  insurance 
for  TMA's  staff.  In  addition,  the  Board  added  Blue  Cross 
and  Blue  Shield  coverage  along  with  a deductible  major  hos- 
pital plan.  The  revised  plan  is  to  become  effective  January 
1,  1966  for  those  employees  who  have  at  least  three  years  of 
permanent  employment  with  the  Tennessee  Medical  Association. 

• The  Board  approved  a resolution  for  presentation  in  the 
House  of  Delegates  which  would  change  the  days  of  the  week 
that  the  annual  meeting  would  be  held.  The  change  would 
move  the  meeting  from  the  first  part  of  the  week  to  the  lat- 
ter part,  with  the  first  meeting  of  the  House  of  Delegates 
beginning  on  Thursday  evening.  However,  the  Board  referred 
the  entire  matter  to  the  Long-Range  Planning  Committee  for 
complete  evaluation  before  final  presentation  to  the  House 
of  Delegates. 

• The  Trustees  adopted  a policy  statement  relating  to  the 
use  of  reserve  funds.  This  was  necessary  in  order  to  have 
in  the  official  proceedings  the  policy  of  the  Association  in 
this  regard  in  order  to  permanently  establish  the  policy  as 
questioned  by  the  Internal  Revenue  Service. 

• The  Executive  Director  presented  a suggested  re-organiza- 
tion plan  of  administration  for  the  TMA  staff.  The  Board 
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approved  the  recommended  plan  in  which  Mr.  Hadley  Williams 
was  moved  to  Assistant  Executive  Director  along  with  other 
duties.  The  re-organization  was  necessary  for  the  purpose 
of  meeting  the  increased  demands  and  workload  at  the  head- 
quarters office. 

® The  Third  Quarter  Financial  Statement  for  1965  was  con- 
sidered and  approved  by  the  Board.  In  addition,  the  budget 
for  1966  was  approved  following  study  and  amendments.  Addi- 
tional funds  were  appropriated  for  the  expense  of  the  Presi- 
dent and  President-elect,  necessary  increases  in  funds  for 
the  AMA  delegates  due  to  rising  costs,  and  approval  for  a 
financial  contribution  to  the  Health  Careers  Program  of  Ten- 
nessee. A sizeable  amount  will  be  required  to  be  trans- 
ferred from  reserve  funds  to  meet  the  budget  for  1966. 

The  Board  discussed  at  length  the  need  for  additional 
financing  of  TMA  and  strongly  recommended  the  increase  in 
dues  in  the  amount  of  $15.00  per  member  effective  in  Janu- 
ary, 1967. 

• The  Board  considered  a recommendation  from  the  TMA  Coun- 
cil that  an  approach  be  made  to  the  Tennessee  Hospital  Asso- 
ciation and  the  health  insurance  industry,  recommending  the 
establishment  of  a uniform  system  of  hospital  charges  based 
on  factual  cost  accounting  and  distribution.  This  action 
will  necessitate  changes  in  the  medical  insurance  contracts 
as  they  are  now  written.  As  these  changes  are  considered, 

a decision  should  also  be  considered  regarding  the  separa- 
tion of  hospital  charges  and  professional  fees.  In  endors- 
ing the  recommendation,  the  Board  directed  that  a resolution 
be  drawn  and  presented  to  the  TMA  delegates  to  AMA  and  rec- 
ommended that  an  appropriate  resolution  be  introduced  at  the 
AMA  clinical  session  in  Philadelphia. 

• The  Board  adopted  a motion  that  the  Chairman  of  the  AMA 
delegation  or  his  designated  representative  be  requested  to 
attend  all  meetings  of  the  Board  of  Trustees.  Since  so  many 
important  issues  are  at  stake,  closer  liaison  is  necessary 
with  the  Board  of  Trustees  and  TMA's  delegates  to  the  AMA. 

Also,  the  Board  authorized  the  Advisory  Committee  to  the 
Department  of  Public  Welfare  to  discuss  with  the  Commis- 
sioner of  Public  Welfare  and  appropriate  state  authorities 
some  means  of  expanding  or  implementing  programs  for  the  in- 
digent of  the  state. 

• The  Board  heard  a report  from  Mr.  Jerry  Gould,  Field  Rep- 
resentative for  Tennessee  from  the  American  Medical  Associa- 
tion, regarding  physician  involvement  with  the  Civil  Rights 
Act.  He  presented  a guideline  statement  which  had  been  ac- 
cepted by  HEW  and  could  be  printed  on  the  back  or  attached 
to  a voucher  submitted  for  welfare  patients  in  lieu  of  the 
individually  signed  compliance  statement  . . . Discussed  a 
fiscal  agent  for  payment  of  physicians  under  Part  B of  the 
Medicare  Act  (P.L.  89-97).  The  Board  took  no  action  in  rec- 
ommending a fiscal  intermediary  for  this  part  of  the  act. 
...  In  discussing  a policy  statement  on  compliance  to  the 
Medicare  Act,  the  Trustees  endorsed  the  policy  statements 
already  established  by  AMA  concerning  the  law.  . . . Relat- 
ing to  the  state's  Crippled  Children's  Service  and  other 
welfare  programs,  the  Board  endorsed  the  policy  adopted  by 
the  American  Medical  Association  approving  payments  of  the 
usual,  reasonable  and  customary  fees  to  physicians  for  serv- 
ices to  beneficiaries  of  those  programs  supported  by  govern- 
mental funds.  . . . Requested  Dr.  R.  H.  Kampmeier  to  serve 
as  TMA  representative  to  the  National  Symposium  on  Venereal 
Disease  Control  in  Chicago,  November  20.  . . . The  Board  re- 
iterated the  ethical  policy  of  AMA  and  TMA  concerning  the 
dispensing  of  eyeglasses  by  ophthalmologists.  It  was  re- 
ported that  the  AMA  Code  of  Ethics  states  that  it  is  not 
unethical  for  an  ophthalmologist  to  dispense  eyeglasses  pro- 
vided there  is  no  exploitation  of  the  patient. 
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Hadley  Williams,  Public  Service  Director 

• The  first  session  of  the  89th  Congress  adjourned  on  Oc- 
tober 23rd  and  passed  into  history.  No  Congress  in  recent 
history  was  more  active  in  passing  Presidential  programs. 
When  the  89th  Congress  adjourned  16,882  bills  had  been  in- 
troduced of  which  almost  950  affected  medicine,  medical  care 
or  the  public  health.  By  comparison,  during  the  first  ses- 
sion of  the  88th  Congress,  approximately  14,000  bills  were 
introduced  and  in  the  entire  two-year  term  of  the  88th  Con- 
gress only  860  bills  were  of  special  interest  to  medicine. 

The  AMA  offered  its  views  to  Congress  on  17  different 
subjects  during  the  first  session  of  the  89th  Congress. 

Among  the  bills  which  were  supported,  either  in  full  or  in 
substantial  part,  were: 

H.R.  2 — The  Drug  Abuse  Control  Amendments 

H.R.  2984  - Health  Research  Facilities  Amendments 

H.R.  2986  - Community  Health  Services  Extension  Amend- 
ments 

H.R.  7484  — Surgeons  General  Rank  in  Army,  Navy  & Air 
Force 

S.  597  - Medical  Library  Assistance  Act 

S.  306  — Clean  Air  Act  Amendments 

H.R.  3727  — The  Eldercare  Act 

H.R.  3141  — Health  Professions  Educational  Assistance  Act 

Some  of  the  concepts  and  provisions  of  the  Eldercare  Act 
were  incorporated  into  H.R.  6675,  the  Social  Security  Amend- 
ments of  1965,  and  various  amendments  to  the  Internal  Reve- 
nue Code  which  would  liberalize  the  Keogh  Act  provisions  for 
retirement  plans  for  self-employed  individuals  and  which 
would  clarify  the  tax  status  of  certain  professional  associa- 
tions and  corporations  formed  under  state  law. 

The  AMA  opposed  H.R.  2985,  which  would  provide  federal 
payment  of  the  cost  of  staffing  in  mental  health  centers 
(the  construction  of  which  centers  the  AMA  supported  in  the 
88th  Congress)  ; H.R.  2987,  loans  and  mortgage  insurance  for 
group  practice  facilities  ; S.  596,  regional  research  and 
treatment  centers  for  heart  disease,  cancer  and  stroke;  and 
a number  of  restrictive  laboratory  animal  care  bills.  The 
AMA  also  opposed  the  medicare  provisions  of  H.R.  6675,  and 
the  provisions  which  brought  self-employed  physicians  under 
the  compulsory  provisions  of  the  Social  Security  Act,  but 
supported,  with  certain  suggested  amendments,  other  pro- 
visions relating  to  medical  care  programs  for  those  in  need 
of  medical  assistance. 

The  second  session  of  the  89th  Congress  will  convene  on 
Monday,  January  10,  1966.  At  that  time,  it  may  be  expected 
that  the  Congress  will  turn  its  attention  to  health  bills 
still  pending  such  as  the  Keogh  Amendments,  the  Hart  Bill 
(Medical  Restraint  of  Trade  Act)  and  several  medicare  amend- 
ments. Other  health  care  legislation  will  be  recommended  by 
the  President  in  his  annual  health  message  to  the  Congress. 

• A new  AMA  pamphlet  for  use  in  physicians'  waiting  room, 
pamphlet  racks  has  been  prepared  on  the  cult  of  chiropractic. 

Documented  eye-opening  facts  on  the  cult  are  contained  in 
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this  informative  eight-page  pamphlet  which  is  available  at 
no  cost.  Too  few  people  realize  that  chiropractors  reject 
the  findings  of  modern  medicine  because  these  findings  con- 
flict with  ideas  of  a 19th  century  fish-peddler.  The  most 
serious  and  dangerous  thing  about  chiropractic  remains  the 
fact  that  its  beliefs  are  sheer  myth,  and  its  methods  of 
treatment  have  nothing  whatever  to  do  with  the  cause  and 
cure  of  illness. 

Every  physician,  especially  those  in  areas  where  chiro- 
practic flourishes,  should  make  these  pamphlets  available  to 
their  patients.  Write  the  Public  Service  office  for  a sup- 
ply and  use  them  in  your  waiting  room  pamphlet  rack. 

# If  all  the  people  in  the  world  could  be  reduced  propor- 
tionally into  a theoretical  town  of  1,000  people,  the  pic- 
ture would  look  something  like  this. 

In  this  town  there  would  be  60  Americans,  with  the  re- 
mainder of  the  world  represented  by  940  persons.  This  is 
the  proportion  of  the  population  of  the  United  States  to  the 
population  of  the  world,  60  to  940. 

The  60  Americans  would  have  half  the  income  of  the  entire 
town,  with  the  other  940  dividing  the  other  half. 

About  330  people  in  the  town  would  be  classified  Chris- 
tians ; 670  would  not.  At  least  80  townspeople  would  be 
practicing  Communism,  and  370  others  would  be  under  Commu- 
nist domination.  White  people  would  total  303,  with  697 
non-white . 

The  60  Americans  would  have  an  average  life  expectancy  of 
70  years,  the  other  940  less  than  40  years  on  the  average. 
The  60  Americans  would  have  15  times  as  many  possessions  per 
person  as  all  the  rest  of  the  people.  The  Americans  would 
produce  16  per  cent  of  the  town’s  food  supply.  Although 
they  eat  72  per  cent  above  the  maximum  food  requirements, 
they  would  either  eat  most  of  what  they  grow,  or  store  it 
for  their  own  future  use  at  an  enormous  cost. 

Since  most  of  the  940  non-Americans  in  the  town  would  be 
hungry  most  of  the  time,  it  would  create  some  ill  feelings 
toward  the  60  Americans,  who  would  appear  to  be  enormously 
rich  and  fed  to  the  point  of  sheer  disbelief  by  the  great 
majority  of  townspeople.  The  Americans  would  also  have  a 
dis-proport ionate  share  of  electric  power,  fuel,  steel  and 
general  equipment. 

Of  the  940  non-Americans,  200  would  have  malaria  and  3 
would  have  leprosy.  Forty-five  would  die  from  malaria, 
cholera,  typhus  and  other  infections.  One  hundred  and 
sixty-five  would  die  from  starvation  and  malnutrition.  None 
of  the  60  Americans  will  ever  get  these  diseases  or  probably 
ever  be  worried  about  them. 

The  60  Americans  would  each  be  spending  at  least  $87  per 
year  for  liquor  and  tobacco  but  less  than  $20  per  year  for 
the  finest  medical  care  in  the  world — and  would  be  loudly 
claiming  that  medicines  and  medical  care  cost  too  much. — 

— From  the  Eli  Lilly  Company 

• Advance  registration  forms  for  the  1966  State  and  County 
Officers  Conference  have  been  mailed  to  some  400  TMA  mem- 
bers. The  meeting  will  be  held  Sunday,  February  27,  1966  at 
the  Hermitage  Hotel  in  Nashville. 

Presidents  and  secretaries  of  county  medical  societies, 
delegates  and  alternates  to  the  TMA  House  of  Delegates, 
chairmen  of  TMA  committees  and  officers  of  all  specialty  so- 
cieties, and  others,  are  being  urged  to  attend. 

An  outstanding  program,  featuring  nationally  known  speak- 
ers has  been  arranged.  The  complete  program  and  advance 
registration  forms  are  available  from  TMA  headquarters. 
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